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Abstract

Background: Suicide and suicide attempts are prevalent in the general population but methods of
their prevention are varied and not transferable between countries. This study investigated the
feasibility of using Village Helpers in the control and prevention of an epidemic of suicides and
suicide attempts in two Districts in Northern Uganda.

Methods: This was a quasi-experimental and prospective and observational study that compared
the outcome of suicide prevention utilizing Village Helpers and Primary Health Care providers
in Gulu District to involvement of Primary Health Care providers only in Amuru District. Health
Worker per health unit in both Gulu and Amuru Districts and a Village Helper per parish in Gulu
District were recruited and trained separately in the management of psychosocial problems,
suicide ideation and suicide attempts so as to apply in their locality. The two groups were
supported with functional referral system, posters and supervisory visits. Data on suicides and
suicide attempts were collected at parishes and health centers using Village Helpers and Primary
Health Care providers respectively. Additionally, the method of training for VHs was evaluated
using a pre- and posttest design and reported.

Analysis: The analysis comprised of general descriptive and inferential statistics, analysis of
variance for quantitative data and frequencies and themes for qualitative data.

Results: The results showed reduction of suicide and suicide attempts by 36.8% and 64.9%
respectively in Gulu district and 33.3% and 57.3% in Amuru District. It also showed cyclic
annual trend with two peaks; November-January and May-July. Village Helpers were
instrumental in identifying and providing psychosocial support in respect of a majority of illness
and psychosocial problems encountered at house level.

Conclusion: The involvement of Village Helpers in the control and prevention of suicide
behavior in combination with Primary Health Care providers is superior to the use of Primary
Health Care provider alone.

Recommendation:

a. The use of trained Village Helpers alongside Primary Health Care providers for every
Village for prevention of a range of morbidities at primary care level.

b. Village Helpers concept be used in Global Mental Health campaign to reduce mental
health treatment gap

c. Change of policy to enable mental health medicines to reach lower health units to support
referrals and

d. Change policy to decriminalize suicide in Uganda.
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CHAPTER ONE

1.1 Introduction

Management of mental health problems in traditional settings like Northern Uganda utilizes
cultural concepts, ideas and practices (Abbo, 2011; Silove & Psychol, 2013). Western type of
management of mental illness is deemed foreign and counseling services are rudimentary and is
not available to the majority. Here in Gulu, psychiatric emergencies may go undetected and
unattended largely due to inadequate mental health service delivery. Two psychiatrists, a
psychologist, seven psychiatric clinical officers and ten psychiatric nurses provided mental
health services to the population at the time of this study. Additionally the notion of
psychological morbidity and its consequences are not quite understood by the majority in this
region. Health policy and health system issues seem to remain in print and mental health matters

are relegated to low priority.

Northern Uganda’s conflict resulted in mental ill-health epidemic that saw an increase in the
prevalence of common mental health problems and suicide (Vinck et al., 2007). The question is
whether mental health problems of this magnitude can be addressed owing to the limited mental
health resources in this area. This study was designed to answer whether suicide in Northern
Uganda could be controlled or prevented using a combination of trained Village Helpers and

Primary Health Care providers.

1.2 Background

Suicide is common world over (WHO. 2017). World Health Organization reported that 20
million people attempt suicide yearly and that about 900,000 die by suicide. The rates vary
considerably from 0 per 100,000 in some developed countries to 100 per 100,000 in Asia and

peaking in Russia. The world suicide rate is averaged at 16 per 100,000. Trends of suicide show

1



an increase of 60% in the last 45 years with patterns which previously associated the old persons
now changing to affect the young people of below 45 years. The male to female suicide deaths

ratio was reported as 17.4 males to 10.6 females (WHO, 2017).

Suicide and suicide attempts can be prevented (Nock, et al. 2009; Ono, Sakai, et al. 2013; WHO,
2017). Efforts to prevent suicides in developed countries rely on enabling legislation, effective
health service provision, presence of adequate mental health workforce, the population of general
health practitioners, effective public health measures e.g. pesticides and gun control and a wealth
of other resources (Vijayakumar, Prikis & Whiteford, 2005). When these factors are not fully
developed and operational, impediments to suicide prevention are many and common as in
Uganda (Ovuga & Larroque, 2012). Other challenges include but are not limited to increase in
mental illness, poor state of psychiatric services, drug abuse, chronic illnesses, domestic violence
and interpersonal factors (Mekonnen & Kebede, 2011; Kizza, Hjelmeland, Kinyanda & Knizek,

2012; Vaughan, 2012).

There is evidence that majority of people who take their lives are not under specialist mental
health care and that half have not had contact with general practitioners (Owen, Owen, Lambert,
Donovan, et al, 2009). Goldney and Fisher (2008) reported that people with depression and
suicidal ideation do not benefit from mental literacy programs and that their treatment seeking
behavior did not change much. These findings above including another finding that life is
viewed as private, personal and can be terminated at will (Ovuga, et al. 2005), present challenges
to suicide prevention. Other challenges reported were of concealing diagnosis of mental illness
and fear of stigma and discrimination (Lasavia, Zoppei, Van Bortel, Bonetto, Cristofalo, et al.
2013). To take care of these challenges suggestions are that different approaches to suicide
prevention which take care of remote locations and resource constrains be developed and tested

(Beautrais & Mishara, 2008).



Recent debate in post-conflict interventions to reduce mental ill health including Post Traumatic
Stress Disorder (PTSD), suicide, and other psychosocial problems seem to favor community
approaches (Silove, Steel & Psychol, 2006; Owen, Owens, et al. 2009, Kizza, Hjelmeland,
Kinyanda & Knizek 2011). Thornicroft, Alem, Dos Santos, Barley, et al. (2010) recommended a
top-bottom approach that balances the closure of hospital beds with the planning and execution
of community mental health services. Ovuga, Boardman, and Wasserman (2007) showed that
Primary Health Care providers when trained can treat mental illness at the District Health Units.
While top-bottom approach is recommended, Ovuga, et al., (2007) study suggests a bottom up
approach- that is from lower health centers to referral hospitals, can be effective as well. These
approaches may reduce the rate of suicides associated with mental illness and other chronic
conditions that come to health centers. However it was reported that Primary Health Care
workers may be less capable of identifying and preventing suicide cases that come to them
(Scheeder, Reynders, Andriessen & Van Audenhove, 2010). On the other hand conditions that
may cause suicide or suicide attempts happen in households and in communities likely to be
distant from the health centers. The scenario may evolve so fast as to require preventers to be

close by.

Northern Uganda is recovering from a 20 year civil strife between Government of Uganda
(GOU) and Lords’ Resistance Army (LRA) that saw the population forced into Internally
Displaced Peoples (IDP) Camps dotted throughout Acholi sub-region and other neighboring
regions. The war was termed the worst human catastrophe of our time or the neglected war
because of its impact on every fabric of survival of the victims. Dolan (2011) describes this
period as of ‘social torture’ as it was invariably used to send signals to would be rebel
communities to learn from. She cited violence, debilitation and humiliation as the cardinal

methods used in the ‘social torture’ resulting in what may be called psychological epidemic



namely; experiencing high levels of mental, neurological, behavioral, and substance use
disorders. Poverty, food insecurity, and landlessness including orphan-hood and other relational

discords are among the social problems in the post conflict era.

1.3 Circumstances leading to the study

The incidences of suicide increased from year 2007/8 in Gulu District when the Internally
Displaced Peoples Camps (IDPs) were closed and people returned to villages of origin.
Unpublished data from rapid assessment in January to November 2012 found that the average
suicide rate per sub-county was above 20 per 100.000. District average was 35 per 100,000 and
Koro sub-county had the highest rate with 113 per 100,000. Death by suicide is prohibited by
law in Uganda (Uganda Constitution, 1995) but continues to be committed more so now in Gulu
District, a post conflict setting. There has been difficulty in accurately assessing and
documenting the magnitude of suicide (Knizek, Kinyanda, et al., 2011). Records for suicide
cases were kept separately by police, community development officers and health centers
especially those that are associated with emergency admission. Lack of centrally collating and
storing suicide behavior information thus concealed the magnitude of the problem. There has
been need to ascertain the magnitude of suicide in Gulu District to aid planning preventive

strategies.

Health service delivery in Gulu District is still inadequate comprising of four hospitals each
serving a population of 96,400. There are two Health Center Four (HC IV) each serving a
population of 192, 800, fourteen Health Center Three (HC III) each serving 125,200 persons and
48 functional Health Centre Two (HC II) each serving 8,033 persons. There are 10 parishes
without HC IIs. Doctor patient ratio stands at 1:19,984, Nurse Patient ratio at 1:2,677 and doctor

nurse ratio at 1: 71. Drugs and sundries stock outs at these health units were estimated at 50%



(Gulu Local Government, 2012). There were three psychiatrists and two psychologists based at
Gulu University at the time of this study. There is a mental health unit based at Gulu Regional
Referral Hospital (GRRH) with ten psychiatric nurses and psychiatric clinical officers combined.
This number is too few to respond to the mental health needs of a post conflict population,
including providing suicide preventive services. Adjunct to Primary care providers the study
proposed use of village helpers to beef up the workforce for meaningful mental health service

provision during the intervention.

1.4 Problem Statement

The World Health Organization (WHO), report globally changing rates and trends of suicide
behavior. World average suicide rate is 16 per 100,000 tending towards young persons and males
leading females 17.4:10.6 (WHO, 2011). The WHO estimated the age-standardized suicide rate
in Uganda as 19.5:100,000 (WHO, 2014). Rapid assessment in Gulu district showed rates of 113:
100,000 in Koro sub-county with district average of 35:100,000. These figures did portend a
public health concern calling for an intervention. However, the magnitude of suicides had not
been known, the risks factors involved had not yet been determined and documented.
Additionally it was not certain if preventive initiatives could prevent and control suicide within a
setting outside specialist care. Reports on mental health literacy conducted in communities with
aims of improving help seeking does not benefit those with depression and those who were
suicidal because of hopelessness and reduced problem solving skills (Goldney & Fisher, 2008).
Acute and chronic use of alcohol on the other hand causes victimizations that abet suicide

(Kizza, Hjelmeland, Kinyanda & Kizek, 2012).

This study investigated whether enhancing the community’s ability to listening to distress calls

can prevent suicide behavior. However, persons working with distressed individuals tend to



acquire increased distress levels themselves. For this reason, it is important to prepare helping
individuals with skills to protect themselves from harm (Trippany, White Kress, & Wilcoxon
2004). It 1s also important to assess and monitor them for any psychological difficulties within

the intervention period.

This study was conducted in addition to show how preventive initiatives can benefit those who
are psychologically inhibited from seeking care, especially those with underlying mental illness
or other psychosocial challenges. Such preventive initiatives need be motivational (pro life), well
monitored and evaluated. The general wellbeing of individuals implementing the intervention

needed to be assessed and monitored as well.

1.5 Research questions

The study questions were;

1- What was the magnitude of suicide and associated factors in Gulu District?

2- Could suicide be prevented in Gulu District considering post conflict challenges with
health service delivery?

3- Could non-medical rural community members when trained prevent suicide in their
community?

4- What would be the effect of suicide prevention work on the mental wellbeing of trained

Village Helpers during the intervention period?

1.6 General Objective
The general objective of the study was to determine if suicide can be prevented with limited
resources and to determine if non-medical rural community members, when trained could

prevent suicide in their locality and stay psychologically healthy.



1.6.1 Specific objectives
1. To assess the prevalence of suicide in Gulu District
2. To assess risk and associated factors of suicide in Gulu District
3. To test whether Village Helpers when trained could be effective in preventing suicide
within their locality.

4. To monitor the psychological health of the Village Helpers during the intervention.

1.7 Hypothesis

Social and public health framework for suicide prevention acknowledges that suicide can be
prevented using multidisciplinary approaches to mitigate suicide risk factors (Vijayakumar, et al.
2005). Suicide and suicide attempts result from many interacting contextual, cultural and
interpersonal variables. The hypothesis here therefore is that suicide can be prevented in Gulu
District using non-medical community members trained in suicide prevention methods utilizing

the concepts of contextual, cultural and interpersonal factors.

1.8 Significance

This study was designed to answer whether suicide in Northern Uganda could be prevented or
controlled amid post conflict psychosocial challenges. The study was necessitated within the
context of suicide epidemic seen in 2013-2014 that called for immediate professional response
and intervention. It is noted that communities rely on themselves as social capital and on social
networks for survival. Any death by no means ruins this capital base and disrupts the functioning
of the social networks (Ovuga, et al. 2005). Suicide brings with it stigma and discrimination to
the affected families thus reducing their ability to enjoy the social networks and social capital for

survival. Most suicide behaviors result from relationship breakdown and the communities are



best placed to understand and correct this anomaly. In the 20 year war, social networks were
disrupted by displacement, maiming, killings and abductions. Disruptions to these regenerating
networks de-motivate survivors of war from living productive and fruitful life. This study served
to provide avenues through which communities could strengthen social relationships for social
capital and for survival by mitigating factors that promote suicide. It was also hoped that the
effects of preventing one suicide attempt would cascade to prevent other suicides and improve
problem solving abilities of the communities in the catchment area. The findings augment the

skill mix necessary to support understaffed mental health service delivery.

The study also provided for Village Helpers concept that has been tried elsewhere that any
member of the community can be trained to successfully participate in a range of
developmentally oriented community interventions. This concept can be adapted by local and
international NGOs. The study findings can be used for policy formulations towards suicide
prevention and towards de-criminalization of suicide. Uganda as country still criminalizes
suicide and suicide attempts and does not have a suicide prevention policy. This thesis is a
resource that will be kept in the Libraries for reference. Papers published will add to knowledge
by contributing to the gaps this study has identified. These papers provide a basis for further
research. The work will be submitted as a requirement for an award of Doctor of Philosophy of

Psychology of Gulu University.

1.9 The Scope of the Study
This section describes the scope of the study beginning with geographical scope, time scope and

contextual scope.



1.9.1 Geographical scope
This study was done in Gulu and Amuru Districts Northern Uganda. Gulu District is in Acholi
sub-region (now read as Gulu and Omoro Districts), Northern Uganda 332km by road from
Kampala. It extends from 2° 46°54.0 North to 32°17°57.0 East has an area of 3458 km?. The
District has a population of 436,345 people distributed in 127km? with projections of 3.3%
annual growth rate to 448,999 people by 2003 to 2017 (UBOS, 2016). Amuru District is in
Northern Uganda at longitude 02° 50°N and latitude 33° 05’E. It located approximately 60
kilometers (37 miles), by road, northwest of Gulu Municipality, the largest in the sub-region.
Amuru was established by an act of Parliament in 2006 and separated from what was Gulu

District.

1.9.2 Time Scope
Preparation for this study began in September, 2014. Primary Health providers were trained was
in December, 2014 and Village helpers were trained in January, 2015. Data collection on suicide
and suicide attempts started in January 2015 and ended December 2016. This time of 24 months
was deemed sufficient to evaluate the impact of suicide prevention efforts to explain whether the

intervention worked or not.



1.11 Conceptual Framework

Figure 1.1, Conceptual Framework
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Figure 1.1, shows how the different units of the intervention are related, what they individually

do, and the anticipated outcome of such actions on the community with suicide. The framework

begins with a community with low resilience, where suicide risks, suicide and behavioral

problems were high (Box A). The District administrators, Clerics and law enforcers (Box B), the

Primary Health Care workers (Box C) and Village Helpers (Box D) are drawn from the same
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community with low resilience. The group in Box B was sensitized about suicide and suicide
prevention with a view to create ownership and to follow the operating guidelines. It was also to
synchronize communication and support across the different players of the intervention. Box C
contained what the health workers were doing to the community additional to daily routine and
suicide prevention (identifying, counseling, treating and referring) after training. Box D
contained what the Village Helpers did to the community (communicating prevention,
identifying people with distress from households, counseling and referring). This combined
actions from health workers and Village Helpers including good will from administrators, clerics
and law enforcers in Gulu, contributed to create a healthy community (Box F); with reduced
death by suicide, reduced suicide attempts, reduced behavioral problems and improved health
behaviors. Suicide prevention salient sustaining factors Box G, (cascade of communication of
efficacy or recovery, evidence of wellbeing after suicide rescues or attempts, other experiential
health outcomes including motivated and energized Village Helpers by the praises they received
from the community) reinforced the contributions made by individuals in Boxes B, C and D to

transforming the whole community to a healthy one.

1.12 Theoretical Framework

Many theories have been applied to health related behavioral research and to the development of
behavioral interventions. Among them are the Health Belief Model (HBM) which proposes that
for one to perform a recommended health behavior he/she must believe in the risk and must
weigh costs and benefits of the recommended health behavior (Janz & Becker, 1984); the Social
Cognitive Theory (SCT) which proposes that for one to adapt a behavior he/she must believe that
the outcome outweighs the costs and that there is sense of agency and efficacy in performing that
behavior (Bandura, 1977, 1986, 1997); the Theory of Reasoned Action (TRA) which proposes
that for a person to perform a given behavior he/she must have a strong intention, an intention
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which is controlled by attitude towards performing that behavior and the subjective norm of
performing that behavior also rooted in the views of the significant persons (Ajzen & Fishbein,
1980); and the human systems intervention (Chin & Benne, 1976). Human Systems
Intervention (HSI) concerns itself with design and implementation of interventions in social
setting where adults are confronted with need to change their prospective, attitudes and actions
towards a condition of interest (Chin & Benne, 1976) and in this case it is prevention of suicide
and suicide attempts. They created the early frameworks for intervention strategies, arguing that
an intervention can be informed by coercive, rational, or normative strategies. HSI emphasizes
the relationships among individuals, groups, organizations and communities including the
environments in which they live. These environments are not limited to built and natural space
but include social, cultural, neighborhood, organizational, familial and economic. Environments
that are free of toxic contaminants and relatively free from violent conflicts promote health and
well-being in a biophysical ways (Christens & Freedman, 2014). Proponents often argue that
interveners must be aware of the systemic interactions occurring within a human community, and
therefore help its members gain awareness of how their interactions are contributing to the
maintenance of ineffective patterns of behavior. Some argue that interventions should be seen as

designs intended to augment a human system’s capacity to problem solve and learn.

HSI is indicated for practice in the areas of group development, small group leadership,
knowledge transfer, diversity management, and community intervention. For example the
Village Helpers were trained to help themselves. Realizing that the training helped them to
change their attitudes, perspectives and actions, they transferred the knowledge to distressed
persons within the community and took leadership to prevent suicide and suicide attempts. HSI

is broad, encompasses more variables and is applicable to this study.

12



CHAPTER TWO

Literature Review
2.1 Overview of suicide behavior
The Global burden of suicide and nonfatal suicide and their contribution to disability adjusted
life years (DALYSs) is not well known. However, World Health Organization (WHO, 2017)
estimated that over one million people commit suicide the world over annually at a rate of one
death in 40 seconds. Suicide contributed to 1.4% of world’s deaths and that 86% of these
suicides are being committed in Low and Middle Income Countries (LAMICs) (WHO, 2008).
Cavanagh, Carson, Sharpe, et al. (2003) reported from the review of the psychological autopsies
that 91% of suicide completers have a median prevalence of mental illness. This finding seems to
complicate intervention initiatives for suicide per se and possibly calls for broader mental health

prevention initiatives including initiatives to control other risk factors associated with suicide.

2.2. Theoretical background to suicide behavior

No known causes therefore have been established for suicide behavior in Gulu District.
However, there are several theories put forward to explain the causes of suicide behavior. Three
big categories of theories have emerged, namely the biological, psychological, and sociological.
The biological theories seek to understand how suicide behavior relates to functioning of the
human body. Commonly referred are genetic predispositions in identical twins and the low level
of neurotransmitters in those who commit suicide (Currier & Mann, 2008). The psychological
theories seek to relate functioning of the human mind (thoughts, emotions, behavior) to suicidal
behavior. Here people with disturbed emotions like those with depression and/or with psychosis
are more likely to indulge in suicidal behavior ((Bostwick & Pankratz, 2000, Palmar, Bostwick
& Pankratz, 2005). The sociological theories relate social factors to ill health and suicidal

behavior. Here, life and traumatic events tend to dictate who finally engages in suicidal behavior.
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Then there is ’Diathesis-Stress Model’ (Holmes & Rahe, 1967) which combines biological and
psychological perspectives and cites the interaction between genes and a force (stress) that
disrupts the mental functioning of an individual and can cause suicidal behavior. A recent theory
is ‘The Interpersonal Psychological Theory of Suicidal Behavior’ that attempts to explain why
people commit suicide. The theory proposes that one will commit suicide if she/he has the desire
and will to do so. And this desire and will stems from perceived burdensomeness, social
alienation, and acquired ability to enact lethal self injury (Van Orden, Witte, Braithwicz, Selby,

& Joiner, 2010). These theories are yet to be used to explain suicide behavior in Gulu District.

2.3 Historical background of suicide in Acholi land

The earliest account of suicides and homicides in Acholi land was documented by Paula Hirsch
Foster using court records from Acholi District court in Gulu between 1925 and 1954. Her
intention was to contribute to a book title ‘African Homicide and Suicide’ which was later
published about 1960 edited by Paul Bohannan, New York, Atheneun. She was able to collect
122 cases of suicide with account of reason for suicide and what means that were used. The
reasons for committing suicide were varied. For some, chronic illness resulting to isolation, for
others it was dispute, shame for others who could not marry and others had fertility problems.
The common means then was hanging by a rope either in a tree or in a house. People who died
by suicide at that time were buried like any other dying of natural causes possibly due to lack of

religious leanings for Christianity had not spread and taken deep root in Acholi land.

The clan Chief of Patiko Kal named Jeremiah Ajwayo Odong when interviewed listed why
people commit suicide. He said kwong (swearing), daa (quarrelling), kiniga (anger or rage),
lewic (shame), cen (curse) and piny oloyo (feeling defeated) were the things that happened before
one died of suicide. Jeremiah’s wife had died of suicide and for her he said she was ‘stupid’

(miing) and she had ‘cen’. In Acholi, people still swear (kwong) especially when accused
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wrongfully for the things they did not do. When swearing does not help, the person contemplates
suicide. Quarrelling (daa) is common when there is dispute or misunderstanding. One who is
weak and feels defeated may commit suicide. Anger or rage (kiniga) came by way of unpleasant
actions done towards an individual for which offence is taken. This is commonly seen in young
people (boys or girls) stopped from marrying each other, any of whom can commit suicide.
Anger or rage (kiniga) tends to explain impulsive suicides seen in Acholi land. Anger or rage
tends to come suddenly as a result of experience of unpleasant situation which overpowers an
individual causing impulsive behavior like suicide. Shame (lewic) comes by way individual
actions not approved by society e.g. having sex with animals for which society ridicules. Feeling
of shame (lewic) may explain such suicide. Ping oloyo (feeling defeated or hopeless) comes by
evaluation of things happening around an individual and when the person concludes he is
nothing, has nothing, has nothing to lose (a thwarted perception of self), then the person may
commit suicide. Curse (cen) were explained as coming by way of being the first to do a
forbidden act say killing oneself, or killing innocent person. It is believed that the ghost or spirit
of the slain person would torment your lineage by causing multiple suicides until cleansing

ceremony is done.

The issue of curses (cen) was implicated in most suicides especially for ‘Apuranga’ and ‘Paimol’
clans and it continued to their descendents according to Jeremiah. Jeremiah’s mother in law was
from Apuranga and that explained the suicide of his wife as coming from curse (cen). The clan
Chief of ‘Paimol’ had died of suicide and this brought cen in the clan. For Jeremiah, acceptable
reason for dying of suicide was when one lost all his brothers in war or his family died in house
fire. The clan members would say he has joined his brothers or his family for it would be shame
to live without them. A girl or a boy would commit suicide if not allowed to marry a person he or

she loved and it would be understood. However, Jeremiah confided that no Acholi would allow
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another to die of suicide. They would attempt to stop one talking of suicide saying ‘don’t do it’.
Jeremiah had a boy sent to jail for attempting suicide. The boy was compelled with others by
government then to work for one month without pay while opening roads around Gulu, a task he
resisted and wanted to die for. Other people who attempted suicide but did not succeed explained
that they felt ‘they did not fit in’ for some reason; e.g. ‘clan people say I am spoiling people’,
‘my home is far away’ or ‘people trouble me’ (burdensomeness) were some reasons they
provided. However, Foster found the material she collected was unreliable in part because of
witchcraft and intra-clan problems which could not openly be discussed by Europeans at the time

especially in public forum of court.

2.4. Prevalence of Suicide behavior

The prevalence of suicide around the World varies considerably from 0 per 100,000 in some
developed countries to 100 per 100,000 in Asia and peaking in Russia. In Africa suicide rate
varies from 5:100,000 as in Egypt to over 20:100,000 as in Ethiopia. The prevalence of suicide
in Uganda was first estimated to be 1-2:100,000 (Orley, 1970). In 1982, German conducted a
study in Busoga region in Uganda and estimated the prevalence of suicide attempts to be
8.5:100,000 inhabitants. Kinyanda, et al. (2004) through Support to Health Sector Strategic Plan
(SHSSP) conducted a baseline survey on prevalence of completed suicide in 14 Districts in
Uganda. He reported varying rates ranging from 4.9% in Yumbe to 16.1% in Adjumani but with
a life time prevalence of 15.5%. The authors cited ecological factors as contributing to the
differences. Bolla (2002) had estimated suicide rates of 99/100,000 and a rate of suicide attempt
at 518:100,000 in Adjumani. Ovuga, Boardman, and Wassermann (2005) reported average of
36.1% of life time prevalence suicide ideation for both Bugiri and Adjumani Districts, however
Adjumani, a post-conflict district had higher rate of 46.6%. Kinyanda et al. (2009) reported a

suicide rate ranging from 15-20:100,000 in Northern Uganda. Current estimates put Uganda at
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18.3, Kenya at 17.7 and Tanzania at 16.5 all per 100,000 (WHO, 2017). Prevalence of suicide
and suicide attempts continues to rise between and within countries and in varying populations

groups and yet universal suicide prevention mechanism is lacking.

In an attempt to understand mental health workers views on criminalization of suicide,
Hjelmeland, Kinyanda, & Knizek (2012), interviewed 30 health workers composed of
psychologists, psychiatric clinical officers, and psychiatric nurses. They reported that 2/3 of the
sample wanted the law abolished reasoning that suicide is a mental health problem. Other wanted
the law retained for deterrent purposes while others were ambivalent. The authors recommended
efforts to increase awareness among general health workers to screen for suicide and to prevent

suicide.

In Gulu too, there is lack official statistics on suicide most probably due to its criminal nature
whereby some recording is found in casebooks at police stations. There is evidence that both
men and women are committing suicide in Northern Uganda (Kizza, Knizek, Kinyanda, &
Hjelmeland, 2012) and the rate is not known. Suicide and attempted suicide still remain

criminalized in Uganda thus concealing the magnitude of suicide and suicide attempts.

2.5 Effects of war and the epidemic of suicide in Northern Uganda

In 2006, the guns went silent and people began returning to the villages where they were
previously tortured and evicted. This has happened in the context of poor health infrastructure,
few de-motivated health workforces and perpetual lack of supplies (Ovuga & Larroque 2012).

This phenomenon has not changed much to date.

The unplanned exodus saw the traumatized population deurbanize IDP Camps to villages where
they previously met the competing demands from both the rebels and the government army
before they relocated to the camps. There is likelihood of re-experiencing of traumatization that
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i1s suspected to be responsible for the high levels of mental, neurological, behavioral, and
substance use disorders. Poverty, food insecurity, landlessness including orphan-hood and

strained social networks are outcomes of conflict that the population faces.

Studies conducted so far report elevated levels of psychological morbidity. Prevalence figures in
a sample of 2585 adults at displacement camps for Post Traumatic Stress Disorder (PTSD) stood
at 74.3% and depression at 44.5% (Vinck, Pham, Stover, & Weinstein, 2007). Psychological
morbidity in Primary Health care providers who lived in conflict zones was reported as 24% with
depression; 38% had anxiety and 50% had PTSD (Oboke, 2012). In vulnerable groups like
abducted people, 32% had PTSD (Winkler, Ruf-Leuschner, Ertl, Pfeiffer, et al., 2015) in child
soldiers, 33% had PTSD and 36% had depression (Klasenet, Oettingen, Daniels & Adam, 2010)
and psychological morbidity among child mothers were reported as high as well. In a
comparative study, Oyok & Akello, (2011) found psychiatric morbidity at health centers in
conflict settings to be higher than those of non-conflict health centers. Seven years later major
depression was reported as 24.7%; 29.2 % for females and 17.0% for males (Mugisha, Muyinda,
Malamba & Kinyanda, 2015). Kizza, Hjemelamd, Kinyanda & Knizek (2012) report
complication of alcohol use in 16/20 cases of suicide studied in IDPs camps. Follow-up studies
in Northern Uganda report different prevalence rates of psychological morbidities in different

settings (Winkler, Ruf-Leuschner, Ertl, et. al. 2015; Dokkeddal, Oboke, Ovuga & Ask, 2015a).

This scenario is suspect in causing high levels of attempted and completed suicides in most parts
of Northern Uganda, particularly in Gulu District. Other districts in which the public has
expressed concern over suicide behavior include Amuru and Nwoya. Although the phenomenon
has affected all parts of Northern Uganda, some communities in the region have been less vocal
probably due to fear, shame and stigma or discrimination that may follow disclosure (Lasalvia,

Zoppi, Van Bortel, Bonetto, Cristofalo, Wahlbeck, et al. 2013).
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2.6 The economics of suicide
The cost of suicide falls on everyone in society (Yang & Lester 2007). Suicide robs mankind
with labor, families with relatives, siblings with parents and others with friends especially if the
deceased was an adult. But young people too, prematurely die of suicide making it the most
costly cause of death for those left behind. The costs of suicide include direct, indirect and
intangible costs. Direct costs include hospitalization, treatment, burial expenses, police and the
Corona investigations. Other costs are from prosecution and imprisonment as in Uganda (Penal
Code, 1955). Indirect costs include productivity lost earnings due to premature death, quality of
life costs, quality of adjusted life years lost, present value of life lost-true earnings, lost years of
disability free life (Yang & Lester, 2007). Intangible costs include human costs-pain, grief, and
suffering, value of life not lived and value of being a family and a friend to others (Yang &
Lester, 2007). Doessel and Williams (2010) have argued that costs between those who died of
suicide and those who were saved from suicide in welfare terms did not favor preventing suicide.
However Yang and Lester (2007) argued that suicide should be prevented based on humane
considerations and not on the economic cost involved. The debate on the economics of suicide
appears to support prevention policy or initiatives that are pro-life as costs of life to self and to

social networks cannot be properly determined.

2.7 The traditional notions of suicide

Vaughan (2010) posits that historically Africans had very low rates of suicide. She questioned
the observation that Africans were happy people, did not retrospect to suffer from guilt or
depression that underlies most suicides; Africans believed that suicide was the works of
witchcraft and evil spirits. She asserts that rising rates of suicide in Africa can be attributed to
modernization and urbanization which exert pressures on mostly men to provide livelihoods and

when they fail they contemplate suicide. People who die by suicide are culturally regarded as
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weak and are treated with disdain. Mugisha, Hjelmeland, Kinyanda, and Knizek (2011) reported
that in Buganda suicide was perceived as dangerous to family and community and thus people
adapt various rituals to distance themselves both symbolically and socially. Reports from
consultative meeting of 2014 with communities in Gulu indicate that people who die of suicide
bring shame, stigma and contamination to families and clans. These suicide deaths are viewed as
a consequence of wrongs previously committed by ancestors. One wrong according to the chief
of elders, was subjecting one in your care to die of suicide. “If this happened, suicide would
follow one’s lineage” he said. The other wrong was buying witchcraft that causes people to die
by suicide or tampering with artifacts of another persons’ suicide; like carrying a piece of rope or
tree on which one hanged; all these are believed to subsequently transmit suicide to descendants.
This genesis of cen (curse) is still respected by Acholi community and is used to explain away

events and situations people do not quite understand.

People who die by suicide are denied traditional burial rites, spiritual sendoff and last funeral
rites. Catholics and Protestants preach against suicide behavior and say they are not obligated to
attend or participate in burial functions. Suicide and suicide attempts remains criminal act in

Uganda (Uganda Constitution 1995).

2.8. Prevention of suicidal behavior

The prevention of suicide per se appears challenging due to numerous risk factors that affect
suicide behavior (Rudd, Berman, Joiner, Nock, Silverman, et al. 2006) and due to the many
proposed requirements needed for effective intervention (Thornicroft, Alem, et al. 2010).
Bergen, Hawton, Waters, Ness, et al. (2012) proposed that prevention of suicide should focus on
overall improvements of general individual health by targeting vulnerabilities that increase the
risk of natural death. The role of life style i.e. physical activity, diet, smoking (Jacka, Mykletun

& Berk, 2012), and economic deprivation (Bergen, et al. 2012) have been added to other risks
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like social networks, child abuse, and drugs and alcohol abuse as risk factors for psychological
disorders and other non communicable diseases commonly cited as risks for suicide and self-
harm (WHO, 2014). Kizza, Knizek, Kinyanda, & Hjelmeland (2012) researching on
psychological autopsy of men, who died of suicide, report lost dignity and social value, lack of
hope for the family’s future, overwhelming family responsibility, and mental illness as
circumstances found to have preceded suicide in Northern Uganda. They recommended a
multidisciplinary suicide prevention strategy able to align changed roles of both men and women
that has evolved during the conflict. Similar recommendation also came from the psychological
autopsy study of women who committed suicide in Northern Uganda (Kizza, Knizek, Kinyanda,
& Hjelmeland, 2012). In this study the authors report ‘no control and no care’ including fight for
lost roles as having contributed to women’s suicides. In another psychological autopsy study
which aimed for a link between alcohol and suicide in Northern Uganda, alcohol use was found
to have a direct or indirect influence in 16 out of 20 cases sampled (Kizza, Hjelmeland,
Kinyanda, & Knizek, 2012). The authors recommend suicide prevention strategy should address
the public health problem arising from alcohol use. Van Orden, Witte, Braithwicz, et al, (2010)
from discussions on the ‘Interpersonal Theory of Suicide’ conclude that effective intervention to
prevent suicide should target thwarted belongingness and perceived burdensomeness that have
been evident as precursors of in suicide behavior globally. The strategy to prevent suicides in
Northern Uganda should therefore address multiple risks and concerns raised herein to be

effective.

2.9 Suicide prevention approaches
Suicide prevention framework has been classified into three as universal, selective and indicated.
Universal prevention concerns programs which target the whole population, while selective

prevention target those communities with risk but with no cases of suicides and indicated
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prevention target those communities where suicide behavior is prevalent (Manzek & Haggerty,
1994). Newer prevention approaches have used indicated prevention approach but included it in
Nested Programs where suicide prevention is included in other social services. This approach has
been used commonly by Non-Governmental Organizations (NGOs) while providing
psychosocial intervention in post disaster areas. Risk reduction, restrictions of fire arms or
pesticides and provision of mental and general health services are known suicide preventive
approaches in high income countries (Vijayakumar, Pirkis & Whiteford, 2005¢). The Center for
Disease Control, Department for Violence Prevention and Control (CDC-DVP) argues that
suicide preventive program that promotes human connectedness is seen to improve health and
wellbeing (CDC-DVP, 2014). Mental and general health services in Uganda lack suicide
prevention policy. This gap can be bridged (as in this study) by using programs that are indicated
or nested as appropriate including engaging indigenous community members that can provide

care and promote social support and connectedness.

In Gulu District indigenous prevention are rare and has not been documented. However, post-
vention methods observed conducted under strict rules has been destroying materials used in
suicide like uprooting, cutting and burning trees and burning huts in which one had hanged and
filling dams in which people were drowning; then a cleansing ceremony deemed to prevent re-
occurrence of suicide in the decedents of those who died by suicide commonly followed each of

these activities.

2.10 Challenges to prevention of suicide
Challenges to suicide prevention can be legal, policy, cultural and structural. Legal and policy
frameworks are lacking in most low income countries thus relegating the priority of suicide

prevention to low priority. Culturally some suicides are supported as there is honor in killing
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oneself to atone for one misdeeds as in Japan (Ono, Sakai, Otsuka, Uda et al., 2013), and in the
military during times of war one would commit suicide if defeated in a battle. Other cultures find
suicide stigmatizing and they condemn it. Some cultures are ambivalent toward suicide as in
Mexico (Sloan, 2015). Prevention program (SUPRE) a World Health Organization arm,
acknowledged that the major challenges to suicide prevention were lack of awareness, taboo and
stigma associated with it. Reliability of suicide certification is lacking making the magnitude of
suicides unknown. Recommendation is that any attempt towards prevention of suicide must
include these challenges in a culturally accepted manner. Other challenges concerns risk factors
which vary between developed and developing countries (Vijayakumar, et al., 2005b) thus
deterring transfer of prevention success stories from developed countries to less developed
countries. For example gun restriction, a single risk factor, has been seen to reduce suicide in the
United States of America (Knox, Litts, Talcot, Feig et al., 2003) but is not transferable to
countries without gun ownership policy. Studies that have controlled for multiple risk factors in

suicide prevention are rare.

2.11 The ethics of suicide research

When legal obligations are lacking, ethical premises concerning acceptability of suicide research
and obligation to intervene may influence research protocols (Mishara & Weisstub, 2005). Doing
suicide research is ethically challenging in the areas of obtaining ethical approval, assessing the
population, informed consent, confidentiality issues, extent of care and facilitation to the
participants from the point of view of ethical committees (Lukeman & Fitzgerald, 2009) . In
some cultures, suicide is a taboo which creates barriers to talking about it. In a study done in
Buganda, Mugisha, et al., (2011) reported two themes of challenges, community access and
expectation challenges. Community access challenges consisted of obstacles such as cultural,

legal, informed consent, language and rapport issues while expectation challenges concerned
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how to deal with immediate and strategic needs of the community. Other ethical challenges
hinge on whether to ignore the plight of bereaved families or not. Bereaved families often view
contact with professionals as initially depressing but later agree that the contacts had benefits
(Mishara & Weisstub, 2013) suggesting that bereaved families should be professionally assisted
to overcome their distress. Ethical challenges can therefore pose difficulty in suicide research

and intervention and thus requires applying sensitivity and caution.

2.12 The role of primary health care workers in suicide prevention

Primary health care workers are the first contact point for all ailments that present from the
community. They are the entry point where health related information to the community is
delivered and they are the source of primary data on health indices from the community they
serve. However, due to heavy workload for the few available staff at the facility, many such
activities are not adequately covered. However research reports linking usefulness of primary
care health workforce to community interventions are available. Ovuga, Boardman, and
Wassermann (2007) were able to show that training primary care health workers to participate in
suicide prevention and treat common mental illness was effective to reduce the rate of suicide in
Adjumani. Ito, Setoya, & Suzuki (2012) have reported an effective model where NGOs trained
health care and non-health care staff in post conflict Cambodia and East Timor where mental
health resources were destroyed, and found that both category were able to provide residential
care using basically psychological approaches rather than medicines. Jenkins, Kiima, Njenga, et
al. (2010) have reported on integration of mental health services in to primary care in Kenya also
citing additional training provided to primary care health workers to enable them become
effective service providers. Additionally they reported the role of supportive supervision as
additional input to effective service delivery by primary health care providers. Supportive

supervision is rare due to constrain in funding and human resources.
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2.13 The role of Community to prevention of suicidal behavior

Community based service or intervention approaches has received support for use in mental
health service provision and in suicide interventions. Yet the definition of ‘community’ is varied.
Community can mean a vulnerable group, people living within a catchment area of a town or a
service center, rural populace and/or community living with a condition of ill health. Sudipto,
Smita, Sujit, Hamid, et al, (2014) evaluated effectiveness of community-based care plus facility
based-care against facility-based care for people living with Schizophrenia in India and found the
former moderately effective. Ono, Sakai, Otsuka, Uda, Oyama, et al., (2013) evaluated
effectiveness of a multimodal community intervention program to prevent suicide and suicide
attempts using a quasi experimental design in rural areas with high suicide behavior rates and
posted significant results. Community based approaches has been used Hungary to test whether
suicide could be decreased in both genders (Szekely, Konkoly Thege, Mergl, Birkas & Rozas
2013) and reported that suicide rate decreased in both genders. In Iran, self-immolation
prevention was tested using community based approaches (Ahmadi & Ytterstad, 2007) and
found immolation attempts decreased by 57%. However these studies did not show the role of
communities in these interventions. In 2009, Owens, Owens, Lambert, Donovan, et al. published
a study protocol seeking improve public involvement in suicide prevention by understanding and
strengthening lay responses to distress arguing that communities were ignorant about the plight
of people who take their own lives. Emphasizing that if the community could read signs of
distress they could possibly come to the aid of people contemplating suicide. Community

involvement studies are rare possibly due to a myriad of factors.

Like in many Low Income Countries (LICs), literacy rates are low making the uptake of health
services utilization poor. According to population and housing census (UBOS, 2014), the literacy

rate for Gulu District was 58.7% for males and 41% for females with a national rate at 59%.

25



Communities with low illiteracy tend to live within traditional systems and use traditional health
seeking behaviors for all ailments. However, communities through their leaders and significant
persons can be mobilized and trained to act on basic health massages. Ovuga, Boardman, &
Wasserman (2005) were able to show that communities could act on suicide messages as a result
there was a reduction of suicide rates. They were also able to show that the communities were
able to demand for health and thus general health situation improved including mental health.
This ‘pull demand system’ is able to effect positive change on a range of health related problems

including suicide behavior.
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CHAPTER THREE
3.1 Methodology
This section discusses methods and materials used in the study. It begins the discussion with
design, study area, population, sampling, data collection (instruments and procedure) and ethical

consideration.

3.2 Design

This was a prospective study that used mixed methods; both quantitative and qualitative designs.
The main objective of the study used a quasi-experimental design to assess the quantifiable
suicide and suicide attempts data (Table 3.1). The study of participants training; design used was
pre-test post-test for assessing the impact of training on VHs. The assessment of the reasons for
suicides and the reasons for suicide attempts used cross-sectional descriptive design. In suicide

autopsy, interviewing was used as method of data collection.

Table 3.1, Conceptual framework of the quasi-experimental design

Study Area Design District Input Outcomes
Selection
Train HWs +
Posters + —pIncidences of Suicide

o Supervision /

Experimental Train VHs +  Performance of VHs
Site, Gulu 7 Posters + 7
District Supervision
Suicide in Suicide Control
Districts of N Methodology
Uganda Quasi-
Experimental
Control Site, Train HWs + Incidences of Suicide
Amuru District™ Posters + -
Supervision
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Table 3.1 above shows the quasi-experimental design. In this study, Gulu District was selected as
an experimental district while Amuru District was a control district. The choice of Gulu District
as an experimental site was based on the recommendation from a consultative meeting. The
reasoning was that there were reports of surge of suicide in all the sub-counties of Gulu District

even if the suicide behavior was rampant in all districts of Acholi sub region.

The inputs were the variables provided to help in the experiment process. Input one: both Gulu
and Amuru Districts had Primary care Providers trained in management of mental ill health and
suicide prevention, input two: had posters distributed in all Health Centers and input three: had
clinical support supervision provided quarterly within the intervention period. This was done to
prepare even ground so that the effect of input four: which was Village Helpers could be
measured during the process of prevention of suicide behavior. Thus in Gulu District, this
additional variable of interest was Village Helpers trained in the identification of mental ill
health and management of distress at household level. This study then compared incidences of
suicide from experimental Gulu District (now reads Gulu and Omoro after separation) to that of
the control Amuru district for a period of 24 months. This was done to test if employing Village
Helpers alongside trained Primary Health Care providers was more effective in reducing the
burden of suicide behavior than using Primary Health Care providers alone. Primary health care
providers alone as a variable was used in Amuru District and evaluated. In this study, the
dependent variable was the suicide behavior outcomes (rate attempts and deaths) and the

independent variable was the VHs.

In all these processes there could have been contamination effects. Contamination is failure to
control the effects of variables of interest from influencing study outcomes in the control district.
In this study the effects of VHs was concentrated in Gulu as a control district and did not overlap

to Amuru. Other disturbance during the study like massages from media, from leaders and
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community based organizations were affecting the two districts equally and was considered a

constant in this quasi-experimental study.

The different designs and reasons for using each are detailed here below:

Quasi-experimental designs are frequently used because they are more practical and feasible in
intervention research where a large sample, randomization and or availability of control groups
are not possible. The design is more suitable for the real world natural setting where variables
can be investigated under naturally occurring conditions. It is also useful in longitudinal or
prospective studies where everything is left to occur by chance. It is useful in establishing causal
evidence not associations (Morgan, 2000: Gribbons & Herman 1997: Robinson, Shannon,
Goldenhar & Hale, 2012). Quasi-experimental designs lack randomization which is a signature
of Randomized Control Trial (RCT). However quasi-experimental designs provide rich data on
process or trends of the variable of interest. Data can then be compared at baseline, midterm and

at the end to evaluate trends or the effectiveness of a program.

The pretest and post test designs are rigorous designs for assessing effects of interventions or
events on a known sample. The changes between the pretest and posttest are compared to assess
the direction of change. It is this direction of change which is valuable in stating if the program
or intervention worked or not. In this study, this design was used to evaluate the training of VHs.
This evaluation was necessary to assess if the training provided the VHs with psychological
healing and motivation to work without pay even beyond the intervention period as suicide

behavior is a chronic community problem.

Meanwhile cross-sectional descriptive designs are used to document phenomena and describe it
in detail within a specified period of time. In this study this design was used to describe the

reasons for suicide and suicide attempts including the study of suicide autopsies.
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3.3 Study Area

The study area comprised of Gulu and Amuru districts. The two Districts are found in Northern
Uganda and in the same geographical area and with similar human activities. Gulu District had
12 sub-counties but was divided to give rise to Omoro district. Now it has one county (Aswa)
and six sub-counties namely Unyama, Paicho, Bungatira, Awach, Palaro and Patiko. Omoro
District comprises of Omoro and Tochi counties with six sub-counties namely Koro, Bobi,
Lalogi, Odek, Lakwana and Ongako. For the purpose of this study, Gulu will be referred as

including Omoro District (Gulu Statistical Manual, 2011).

3.4 Gulu District

Gulu District is in Acholi sub-region located in Northern Uganda 332km by road from Kampala
(see figure 1). It extends from 2° 46°54.0 North to 32°17°57.0 East and has an area of 3458 km?.
The District has a population of 436,345 people distributed with density of 127 persons per
square kilometer with projections of 3.3% annual growth rate to 448,999 people by 2003 to
2017. The population comprises of 213,400 (49.0%) males and 222,937(51.0%) females (UBOS,
2016). It is bordered by Oyam District in the South, Pader District in the East, Amuru District in

West but curves through to the North.

The soil here is described as ferruginous (i.e. sandy in nature) able to support regenerative
vegetation of a variety of canopied fire resistant trees. The soil also supports a variety of grass,
some growing up to 5 meters. The District receives 1500mm of rain running from April to
September peaking in August. The dry spell runs from November to March with temperature
ranging from 18°C to 50°C annually (Gulu Local Government, 2012, p20). The climate supports
agriculture and livestock farming practiced at peasantry level. Several cash and food crops can
be grown in the District e.g. cotton, coffee, tobacco, maize, sesame, beans, fruits, cereals and

vegetables. The land supports a variety of wild life and birds. Livestock reared are cattle (local

30



and cross bread), sheep, goats, and pigs. Fowls kept are chickens (local, exotic breads), ducks,
turkeys and some pigeons and domesticated guinea fowls. Administratively, previous colonial
administrative structures were maintained but are now decentralized. At the District level, the
head of Local Government (LG) is an elected Local Council Five (LCV) chairman, an appointed
Chief Administrative Officer (CAO) as accounting officer and Resident District Commissioner
(RDC) representing the Central Government. These arrangements are duplicated at the sub-
counties with an elected Local Council III (LCIII) as head and the Sub-county Chief doubles as

Assistant Chief Administrative Officer (ACAO).

Figure 3.1 Map of Gulu and Omoro Districts showing sub-counties
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Fig 3.1 shows Gulu and Omoro Districts before they were divided. The map does not show
Unyama sub-county which was divided from Paicho sub-county and does not show Lakwana
sub-county which was divided from Lalogi sub-county.
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Decentralized functions and services from Central Government performed by LG are
maintaining community law and order and caring for health, education, environment, and local

infrastructure, economics and trade within the jurisdiction.

3.5 Amuru District

Amuru District is in Northern Uganda at longitude 02° 50°N and latitude 33° 05°E. The district
Head Quarters (HQ) is located approximately 60 kilometers (37 miles), by road, northwest
of Gulu Municipality, the largest town in the sub-region. Amuru was established by an act of
Parliament in 2006 and separated from what was Gulu District. The District is bordered by Gulu
District to the east, Adjumani District to the north, South Sudan and Lamwo and Kitgum
Districts to the northeast, Nwoya District to the south, Nebbi_District to the southwest and Arua
District to the west. The administrative headquarters of the district at Amuru; a name derived
from the sub-county in which it is located. It has an area 3625 km? with a population of 186,345
comprising of 91,284 (49%) males and 95,412 (51%) females the population was projected to
grow by 2.74% per annum to 195,300 by 2017. The population density is 53.9 inhabitants per
square kilometer (UBOS, 2016). The climate and land use is similar to that of Gulu District. The

decentralized administrative structure is also similar with that of Gulu District.

3.6 Study Population
This study involved all the people living in Gulu and Amuru Districts during the study period.
The population was not categorized by age or gender knowing that even children, regardless of

gender, had attempted or died of suicide.

3.7 Sampling and sample size
Various sampling frames were used as dictated by research objectives. For objective one about

rate of suicide and suicide attempts, sample size determination was purposeful. All suicide
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attempts and all deaths by suicide were recorded for a period of two years and were used to
calculate incidence rates. In this study, it was not possible pre-determine the sample size as we
collected incidences or cases as they happened within the two district populations. If no one died

of suicide, there would have been no prevalence to calculate, no case and no rate to report.

For the second objective about risk and associated factors, the sampling was purposeful as
demographics variables, type of suicide behavior (death or attempts) and circumstances leading
to suicide behavior were collected in a similar fashion as in objective one to determine risk and

associated factors. The cases therefore became the samples from which data was collected.

The third objective about testing whether Village Helpers when trained were able to mitigate
suicide behavior from their localities, the sampling was purposive as in objective one; the
number of all suicide attempts and death by suicides were compared for Gulu and Amuru

Districts to determine the outcome of using VHs.

For objective four about psychological health and performance of Village Helpers, the selection
was purposive. The Village helpers were selected from parishes (N=64) with the help of
Assistant Community Development Officers (ACDOs) of all the sub-counties of Gulu District

with a predetermined criteria (see section 3.8 paragraph 4 below).

3.8 Selection Criteria

The selection of eligible persons was based on whether one attempted suicide or died by suicide.
The first objective was to assess the rate of suicide and suicide attempts in Gulu and Amuru
Districts. All persons who attempted suicide or died by suicide during the study period were
counted and recorded by VHs in order to calculate the rate of suicide attempts and death by

suicide in both Amuru and Gulu Districts.
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The second objective was to assess risk and associated factors of suicide behavior in Gulu
District. Data on age, gender, religion, level of education, marital status and number of children
of all persons who attempted or died by suicide during the study period were collected to elicit

associated factors. Eligibility criteria were therefore having attempted or died by suicide.

The third objective was to test whether trained Village Helpers could be effective in preventing
suicide within their localities. Here, the Community Development Officer (CDO) of Gulu
District was purposively requested to selected one person per parish (N=64) in the twelve sub-
counties of Gulu District. The criteria used for selection were that the person should be; 1-
approachable, 2- respectable, 3- sociable, 4- willing to provide help and 5- acceptable by the
community (Ovuga, et al., 2007). Equal representation of male or female, youth and elderly were
considered. Education level did not matter based on the previous work of Ovuga, et al., (2007).
Their work on mitigating risk factors for and preventing suicide behavior then formed the basis

for the evaluation of the effectiveness of the intervention.

The fourth objective was to determine the psychological health of the Village Helpers before
and at the end of the intervention and to determine the psychological fitness and performance
during the suicide intervention. Eligible individuals were those individuals selected from

parishes of Gulu District who participated in the intervention later named Village Helpers.

3.9 Instruments

Several instruments were adapted and some developed as required for an objective. Here they are
presented in the order in which they were used to collect the essential data at that point. The first
tools were Sense of Coherence (SOC) (Antonovsky, 1987) and Response Inventory for Stressful

Life Events (RISLE) (Ovuga, 2005). These were used before and after the training of VHs as a
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way for preparing them to be resilient and healthy during the intervention and become motivated

to sustain the spirit of helping beyond project life.

The other was questionnaires designed to collect data on the circumstances of individuals who
attempted or died by suicide. Another questionnaire was used to collect data on the performance
and experience of Village Helpers during the study period. All these tools were discussed as

follows:

3.9.1 Sense of Coherence (SOC)

SOC (Antonovsky, 1987) is a global orientation of how people view their world as
comprehensible, meaningful and manageable and that this viewing has positive effect on one’s
health. SOC is a deep rooted attitude towards life that develops in childhood and stabilizes
around year 30s (Antonovsky, 1993). It tends to increase with age in that older persons have
higher mean SOC scores than younger persons (Ericksson and Lindstrom, 2005).
Epidemiological data show that changes in sense of coherence is related to societal changes and
psychiatric complaints in the population (Horje, Blom, Seriachius, Larson, Teorell & Ingvar,
2010). SOC has a long version (27 items) developed by Antonovsky (1993) and a short version
(13 items) developed by Luyckx, Goossens, Apers, et al. 2012). This study used the short
version. Each SOC item is scored on a 7 point Likert scale where 1 = not at all and 7 = ever
happens; this scoring are reversed in some items where 1 = happens always and 7 = never
happens. Reviewing application of SOC in 127 languages, Eriksson & Lindstrom (2005) found it
is reliable (Cronbach alpha = 0.8, test retest corr.= 0.69-0.78), valid and cross culturally

applicable.
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3.9.2 Response Inventory Stressful Life Events (RISLE)

RISLE was developed by Ovuga & Mugisa (1992) and validated by Ovuga, et al. (2005) on
Uganda population. It has a short and a long version. The study used a short version of 35 items.
This instrument measures psychological distress and suicidal behavior in adults. It is reliable
with Alpha value of 0.86; and it was found reliable and correlated closely with Becks’
Depression Inventory (BDI) and Becks Scale for Suicide Ideation (BSS). It is scored on a 4 point
Likert scale where 1 = strongly disagree, 2 = disagree, 3= agree and 4=strongly agree. With a

cut-off point of 10, it has sensitivity of 74.6% and specificity of 74.1%.

3.9.3 Questionnaire for collecting data on suicide and suicide attempts

A tool was developed for collecting data on those who attempted suicide and those who died by
suicide. It collected demographic variables such as name, gender, age, religion, level of
education, marital status, and number of children. Other variables collected were suicide
behavior (threat, attempt or death) circumstances leading to that behavior including what the
Village Helpers’ responses (counsel or refer) were. It was interviewer administered, short and
easy to use as there was training on its administration. The VHs entered answers directly into the

instrument.

Interviews around autopsy were conducted by the researcher himself as additional data to
determine associated factors for suicide behavior in Gulu. The information on the performance of
VHs was also collected to show whether their training and deployment was effective in
containing suicide in their respective locality. It was VHs’ actions and responses (counsel or
refer) which were documented and used to assess their performance. All instruments were back

translated from English to Luo - Acholi dialect.

3.10 Procedure
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A consultative and sensitization workshop was organized for District leaders, Security personnel,
Local Administration Officials, Religious Leaders, and Civil Opinion Leaders where the resolve
for preventing suicide (the study) was announced. Formal entry was done by writing introductory
letters to the District authorities requesting for exploratory meetings. These initial meetings, with
the local administrative and political authorities were held at all sub-counties and Head Quarters
in the Gulu district. The opinion and recommendations of the leaders on the study was used for
planning the study and verbal expression for no objection to the study was recorded. The next
step was to invite one Health Worker (HW) per facility (N=85) from all health centers (II-1V)
and hospitals from both Gulu and Amuru Districts through their District Health Officers (DHOs)
for training that lasted three days. The training was on enhancing identification and management
of common mental illness with drugs and counseling in preparation for the surge in referrals that

this intervention study would generate.

Table 3.2, Composition of Health Care providers by Gender, Designation and level of Health
Unit from Gulu and Amuru Districts

Variable Category Number (N) Percentage (%)
Gender Male 38 44.7
Female 47 55.3
85 100
Nurse Assistant 22 25.8
Enrolled Nurse 38 44.7
Nursing Officer 7 8.2
Designation Medical Clinical Officer 17 20
Psychiatric Clinical Officer | 1 1.4
85 100
Health Center 11 54 63.5
Health Center 111 18 21.2
Health Center IV 3 35
Army Hospital 1 1.2
Health Centers | Lacor Hospital 2 2.4
Prison Health Center 1 1.2
Police Health Center 1 1.2
Municipal Health Centers 5 5.8
85 100
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Table 3.2 above shows the composition of the Health workers invited for training. 55.3% were
female; the majority was Enrolled Nurses (44.7%) and Nurse Aid or Nurse Assistants 25.8%,
coming mainly from Health Center IIs (63.5%). This composition of low cadre professionals
calls for rethinking of how mental health care can effectively be integrated in primary care. The
areas in question here are of making appropriate diagnosis, use of psychoactive drugs and
provision of psychological care to the communities including making referrals to higher level

health centers.

Ugandan health care system is divided into levels. Level I is Health Center one (HCI) at the
Village. As a center, it is managed by Village Health Teams (VHTs). Level Il is HCII at parish,
and as a maternity centre it is managed by Enrolled Midwife, level III (HCIII) is at sub-county
managed by Medical Clinical Officer, and level IV (HCIV) is a District Hospital and managed
by a General Practitioner (GP) other levels are at the referral centers both Regional and National
where there are consultants. Similar levels are found in Armed forces, Police and Prison services

were other Primary Health care providers came from.

The third step was that of Community Development Officer (CDO) of Gulu District who was
requested to recruit one person per parish to be trained as Village Helper for suicide prevention.
This activity was followed with distribution of baseline data collection tools in the twelve sub-

counties Gulu district and register books at all health centers in both Gulu and Amuru districts.

The last step was the distribution of Information, Education and Communication (IEC) materials
which were produced in English, Swahili and Luo to both Gulu and Amuru health centers. These
IEC materials were displayed in open places where communities could access, read, discuss and
use the massages included to consult. Anybody who felt they needed help on reacting to the

massages would then use help contacts in the posters to call a health worker or VHs for
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psychological help. Mobile contacts of the Principal Investigator (EO) of Primary health care
Project (PHC) and of this researcher (HO) were printed on the IEC to aid consultation and
referral; while that of the Chairman, Lacor Hospital Research Ethics Committee (REC) was

printed on the posters to aid reporting of any research misconduct.

3.11 Training
The training of Primary Health Providers and that of Village Helpers in preparation for the

intervention on suicide are discussed separately here below.

3.11.1 Training Primary Health Care Providers

The invited health worker per facility from Gulu and Amuru (N=85) were congregated in Gulu
Regional Referral Hospital (GRRH) boardroom for a three day non-residential training. The aim
of the training was to impart knowledge, skills and attitudes in mental health sufficient to task
shift between site-based health care activities and community outreaches including considering
mental health issues as a big component of primary health care. The facilitators comprised of
Professor of Psychiatry (EO), a senior Psychiatric Clinical Officer (WO), Clinical Psychologist
(HO) and a Community Psychologist (AK). The participants were trained in recognition,
treatment and/or referral of mental illness, assessing for suicide, prevention and risk factors for
suicidal behavior. Counseling, stress and anger management were included in the training
program. Real life cases were produced and given for group discussions. The groups would then
present at plenary sessions. Facilitators encouraged sharing personal experiences which each
topic being discussed was bringing out thus making the training experiential and interactive.
Trainees who had personal problems and needed consultation were encouraged to do so privately
during training breaks. Those who needed further consultation were guided to Gulu Regional
Referral Hospital for further care. At the end of the training, the participants were taken through

the questionnaire for capturing data during the intervention.
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We used adult learning methodology and clinical approach to train, however we deplored the
HWs to evaluate how their personal and daily psychological disposition could affect clinical
interactions and outcome. They were then requested to pay attention to this always before

starting work. The content of the training are listed here below:

a) Introduction to mental health, Am I well?

b) Mental health situation in Northern Uganda

¢) Recognition, diagnosis & management of Depressive conditions

d) Recognition, diagnosis & management of Anxiety spectrum disorders
e) Recognition, diagnosis & management of psychotic disorders

f)  HIV and Organic mental disorders

g) Interpersonal difficulties & resolution: Household and workplace

h) Suicide —Assess, manage & prevent at Health Center and at community
i) Legislation and Policy issues; Suicide and mental illness

j) Stress related disorders, issues of self care and care of others

k) Counseling and Psychotherapy approaches for patients, workmates and family

3.11.2 Training Village Helpers

The training of Village Helpers (N=64) lasted one week per site. The first training was conducted
in Lalogi sub-county, a site for Odek, Lakwana and Lalogi sub-counties; the second one was
conducted in Koro sub-county, a site for Koro, Ongako and Bobi sub-counties and the third
training was conducted in Awach sub-county, a site for Bungatira, Patiko, Palaro Unyama,
Paicho and Awach sub-counties. The training of Village Helpers started with presentations on
recognizing and responding to distress at individual level and then at household level.
Participants were encouraged to ask questions and share personal distressing experiences and
experiences at individual household level. This experiential approach was used to simplify the
understanding of the subsequent topics. Participants were taken through recognizing and

responding to different types of common mental illnesses (mild or severe) with counseling,
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networking and referral; recognizing and responding to suicide talks or indicators and working
with suicide attempters by providing counseling support and/or referral and follow up,
recognizing and responding to use of alcohol and other substances of abuse through community
sensitization and helping individuals who would seek for individual help or help for a friend.
They were also encouraged to look for help networks with NGOs and Government agencies so

as to refer other clients whose help needs may be outside the health sector.

The training was conducted in both Luo (native language) and English as some participants were
not very competent in English. The content for the training of the Village helpers is listed here

below:

a) Definitions to Concepts in mental health

b) How to recognize distress in household (discuss case of Ocan here)

c¢) Causes, manifestation, and effect of mental illness

d) Recognition and management of Depression

e) Recognition and management of Anxiety

f) Alcohol: effects and management (discuss case of Denis here)

g) Severe mental illness; psychoses and mania

h) Suicide, definitions, causes and effects on society

i) Manifestation, warning signs, effects of suicide on the household

j) Suicide prevention (discuss case of Ben here)

k) Counseling, and psychological hygiene (stress and anger management)
Real life case scenarios involving families with ascending degree of difficulty were produced
and used for group discussions. The case scenarios were that of Ocan, Denis and Ben as narrated

here:
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Case 1, Ocan, 12 years old ran away from school. He has refused to go back to school and does
not even want to stay at their home. You as a community counselor noticed Ocan has not eaten
for two days. He says he hates his father who when drunk beats his mother. The mother spends
most of her time crying. Help Ocan. 1). Identify issues that are presented here. 2). Show how you
solve each of the issues identified. 3).What strategies are available to help you enter Ocan’s

family?

Case 2, Denis 30year old, was happy man after marring Annette 20 yrs. They had two children
John and Mary. They brought Jane to look after the children when they were at work. One day
Jane reported fever on Mary. She was treated but later her brain was affected. She failed to walk
and would help herself helplessly around. The problem was much for Jane and she left. Annette
left work to care for Mary. Denis saw his family going down and started drinking. This resulted
to his sacking as he absented from work most of the time. John was to be taken to school daily
but no one was doing so. Annett’ character has changed. Help Denis’ family. 1). Ildentify issues
that are presented here. 2). Show how you solve each of these issues identified. 3). Show how you

approach Denis’s family?

Case 3, Ben, your close friend called you on phone. “I need to see you, if you delay you will find
me away” He hangs up as if the credit was over. His tone sounded a man in serious distress. He
has never sounded like this before. Help Ben. 1). Identify issues that are presented here. 2). Show

how you will approach and solve each of the issues identified.

Several groups were formed and given the same case scenario. The idea was for the groups to
provide a variety of solutions to be presented at plenary sessions for general discussions. The
facilitators guided the discussions with reflective questioning, explanation followed by outlining
the different problems each case presented. Counseling approaches and strategies that were
needed to provide solutions were presented. During these sessions, trainees were encouraged to
ask questions and provide local anonymous case scenarios of their own for further experience
sharing. This approach was to arm them with case management and conflict resolution strategies

to be used at the community.
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Village Helpers were later trained on data collection in detail on incidences of suicides and
suicide attempts from the parishes. The VHs capturing of incidences of suicide attempts and of

death by suicide continued for 24 months of project life in 2015-2016.

The trained Primary Health Care providers and Village Helpers for Gulu District were paired and
deployed back to their respective health centers and parishes of origin. Other HWs from Amuru
were also redeployed to their work places. Support supervision was provided to them quarterly
by a Senior Psychiatric Clinical Officer (SPCO) and a counseling psychologist based at GRRH.
The SPCO did clinical supervision while the counseling psychologist supported the Village
Helpers with counseling queries. The duo also supervised data collection at health centers and
parishes. The overall support supervision and referral backup were provided by a psychiatrist

(EO) and a clinical psychologist (HO) both of the Faculty of Medicine, Gulu University.

3.12 Data collection

Village Helpers (for Gulu) and Primary Health Care providers (for Amuru) were instrumental in
collecting information on all incidences of suicide and suicide attempts from 2015 to 2016 (24
months). Variables like age, gender, occupation, marital status, level of education, and number of
children were collected from those incidences. The Village Helpers recorded detailed
information on all suicide attempts and deaths in their parishes; while Primary Health Care
providers recorded detailed information on those who died or were resuscitated after suicide

attempts at their facilities.

3.13 Data analysis plan
Procedural data was collected on VHs using two tools; Sense of Coherence (SOC) and RISLE.

These tools were administered two times (pre and post training) to assess the impact of training
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psychological health of the trainees. The analysis used of Means, Standard Deviation (SD) and

one group t-test. A p-value of less than 0.05 was deemed significant.

The performance of the Village Helpers was also evaluated by analyzing the different cases they

solved and those they did not solve. Here cross tabulation and Chi square test (X?) was used to

assess the common cases that were solved and those which were not solved. A p-value of less

that 0.05 was deemed significant.

Data on suicide and suicide attempts and their characteristics were collected to help in the

calculation of burden of suicide and suicide attempts. The data analysis plan was as follows:

1-

The Incidence of suicide and suicide attempts: This was computed using the
denominator of the total population of Gulu and of Amuru Districts and expressed per
100,000. For percentage reduction of suicides and suicide attempts, the differences in
incidences recorded between 2015 and the second year (2016) of intervention were
expressed per 100. To get gender ratios (i.e. male to female), the totals of male
incidences was divided with the totals for that of women and expressed as one man into
several women. For annual differences in suicide and suicide attempts and changes in
gender suicidal behavior; means, Standard Deviation (SD) and t-test were performed and
p-value of 0.05 was considered significant.

Village Helpers Sense of Coherence (SOC): This data were collected at two time
points; T1 and T2. T1 was at the beginning of the training and T2 was at the end of the
training. This data was analyzed to detect changes that the training made on the mental
health of the trainees. Means, Standard Deviation (SD), one group t-tests, and effect size
were performed to detect these changes in SOC as a construct and its domains. Here too,

a p-value of 0.05 was considered significant.
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3- Village Helpers’ contributions:
Village helpers were tasked to collect data on all the individuals they provided counseling
to and those they referred to different services elsewhere. Village Helpers’ contributions
were analyzed from this data since the data was linked directly or indirectly to the effort
of preventing suicide and suicide attempts. However, no data were collected from the
beneficiaries of help, how they viewed the help and how they were telling others about
such help. It was assumed that news about efficacy or any behavior change brought about
by Village Helpers would cascade the entire parish and would cause others in distress to
consult, self change or become self efficacious. This data was analyzed using cross
tabulation to detect the common and uncommon cases the HVs worked on. Chi square

values were presented and p-value of 0.05 was considered significant.

3.14 Data quality control

Primary Health Care providers and Village Helpers were trained on the research protocol and in
administration of the instruments. All instruments were interviewer administered. Data collected
were inspected and cleaned on site to minimize errors. It was transferred to a store where
accessibility was restricted to this researcher (HO) through password and lock and key. Data was
analyzed for, incidence, risk and confounding factors. Other data on Village Helpers was
cleaned, coded, and analyzed for performance effectiveness. Evaluation of changes during the
intervention was plotted on monthly bases to gauge the graphical slope. SPSS version 15 was the

data analysis software used in this study.

3.15 Ethical consideration
Ethically, all national and international rules and regulations regarding use of human participants

were followed rigorously (UNCST 2007, WHO 2012). Ethical clearance of the research protocol
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was obtained from Lacor Hospital Research Ethics Committee (LHREC) referenced 054/09/14.
Uganda National Council of Science and Technology (UNCST) gave clearance, referenced SS
3678. Confidentiality was always explained to participants and adhered to before providing
consent information. Verbal consent was obtained from community representatives and from
those who participated in interviews and meetings. Informed consent was received from
participants for Village Helpers assessments. A Psychiatric Clinical Officer was engaged for
management of referred cases and for providing constant clinical support supervision to Primary
Health Care providers. A counseling psychologist was engaged to provide treatment to those
individuals referred to care during the intervention. The counseling psychologist also provided
support supervision and answered counseling queries from Village Helpers during the
intervention period. Village Helpers had explanation during training on how the task of
supporting people with suicidal behavior or supporting people in distress might affect them
vicariously during intervention. There were Village Helpers who were found with trauma that
benefitted from counseling by HO and some were referred to the EO for psychiatric
management. For those who were interviewed around suicide autopsy, the process was sensitive
to their emotions and the interviews were concluded in a manner that was therapeutic. For those
that were identified from the parishes and from health centers as having serious mental health
conditions during the intervention, a referral system was put in place to the nearest Health
Centers through to Gulu Regional Referral Hospital (GRRH). In this study one health worker per
facility was trained in the management of common mental illnesses and Primary Health Care
providers at GRRH were informed about the study so as to expect referrals and to expedite help.
In addition, clinical supervisory visits were intended to support the Primary Health Care
providers and the Village Helpers with their own distresses and with management of difficult

cases. In this way participants who were distressed before or during the course of the study
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benefited from ‘intention to treat’ policy. However even those who needed private consultation

were encouraged to call using mobile numbers of HO and EO which were printed on the posters.
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CHAPTER FOUR

RESULTS

4.1 Introduction

This section is presented in the order of which objective was first implemented and analyzed. In
this study, psychological assessment of Village helpers was done in the beginning of the
intervention and here it is presented first. The other objectives were handled together within the
intervention answering whether suicide was preventable using Village Helpers. Results from data

on performance of VHs were presented last.

4.2 Results of assessments of Impact of training on mental health of Village Helpers /Paper

published in Jacobs Journal of Community Medicine, 2017, 3(1) 031.]

This paper demonstrates the investment made to psychologically prepare, empower and motivate
VHs to find strength in this intervention and sustain it beyond project life. There were 64 Village
Helpers assessed pre and post test for psychological stability before training using Response
Inventory for Stressful Life Events (RISLE) (Ovuga, et al, 2005) and SOC-13 (Atonovsky,
1987). Fifty eight (58/64, 79.4%) had valid records while 10/64(20.6%) had invalid records. The
participants comprised 46 males (79.3%) aged between 22-65years with a mean age 37.8 years;
12 females (20.7%) aged between 22-45 years with a mean of 34.1 years. The majority of VHs
were within 20-40 years (77.6%). For those who were employed, duration in service range from
0-27 years (mean = 6.6, median = 7). The numbers of children participants had ranged from 0

to10 children (mean = 3.5, median = 3). (See Table 4.1)

The assessment was done at beginning of the training (T1) and at end of training (T2). SOC

scores were analyzed at item level and at domain level. The domains comprised of
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Comprehensibility, Manageability and Meaningfulness. At the item level, mean differences and

associated p-values are reported (see Table 4.3).

Table 4.1, Demographic characteristics for VHs trainees.

Variable Category N %
Males 46 (79.4)*
Gender Females 12 (20.6)
21-30 26 (44.8)*
Age 31-40 19 (32.8)
41-50 8(13.8)
>51 5(8.6)
Religion Catholic 35 (60.3)*
Protestant 18 (31.0)
Pentecostal 5(8.6)
Moslem 0.0
Primary 12 (20.7)
Secondary 24(41.4)
Education Tertiary 15(25.9)
University 7(12.1)
Single 11(19.0)
Cohabiting 22(37.9)*
Marital status Married 21(36.2)
Separated 4(6.9)
Employed 24.6
Peasant 57.9*%
Occupation Skilled laborer 4.0
Community worker 13.5
0 8 (13.8)
Number of Children 1-2 18(31.0)*
3-5 15 (27.6)
>6 16 (26.5)

4.3 Independent t-test (RISLE)

There was a general reduction in RISLE scores for respondents at T2 (p = 0.37ns, not significant)
except for items 6 (reaction to latest hardship), 8 (confusion for not knowing what to do when in
difficulty), 12 (worry over personal problems), 13 (kill myself before they do so), 17 (remind
relatives of their responsibilities), 19 (teach my relatives a lesson) and 31(wish to be dead than

alive in the face of difficulties) where the scores increased. The reductions were 100% for items
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Table 4.2, RISLE means and p-values

Variable

1. Life is intolerable
2. Life is hell on earth

3. The world has nothing to offer
4 Wish to be out of this world

5. Extent of pain
6. Reaction to latest hardship

7. Nervousness
8. Confusion

9. Difficult times

10. Death solution to problems

11. Kill self after business collapses
12. Worry
13. Kill self before they do so

14. Give oneself one more chance
15. No way out

16. Relieve relatives of problems

17. Remind relatives of responsibilities

18. Punish my relatives
19. Teach my relatives a lesson

20. Die to get away from problems
21. Death solution to problems

22. Go to another town

23. Teach them a lesson

24. Kill self

25. Wish died with relatives

26. Wish kill self

27. Kill self to end suffering

29. Kill self before full features develop
30. Lost control

31. Wish to be dead than alive

32. End life rather than live with problems
33. No appreciation

34. Wonder why born

35. No practical assistance
37. All variables

P* =means significant

Mean- T1

0.148
0.098

0.098
0.082

0.098
0.29

0.565
0.39
0.194

0.097

0.033
0.71
0.067

0.098
0.082
0.097

0.115

0.05
0.119

0.049
0.033

0.355
0.103
0.048
0.131
0.033
0.081
0.066
0.213
0.048
0.067
0.306
0.267

0.295
4.92

50

Mean- T2

0.109
0.047

0.047
0.031

0.078
0.344

0.563
0.403
0.094

0.047

0.031
0.778
0.095

0.094
0.063
0.078

0.177

0.031
0.156

0.047
0.016

0.317
0

0

0.109
0.032
0.063
0.047
0.094
0.063
0.048
0.219
0.177

0.258
43

Mean- diff

0.038
0.051

0.051
0.051

0.02
-0.053

0.002
-0.013
0.099

0.05

0.002
-0.068
-0.029

0.005
0.019
0.019

-0.063

0.019
-0.038

0.002
0.017

0.037
0.103
0.048
0.022
0.002
0.018
0.019
0.119
-0.014
0.019
0.088
0.089

0.037
0.63

% change

25.7
52.0

52.0
62.2

20.4
-18.3

0.4
-33
51.0

51.5

6.1
-9.6
-43.3

5.1
23.2
19.6

-54.8

38.0
-31.9
4.1

51.5

10.4
100.0
100.0
16.8
6.1
222
28.8
559
-29.2
28.4
28.8
333

12.5
12.8

P-value

0.53
0.27

0.27
0.22

0.69
0.52

0.98
0.88
0.11

0.28

0.96
0.39
0.57

0.93
0.68
0.71

0.33

0.6
0.55

0.95
0.53

0.66
0.01%*
0.08
0.71
0.96
0.7
0.65
0.06
0.73
0.65
0.27
0.24

0.65
0.37



23 (teach them a lesson, p=0.01sig.) and 24 (kill self, p=0.08nsig) where the VHs realized killing

oneself in order to teach relatives a lesson was not appropriate.

Over 60% change was recorded in item 4 (wish to be out of this world, p=0.22ns while
perspectives towards ‘lost control’ (item 30, p=0.06ns), ‘life is hell on earth’ (item 2, p=0.27ns),
‘the world has nothing to offer’ (item 3, p=0.27ns) changed by over 50% indicating improved

general wish to live regardless of adversities.

4.4 Independent t-test for Sense of Coherence (SOC)
Improved psychological functioning was shown by high SOC scores. This result show general
positive changes in items means between T1 and T2 (p=0.10ns). There was reduction in means
for items 1 (feeling about care, p=0.99ns), 2 (behavior of people, p=0.81ns), 9 (feelings inside,
p=0.55ns), and 11 (when something happens, p=0.07ns). Mean SOC scores were higher on the
remaining items. A substantial change occurred in item 4 (life having clear goals and purpose
p=0.01s). Improved ability to achieve ones’ goals and objectives in life especially if previous
plans had failed repetitively, had a protective factor towards development of depressive feelings
and self-destructive behavior. A positive change for all variables (p = 0.10) indicated personal

growth with improvements towards coping with life challenges (see Table 4.3).

SOC has three domains where items 2, 6, 8, 9 and 11 were collapsed to a domain called
comprehensibility; items 3, 5, 10 and 13 were collapsed into manageability domain and items 1,
4, 7 and 12 into meaningfulness domain (Luyckx, Goosens et al., 2012, Naaldenberg, Tobi, Van
den Esker & Vaandrager, 2011). Comprehensibility relates to the belief that worldly things
happen in an orderly and predictable manner in that one can understand the events in ones’ life
and is able to reasonably predict the future. Manageability denotes belief that one has the skills

and the abilities, the support, the help or the resources necessary to take care of the challenges in
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life and that all things are manageable and they are within ones’ control. Meaningfulness is

related to the notion that things or events are interesting and are a source of satisfaction,

worthwhile and there is a good reason or purpose to care about what happens (Flensbog-Madsen,

Ventegodt & Merrick, 2005; Apers, Rassat, Luyckx, et al., 2016).

Table 4.3, SOC scores for Village Helpers by the means, standard deviations and p-values

Variable Mean- 1 Mean- 2 M- difference SD-1 | SD-2 | P-value
1 Feeling about care | 5.145 5.140 0.004 2.03 2.28 0.99
Cl14.6291t05.661 | C14.571t035.710 | CI-0.758 to 0.767
) Behavior of 5.242 5.156 0.086 2.05 2.05 0.81
people Cl14.722t0 5.762 | Cl4.644t0 5.668 | CI-0.636 to 0.808
3 People 4.419 4.750 -0.331 2.24 1.89 0.37
disappointed you Cl13.8511t04.987 | CI14.277 to 5.223 | CI-1.061 to 0.399
4 Clear goals 5.213 6.016 -0.803 2.04 1.35 0.01%*
Cl14.690t05.736 | C15.676t0 6.356 | CI-1.421t0 -0.189
5 Treated unfairly 4.081 4.406 -0.326 2.10 1.55 0.32
Cl13.5481t04.614 | C14.0191t04.794 | CI1-0.975 to 0.324
6 Unfamiliar 4.790 5.125 -0.335 2.11 1.92 0.35
situation Cl14.254 10 5.327 | CI14.6451t035.605 | CI-1.047 to 0.377
7 Pleasure 2.564 2.703 -0.137 1.74 1.80 0.66
Cl12.1221t03.007 | CI12.254t03.152 | CI-0.763 to 0.486
3 Mixed up feelings | 4.613 4.688 -0.075 2.24 1.84 0.84
Cl14.043t05.182 | CI14.227 t0 5.148 | CI-0.797 to 0.648
9 Feelings inside 3.726 3.500 0.226 2.16 2.05 0.55
Cl13.178t04.274 | C12.989t04.011 | CI-0.516to 0.967
10 Sad sucks 4.0 4.476 -0.476 1.83 1.61 0.12
Cl13.536t04.464 | C14.072t04.880 | CI-1.085to 0.133
1 When something 3.855 3.188 0.667 222 1.91 0.07
happens Cl13.292t04.418 | CI12.710¢t0 3.665 | CI-0.061 to 1.396
12 Meaning in daily 4.677 5.0 -0.323 2.28 1.93 0.39
life Cl14.098 t0 5.257 | CI14.519¢t0 5.481 | CI-1.066to 0.421
13 Keep under control | 5.065 5.125 -0.060 2.19 1.98 0.87
Cl14.509 t0 5.620 | C14.630t05.620 | CI-0.796to 0.675
14 All variables 57.279 59.839 -2.560 8.79 8.54 0.10
C155.03 t0 59.53 | C157.67 to 62.00 | CI-5.654 to 0.534

Cl = Confidence Interval, SD = Standard Deviation, *p-value = Significant (2-tail)

The preceding statements presuppose that increased SOC denote ones’ ability to cope with life

adversities and stay healthy (Antonovsky, 1987). Results for this assessment also show changes

in the domains of SOC. The domain, comprehensibility marginally increased by mean difference

of 0.72, (SD=6.4, CI=0.88-2.3, p=0.61ns); while manageability increased significantly with a
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mean difference of -1.68 (SD=5.28, CI= -3.1-0.28, p=0.002s), and meaningfulness decreased
significantly with a mean difference of 4.6, (SD=7.5, CI=2.6 - 6.6, p=0.000s). Overall mean

difference increased by 3.6 (SD=7.5, C1=0.12 -7.0, p=0.21ns). (see Table 4.4).

Table 4.4 Components of SOC with mean difference and t-statistic at T1 and T2

SOC Components Mean Diff SD CI (95%) t D- (2-tail)
T1/2

Comprel-Compre2 0.719 6.044 -0.88433-2.3229 0.899 0.069
Managl-Manag?2 -1.684 5.285 -3.0866- -0.282 -2.406 0.019*
Meaning1-Meaning2 4.614 7.539 2.6135-6.6146 4.620 0.000*
Soc1Tot-Soc2Tot 3.600 12.8475 0.1268-7.0742 2.078 0.042%*

SD=Standard Deviation, CI= Confidence Interval, *p-value =Significant.

The interpretation for a slight increase in comprehensibility show improvement in ability to
understand that events in life happen predictably and that one should be prepared with sufficient
skills and resources (increased manageability) when such event befalls. A reduction in
meaningfulness did show realization that events around the Village Helpers were increasingly
uninteresting and yet they had to solve them. Literatures from western world show that changes
in SOC were unidirectional. It is therefore not known if other factors and possibly coming from a

post conflict setting could explain the multidirectional changes in this study.

4.5 Patterns of Suicide in Gulu District

Gulu district had a population of 436,345 with a density of 127 persons per square kilometer.
Suicide and suicide attempt incidences were collected from 47/54 (83%) parishes with a
population of 362,166 people. These were parishes with active and resident Village Helper.

Other parishes, 7/54(17%) with a population of 74,179 people were excluded from the analysis
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for having no substantive resident Village Helper and therefore having no credible data. From
the available data there were a total of 111 (one hundred and eleven) suicides in the period
between 2015 and 2016; averaged at 55.5 cases per annum. Sixty eight (68, represents 20 per
100,000) cases of suicide were recorded in 2015 while 43 (representing 12.5 per 100,000) cases
were recorded in 2016. This was a 25/68(36.8%) reduction in suicides within the intervention
period, i.e. 39.6% for males and 26.7% for females. The intervention outcome was 36.8% as total
reduction in suicide cases between 2015 and 2016; representing a reduction in ratio from 20 per

100,000 to 12 per 100,000 (see Table 4.5).

Table 4.5 Male and Female suicide and suicide attempts statistics for Gulu District 2015-2016.

Variable Mean Diff SD CI (95%) df p- (2-tail)
Suicide

Men v female 2015 2.667 3.939 0.164-5.169 11 0.039*
Men v female 2016 1.917 2.314 0.466-3.387 11 0.015*
2015 v 2016 1.750 4..070 -0.836-1.489 11 0.165
Suicide Attempts

Men v female 2015 3.750 3.841 1.310-6.190 11 0.006*
Men v female 2016 1.833 2.758 0.081-3.586 11 0.042*
2015 v 2016 13.250 9.612 7.143-19.351 11 0.001*

SD= Standard Deviation, CI = Confidence Interval, DF = degree of freedom, *p-value = significant

Table 4.5, show the statistics of suicide and suicide attempts for the year 2015 and 2016 for both
males and females. There were significant differences in suicide between males and females in
2015 and 2016, p-values of 0.039 and 0.015 respectively. The overall suicides between males
and females did not significantly change between 2015 and 2016. However, suicide attempts
significantly changed during the intervention period with p-value of 0.001. The interpretation for
changes in suicides show that males were committing suicides more than females within 2015

and 2016 however the difference was reduced with intervention; thus reducing the number of
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males committing suicide closer to that of females as seen non-significant p-0.165 between 2015
and 2016. The other explanation could be found in large reduction in attempted suicides which
translated to a reduction of suicides i.e. when the numbers of people attempting suicides reduce,

the incidences of death by suicide also reduce.

Figure 4.1, Line graph showing gender and monthly suicides in Gulu District in 2015 and 2016
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Figure 4.1, above show the pattern of suicides in male and females in Gulu 2015 and 2016. There
was a general reduction of suicide incidences within the intervention period but male suicide
remained higher than that of females. The pattern of suicides for both males and females showed
monthly peaking at different points within the intervention period. A large peak was recorded
towards the end of November 2015 to February 2016 and a small one around May and July 2016.
Various interpretations for November- December rise were a) this is a period of plenty as crops
are harvested and money from local group savings (bolicup) have been distributed causing
spousal conflict about who to control produce stock and finances at household level. Often

women, whose family relationship is shaky, tend to collect and run away with household

55



belongings and crop produce around the December festive season. This perceived loss of
property and possibly loss of power to control household, causes suicide behavior in men.
Women also suffer similarly when men chase them away from household income and farm
produce collectively earned within that year. In other instances it is conflict or aggression that is
used to determine who later yields to abandon the race for control. These are points where
Village Helpers became useful in mitigating the differences that brought the conflicts. In this

way they prevented conflict from escalating to what would probably cause suicide behaviors.

4.6 Suicide attempts in Gulu
While Table 4.5 show the statistics of suicide attempts, it is important to give a qualitative view
of what happened during the intervention. From the available data there were 245 (representing
50 per 100,000) cases of suicide attempts in 2015 while only 86 (representing 20 per 100,000)
cases were recorded in 2016, providing for a total suicide attempts reduction of 64.9%, i.e.
62.8% reduction in suicide attempts for males and 68.0% suicide attempts reduction for females.
Female to male ratio for suicide attempts was 1:1.5 in 2015 while it was 1:1.7 in 2016; an
increase in ratio of 0.02 points in favor of men. Suicide attempts remained high for males than
females in this study slightly disputing popular literature that women are over represented in
suicide attempts than men. The reason for this now was that females receive social support from
groups that they form for savings or for running petty businesses. Males experience role changes
and are relegated to solitary lives around alcohol thereby dropping out of the social supportive

networks; a recipe for suicidal behavior.
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Figure 4.2, Pattern of Suicide Attempts by gender and month for Gulu District 2015 and 2016
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Figure 4.2, above show a cumulative decline of suicide attempts for both male and females in
Gulu in 2015 and 2016. The decline however showed variations around August to January 2015
for males and arise from September to December 2015 for females. In 2016, male suicide
attempts were higher in May and August while for females it gradually rose and peaked in
August and dropped till December. Interpretation for rise in suicide attempts within the
stipulated periods resided in human activities, kinships and couple relationships. Conflict over
management and use of income from produce threaten most families. Secret savings and loan
dealings become apparent around this time requiring spousal accountability. Often explanations
given by spouses are not satisfactory resulting into unforeseen outcomes like separation and

suicide behaviors.

4.7 Factors associated with suicide and suicide attempts
Demographic variables (gender, age, religion, marital status, educational background, and
number of children) were cross-tabulated to elicit the circumstances leading to suicide behavior,
means used and outcomes of intervention by the Village Helpers. Circumstances leading to
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suicide behavior were interpersonal conflicts, relational problems (spousal or clan kinship), and
others like loss (death, arson, loot), family disbandment or land wrangles. Means used concerns
the route taken by an individual with intention to end his /her life. Outcomes concern the result
of the action taken by the individual whether ending in death by suicide or in self harm. It was
gender; religion and marital status that were significantly associated with means contemplated or
used (X?=0.000, 0.000 and 0.001 respectively). This could be interpreted as means used in
suicide behavior are learnt and fairly available to all those contemplating suicide behavior.
Marital status was associated with circumstances leading to attempts (X?=0.005). This may be
interpreted as being married has potential challenges that cause suicide behavior. Marriage here

therefore can be viewed as a source of stress (table 4.7).

Table 4.6 Chi Square with demographics, suicide behavior, means used, reason and outcome

Pairs X2 df | p-value
Behavior 10.294 6 0.113
Reason 25.027 16 0.069
Gender Means 85.629 18 0.000*
Outcome 6.706 6 0.349
Behavior 1.513 9 0.997
Reason 14.407 24 0.937
Religion Means 59.602 27 0.000*
Outcome 7.275 9 0.609
Behavior 14.337 12 0.280
Marital Reason 56.641 32 0.005*
status Means 68.896 36 0.001*
Outcome 8.418 12 0.752

*Asymp sig. 2-tail
Subjecting all independent and outcome variables to Kendall’s fau and Somers’s d statistics, no

significant relationships were noted possibly explained in terms of small sample size.
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4.8 Patterns of suicide in Amuru District

Amuru District had a population of 186,345 with a density of 53.9 persons per square kilometer
(UBOS, 2016). Data for suicides and suicide attempts in Amuru District were collected from
health centers where trained Primary Health care providers resided. Primary Health care
providers would enquire and record cases of suicides and suicide attempts from Village Health
Teams (VHTs) and local leaders when they came to the health center. Other data on suicide
attempts were collected from the inpatient records of those Health Centers that did admit clients
who ingested poisonous substances with aim of dying but end up in emergencies at the Health
Centers. Duplication of data was unlikely since suicide attempts were normally concealed from
authorities for fear of litigation and Primary Health care providers were unlikely to disclose such
information to police to effect arrests. From raw data, there were 33 suicides (representing 20 per
100,000) in 2015 and 11 suicides (representing 10 per 100,000) in 2016. Male suicides were
higher than that of females. A similar trend was maintained in 2016. The total suicide reduction
for suicides was 66.7% 1.e. 75% for females and 64% for males. Female to male ratio of 1 to 3.1
of 2015 was lower than 1 to 4.5 of 2016 showing that males died by suicide more than females in

Amuru. The statistics in table 4.6 below explains suicide and suicide attempts in Amuru District.

Table 4.7 Male and female suicide and suicide attempts for Amuru in 2015 — 2016.

Variable Mean Diff SD CI DF p- (2-tail)
Suicide

Men v female 2015 1.417 2.193 0.023-2.810 11 0.047*
Men v female 2016 0.583 2.196 -0.157-1.323 11 0.111
2015 v 2016 1.833 2.167 0.456-2.930 11 0.014*
Suicide Attempts

Men v female 2015 0.083 2.968 -1.803-1.968 11 0.924
Men v female 2016 0.083 2.275 -1.362-1.529 11 0.901
2015 v 2016 2.833 3.639 0.521-5.146 11 0.021*

SD= Standard Deviation, CI= Confidence Interval, DF = Degree of Freedom, *p-value = significant

59



Table 4.7 is showing variations in suicide and suicide attempts in 2016 and 2016 between males
and females in Amuru District. Significant differences were recorded among males and females
in 2015 with p-values of 0.047. This variation in suicide was not significant in 2016. Significant
changes in suicide and suicide attempts were also noted between 2015 and 2016 with p-values of
0.014 and 0.021 respectively. The result show that the intervention with Primary Health care

providers alone was able to significantly reduce suicide and suicide attempts in Amuru District.

Figure 4.3, Pattern of suicide by gender and month for Amuru District in 2015 and 2016
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Figure 4.3, above show an erratic male and female suicide pattern in Amuru District in 2015 and
2016. Female suicides were generally lower than that of males. February-March and August
were months in which suicide for males were high. Female suicides were elevated in April and
September in 2015. In 2016, male suicides were high in January and February while for females
was in August and September. Interpretation for the high male suicides in February-March and
August hinges on dry weather; a time of idleness and alcoholism including competition for
control of household resources (produce and local savings) which breeds conflicts that may end
in suicide behavior.
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4.9 Suicide Attempts in Amuru District

There were 78 suicide attempts in 2015 and 34 suicide attempts in 2016 in Amuru District. 38
males and 37 females attempted suicide during 2015 and 16 males and 18 females attempted
suicide in 2016. In 2015 female to male ratio was 1 to 1 while in 2016 the ratio was also similar.
There was a 54.7 % reduction in suicide attempts rate in Amuru District in 2015 and 2016
(estimated reduction from 50 per 100,000 to 20 per 100,000). Reduction of male suicide was

52.6% while that for females was 51.4%.

The interpretation for the large reduction in suicide attempts may be due to small population with
low population density of 53.9 persons per square kilometer. Large uninhabited land with low
population density provides for few interpersonal conflicts and provides also for minimal land
wrangles. The land conflict in Amuru is either tribal or by the rich grabbers and this seems to
unite the indigenous residents against intruders thus minimizing the incidence of suicides
especially for men. Secondly, women own land, petty businesses and saving groups that keep

them networking with fellow women thus protecting them from suicide risks factors.

Figure 4.4, Male, female and cumulative suicide attempts for Amuru District in 2015 and 2016
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Figure 4.4, above displays an odd pattern of male and female suicide attempts in Amuru District
in 2015 and 2016. Female suicide attempts were slightly higher than that of males. The pattern is
odd as it did not quite show repetition over the next year but a general negative slope to the right.
Male suicide attempts were lowest in June and December for 2015 and 2016. A phenomenon of
dry spell tended to play a role as seen in February- April and July 2015; and January- February
and July-September of 2016. Interpretation for this is that dry spell is a period of turmoil in
family relationships; a period of conflicts that result in domestic violence and even suicide

behavior.

Table 4.8, Comparing Gulu and Amuru in Suicide and Suicide attempts 2015 and 2016

Variable Mean Diff SD Cl DF p- (2-tail)
Suicide

Gulu v Amuru 2015 2.917 3.397 0.758-5.075 11 0.013*
Gulu v Amuru 2016 3.000 2.985 1.104-4.986 11 0.005*
Suicide Attempts

Gulu v Amuru 2015 14.167 9.833 9.919-20.415 11 0.000*
Gulu v Amuru 2016 3.750 4,181 1.094-6.406 11 0.010*

SD = standard deviation, CI = confidence interval, DF = degree of freedom, p*= significant

Table 4.7; show both suicide and suicide attempts for the period spanning 2015 to 2016 between
Gulu and Amuru Districts. There were significant differences in suicide and suicide attempts as
seen from the mean differences and p-values. There have been more suicides and suicide
attempts in Gulu than in Amuru as seen from the raw numbers . Although all suicide behaviors
were reduced through intervention, favorable outcome was in prevention of suicide attempts

which also resulted in the reduction of suicides in the two districts.
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4.10 Results of suicidal behaviors collected by Village Helpers

The Village Helpers complied 142 outstanding cases within the intervention period. The cases
comprised of a mix of interpersonal problems at household, chronic illness, mental illness
suicide communication, attempts and deaths by suicide. The circumstances that preceded each
case, the methods contemplated or used and what the counselor did including its outcome were
documented. There were 98/142(69.0%) male and 44/142(31.0%) female. Age ranged from 14 to

68 years (M =34.9, SD =12.5) (see table 4.8).

Table 4.9 Demographics of suicide behavior cases managed by VHs

Variables Category N (%)
Female 44 (31.0)
Gender Male 98 (69.0)*
Below 20 17 (11.9)
21-35 57 (40.1)*
Age 36-45 33(23.2)
46-55 15 (10.5)
Above 56 14 (9.8)
Education Primary 118 (83.1)*
Secondary 24 (16.9)
Catholic 108 (76.1)*
Protestant 26 (18.3)
Religion Traditional 5(@3.5)
Born Again 3(2.1)
Married 93 (65.5)*
Single 32 (22.5)
Marital Status Cohabiting 8 (6.5)
Separated 5(3.5)
Widowed 4(2.8)
Number of 0 48 (33.8)*
children 1-3 33(23.2)
4-6 36 (25.4)
Above 7 25 (17.6)

*denotes the majority in the group.

Most clients attained primary education 118(83.1%), a majority were catholic 108(77.1%), and

married 93(65.5%). There were 48(33.8%) of clients who had no children, 33(23.2%) had
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between 1-3 children, 36(25.4%) had between 4-6 and 25(17.6%) had more than 7 children. The
circumstances that led to suicide behavior are presented in Table 4.9. Among the reasons for
suicide behavior, the reason pertaining conflict was 47(33.1%), pertaining anger 32 (22.5%),
with chronic disease 23 (16.2%) and with loss 21(14.8%) were over represented. Conflict here
covered disagreement over land, property (produce or animals), promiscuity and other domestic
disagreements. Diseases included having an HIV positive result, chronic tropical ulcers,
elephantiasis, epilepsy and paralysis. Anger here included instances where there was self-blame;
annoyance after losing money to alcohol binge, impotence, consecutive death of children,

discovering a spouse on ARV, denial of sex and first wife opposing marrying second wife.

Table 4.10, Suicide behavior, means and effects and VHs follow-up outcomes

Variable Category N (%)
Conflict 47 (33.1)
Anger 32 (22.5)
Disease 23 (16.2)
Loss 21 (14.8)
Reason for suicide behavior | Failure 9 (6.3)
Violence 5(@3.5)
Neglect 32.1
Infection 1 (0.7)
Revenge 1 (0.7)
Poison 58 (40.8)
Hanging 27 (19.0)
Communication | 17 (12.0)
Means to the behavior No plan 14 (9.9)
Overdose 10 (7.0)
Not known 8 (5.6)
Fire 4(2.8)
Gun 1(0.7)
Recovered 91(64.1)
Effects and  Follow-up | Recovering 17 (11.0)
Outcomes Separated 1 (0.7)
Died 33(23.2)
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Loss here included instances where a house burns with all belongings, bad loans, squandering
school fees on alcohol, burglary, grief and loss of motorcycles purchased through loans or land
sale. There were also instances where victim complained of neglect, infection and others just

wanted to take revenge for perceived hurts done on them.

The methods used by persons who died by suicide and those who attempted were documented.
From the findings, majority used poisoning 50 (40.8%), hanging 27 (19%) and suicide
communication 17 (12%). Other victims tried drug overdose while others had no plans or for
others, the reasons for suicide behavior were not known. The outcomes of these suicide
behaviors were that 91(64.1%) fully recovered, 17(11%) are recovering under treatment or being
followed up with counseling and 33(23.2%) died. Interpretation for the 64.1% who recovered
relied first on the Village Helpers’ ability in identifying problems at household level or accepting
referred cases with interest and willingness to help. Secondly, the parish community ability to
know that one of their own was a helper and that they would consult immediately they saw or
heard of a problem. Thirdly the Village Helpers were motivated by the positive response of their
actions; when they notice the behavior of counselee change. They also received feedback from
those who had recovered; words indicative of positive change and appreciation. The counselee
and their relatives would give materials for appreciation like chicken, goats or even money.
These findings were important for enhancing sustainability. The Village Helpers felt this work

was satisfying as from this quotation;

‘I was a VHT, I would give malaria drugs, de-worming tablets and children medicines
blindly... ... but helping one in distress... ...., you see the change and become happy. Then people
appreciate you...... the client appreciates and trusts you...... becomes a friend....you feel good. 1
feel important, the way the community see me has changed, even me I never used to be like

this...I feel important... ........ 1 will continue to help’.
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This realization possibly drove the desire to sustain the intervention even beyond the project
closure. To some Village Helpers, position of elective leadership was proposed to them and some
accepted to become visible in the community and to lead in elective positions. For VHs, this was

a bonus for recognition and a leverage to carry on the good work.

4.11 Abilities of VHs

Village Helpers documented 121 cases with potential risk factors to suicide behaviors. The
factors were grouped under mental illness, chronic illness, violence and conflicts, alcohol use,
lack of support and suicide communication. They collected demographics, circumstances leading
to individual consultation, taking action and assessing outcomes. In this group of cases, there
were males 60 (49.1%) and females 61 (50.9%), Catholics 97(80.2%), primary level of education
100(82.6%), married 70(57.9%) with an average of 4-6 children while others were single

31(25.6%).

Table 4.11, Demographics for participants seeking help from VHs by variable, category, number

and percentages
Variable Category N (%)
Male 60 (49.6)
Gender Female 61 (50.4)*
Less 20 15(12.4)
21-35 48 (39.7)*
Age 36-45 35(28.9)
46-55 10 (8.3)
Above 56 13 (10.7)
Born Again | 7 (5.8)
Religion Catholic 97 (80.2)*
Protestant 17 (14.0)
Primary 100 (82.6)*
Education Secondary 20(16.5)
Tertiary 1(0.9)
Single 31(25.6)
Marital Married 70(57.9)*
Status Cohabiting | 6(5)
Separated 7(5.8)
Widowed 7(5.8)
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No child 40 (33.1%)
Number of 1-3 14 (11.6%)
Children 4-6 55 (45.4%)*

Above 7 12 (9.9)

*majority in a category
Their age ranged from 9-86 years (M=35.6, SD= 14.6). The circumstances requiring consultation
were generally alcohol use, chronic illnesses, mental illness including epilepsy, suicide treats,
loss of support and conflicts. Alcohol use was co morbid with spouse abuse and aggression.
Chronic illness included HIV, hypertension, diabetes, ulcers and other pains. Mental illnesses
had depression, anxiety, psychoses including epilepsy. Suicide threats involved utterances of
killing or injuring oneself. This too was associated with suicide communication where utterances
of going far places or leaving things for others were heard; sometimes this was coupled with
giving out belongings or visiting lost relatives. Loss of support included reduced support to
provision of food, school fees and other livelihoods to spouse and/or children. And conflicts
included all those activities that resulted into disagreement, land conflicts, relational conflicts
that would result in divorce or separation and those that would result in passive or active

aggression.

The Village Helpers were capable of solving and disposing 62 (51.2%) of the cases at household
level including 9 (7.4%) who did quit alcohol abuse. They were able to refer 34(28.1%) out of
which 8(6.6%) were recovering, 7(5.8%) were on treatment and were being followed up. The
outcome of separating couples was successful in one case (0.8%), (see Table 4.10). Generally
speaking the Village Helpers were successful in all the reported cases. They responded following
the way they were trained; i.e. by counseling, referring, and providing support for those that

needed it.
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Table 4.12, Consultation and outcomes for household cases

Reasons N (%) Qutcomes N (%)
Violence 32 (26.4) Recovered 62 (51.2)

Reason  for | Mental illness | 27 (22.3) Outcomes of | Referred 34 (28.1)

consultation | Conflict 18 (14.9) consultation | Quit alcohol | 9 (7.4)
Chronic illness | 18 (14.9) On treatment | 7 (5.8)
Alcohol 10 (8.3) Recovering | 8 (6.6)
Loss of support | 10 (8.3) Separated 1 (0.8)
Suicide talk 6 (4.9)

Table 4.12, shows cases that were non suicide behavioral for which Village Helpers were
consulted with percentages. The outcome column lists the percentage of beneficiaries from the
intervention. This table provides evidence that the VHs were able to position themselves for a
range of household psychosocial difficulties including chronic diseases and mental illnesses. The
cases were handled at individual or small group level thus prompting the clients to take action.
The outcomes were overwhelmingly motivational to the VHs and these outcomes became issues
that the villagers would notice and discuss. In this way they spread information about the
abilities and successes of the VHs thus creation an aura of importance around them. This is what

1s sustaining the suicide intervention beyond the life time of the project.

4.12 Suicide Autopsy

There were interviews done on five cases of suicides and four cases of suicide attempts. The
finding indicated underlying problems preceding suicide or suicide attempts. Anger was a
common underlying problem coming by way of disease, impotence, conflict, violence or
constant quarrels in a family either on issues of land inheritance or relationships with widows
and orphans. Other sources of anger (cwer cwiny) came from felt self weakness to fight for own
rights either due to age, poverty and lack of education. Anger also came from failure to fend for
children or living with indiscipline children. Often people take alcohol when faced with anger or

disappointment that again may result in negative consequences.
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Table 4.13, Autopsy interviews, informant, circumstances and suicide behavior.

SN Age and | Informant Notes on circumstances Suicide behavior/
Sex outcomes
1 38M Wife Impotence, alcohol, threats | Ingested anti epileptics
of suicide, had no one to | and died the next day
blame
2 45M Father Complained of witchcraft, | Ingested tick poison and
had chronic wounds, alcohol, | died same day
anger
3 17M Father and | Family  quarrel, father | Hanged the same morning
Village threatens with a knife, | on mango tree nearby
Helper mother abandons 7 children
4 17M Father and | Mother left seven siblings to | Hangs with a note that
police his care. Stole to fend for six | stealing ended with him
siblings, Father beats him
5 33M Mother and | Conflict with mother, land | Hanged in house after 2yrs
wife issues, alcohol of threats.
6 56M Self Quarrels with wife and | Ingested rat poison,

unmarried rowdy daughters, | Recovered, complains but
blamed for taking 2" wife ok

7 32M Self and | Kony’s soldier, reacted to | Took 100 capsules of
Mother wife complain of using her | amoxicillin  than  wife
money to marry 2" wife grabbed throat. Was saved
8 43 F Self Remarried, drinking, quarrels | Bought termite poison and
with unruly 2 sons kept. Confessed and gave
it away to VH.

9 34M Self Orphan, raised by G/mother, | Saved from a burning hut,

land conflict, amputated leg | complains but now ok
10 30F Self Widowed of suicide, had | Blames self for not saving
difficulty fending for | husband from suicide. He
children threatened for 2yrs and

died of suicide. Was
happy we came to see her.

The other findings from the interviews were suicides which were rather impulsive and difficult to
anticipate and prevent. Although there were other suicide which could have been prevented, lack
of understanding of suicide threats prevented others from offering help. They were only able to

remember the communication event after the suicide was committed.
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It was found that people can be persuaded to abandon suicide course. The case of a lady who
volunteered termite drugs was through counseling by a Village Helper. The Local Council
Chairman II was also persuaded to abandon suicide course though he still complained of his

rowdy daughters conniving with their mother to make life difficult for him.

The interviewees appreciated us for talking to them and giving them new insights, there were
instances where some emotionally broke down and cried especially when asked about their life
plans. With many suicides happening in N. Uganda, the bereaved lack opportunity and space to
share their pain. Tradition prohibits one to cry or to decently bury a person who died by suicide

yet suicide causes shame and stigma; the reason the pain accumulate to require a helping hand.

4.13 Conclusion

The following innovative conclusions were drawn from the findings of this study

1. The training of Village Helpers in recognition of common mental health problems
including recognition and management of sources of personal distress had beneficial
effects on their wellbeing thus enhancing their motivation to help others.

2. Village Helpers regardless of level of education could be trained to combat common
mental health problems including suicide behavior in the communities in which they live.

3. Using Village Helpers can enhance sustainability of health related program due to
motivational rewards and positive feedbacks they receive from the community

4. Suicide and suicide attempts can be prevented in the community Gulu District using
human resources drawn from parishes of abode.

5. Primary Health Care providers can also be used to sensitize communities to avert suicide

behavior and people would listen and heed.
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Innovation

This study demonstrated that community members regardless of level of education and income
could be cheaply trained to provide mental health care supports that can augment severe shortage
of mental health care providers as sited in the background of this study. If this study is expanded
and the findings adopted, mental health treatment gaps globally could be addressed and health

behavior of all communities worldwide could be improved.
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CHAPTER FIVE

DISCUSSION
5.1 Introduction
This section discusses the findings from training Village Helpers and its effect on suicide
behavior prevention, the suicide behavior intervention in Gulu and Amuru Districts, and the

performance of Village Helpers during the intervention.

5.2 Findings from assessment of Village Helpers
The objective to assess Village Helpers was to ascertain if they had psychological challenges
likely to hinder their ability to work with distressed people with an aim of strengthening them
through counseling or drug treatment. I found that the overall RISLE mean scores moderately
decreased while the overall SOC mean scores moderately increased between pre and posttest
among the Village Helpers at training. RISLE measures depression and suicidality (Ovuga,
2005) while SOC measures ability to cope with life adversities and stay healthy by using
resistance resources (Antonovsky 1979, 1987). The inverse relationship between RISLE and
SOC indicate improved psychological health and improved quality of life of the Village Helpers
(Henje Blom et al; 2010; Ovuga, 2005 p52, Antonovsky, 1993). The Village Helpers all lived in
the Northern Uganda during the war between Kony rebels and the Army of Uganda. They all had
challenged economic and psychological background. The VHs found explanations and relief to
their personal experiences from the training. Similar experiences of decrease in emotional
distress were found by Ho6jdahl, Magnus, Mdala, Hagen and Langeland (2015) in women who
were completing motivational program in a prison setting where their SOC had increased. The
experience of relief became the motivation for the Village Helpers to strive to help others in

situations they previously had encountered. = This motivation may explain why the Village
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Helpers have since decided to continue with the helping work without pay beyond the project

timeline; a sustainability indicator.

It was found that although there was overall increase in mean scores of SOC, it was SOC
component Manageability which increased significantly (z = -2.406, p=0.019), the component
Meaningfulness decreased significantly (¢t = 4.620, p=0.000), while the component
Comprehensibility also decreased but not significantly (z = 0.899, p= 0.373). SOC can be
influenced overtime by methods like empowerment, psychotherapy groups, intervention
programs, patient education or training (Apers, Rassat, Luyckx, Oris et al., 2016). Where SOC
scores are to increase, it is probable that all the components of SOC should increase as in the
study by Fagermoen, Hamilton and Lerdal (2015) where all the components of SOC increased
significantly one year after patient education course. In this study the component
Comprehensibility which is about the perception of whether the information is structured and
predictable decreased (ns). Where a fund of knowledge is lacking, a feeling comprehensibility
can be compromised (Apers, et al., 2016) and as in this study it was probably due to low level of
education of the Village Helpers. The component manageability is about perception of the
resources at disposal to meet the demands at hand and it is related to a person’s sense of control
(Apers, et al., 2016). In this study, the component manageability increased significantly where
an item on setting clear goals increased 100%. Empowerment by way of training is a way of
instilling self control and control over events where a person can scan challenges with available
resources and have a feeling of manageability. Meaningfulness is about perception that life
makes sense emotionally or that it is worthwhile to cope with the perceived challenges (Apers, et
al., 2016, Langeland, et al., 2015). In this study meaningfulness deceased significantly unlike in
the study by Langeland, Riise, Hanestad el al., (2006) where lesser change was seen in

meaningfulness or in Fagermoen (2015) where meaningfulness increased significantly.
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Participants in this study probably valued managing their challenges rather that attaching
meaning or understanding to them; an orientation probably influenced by long life in war zones.
In this study manageability, as a SOC component had a mediating role (Rohani, Abedi, Sundberg
and Langius-Ekl6f, 2015) in the changes in psychological and social functioning of the Village
Helpers as seen from their abilities in handling a variety of cases at household level. Hakanen,
Feldt and Leskinen (2007) found that people with high SOC were cognitively and emotionally
capable of assessing the nature of the problem and were willing to confront it. This is also
confirmed by Benz, Angst, Lehmann and Aeschlimann (2013) in a prospective cohort study of
rehabilitation of osteoarthritis of the hip and the knee that a strong SOC is correlated with

psychosocial and psychological health.

5.3 Findings from Suicide intervention
In this study death by suicide and suicide attempts decreased in Gulu and Amuru Districts
respectively. However the numbers and the pattern suicide and suicide attempts varied a great

deal over the intervention period.

5.4 Suicide in Gulu and Amuru Districts

It was found that death by suicide dropped by 36.8% and 66.7% in Gulu and Amuru Districts
respectively in 2015 and 2016. Micro-ecological (Kinyanda, 2011) and methodological
differences accounted for the 29.9% difference between the two districts. The reasons for large
difference are likely to be the following. 1) Land conflicts within families were fewer in Amuru
due to low population density. 2) Conflicts leading to domestic violence were lower compared to
that of Gulu. 3) Methodologically, data was collected at parish level and at point of event in Gulu
district, however in Amuru data was collected from health centers through reports given to the

Health Worker on request. 4) Not all parishes in Amuru had health centers making some data be
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missed from those parishes. 5) Additionally, suicide and suicide attempts attract arrests and some
people may conceal it. 6) Transfers of Primary Health care providers from one health unit to
another although within Amuru, might have affected interest in and continuity of data collection

as well.

Reduction of suicide rates of this magnitude is not common world over due to varying suicide
rates among countries (WHO, 2014) and presence of vulnerable or marginalized groups as
described by Clifford, Doran and Tsey (2013). However, Knox, Litts, Talcott, Feig and Caine
(2003), did a 10 year suicide prevention study in the US Air Force between 1990 and 2002 and
reported 28% reduction in suicides. Japan’s 2002 National Suicide Prevention Plan had hoped to
reduce suicide by 30% in ten years (McCurry 2006). However Ono, Sakai, Otsuka, Uda, Oyama,
et al. (2013) examined the effectiveness of a community based multimodal intervention for
suicide prevention in rural areas with high suicide rates and compared to prevention as usual
control group in Japan. They reported a 7% decrease in suicide in the intervention group in 3.5
years. In India, Patel, Weiss, Chowdhray, Naik. Pedneker et al. (2011) evaluated lay health
worker led intervention for depressive and anxiety disorders and reported 36% reduction in
suicide attempts in 12 months. In Hungary, Szekely, Thege, Mergl, Birkas, Rozsa et al. (2013)
using European Alliance Against Depression (EAAD) concept, implemented a suicide
prevention program in Szolnok and reported a suicide decline of 56.1%, 51.4% and 60.1 for
2005, 2006 and 2007 respectively. The rate of decline of suicides was same for men and women.
Although the percentage reduction of these studies is comparable, first, the duration of the
studies was different making the reduction in my study appear large; second, there were
methodological variations especially in population selection and in procedures used. Taking all
these into account, suicide intervention in Gulu which was Village Helpers led appeared slightly

superior to that of Amuru, led by Primary Health Care providers.

75



The gender ratio female to male was 1:3.5 Gender ratio of suicides reported in an illustrative
review by Hamilton and Klimes (2015) put the female to male ratio at 1:4. The two results still

confirm that males die by suicide four times more than females.

There was a seasonal variation of suicide in my study where suicide rate increased during dry
weather and during periods of low food supply. Ovuga (2005 p80) collected data on suicide
ideation from Bugiri and Adjumani in March -April 2002 and reported 36.1% life time and
13.1% past week suicide ideation. It is therefore not established whether dry weather has a

bearing in causing suicide in my study.

Dos Santos, Tavares and Barros (2016) analyzed suicide rates and economic cycle in Portugal
between 1910 -2013. They found a strong association between a decline in economic growth and
increase in suicide rates in the whole population and that female suicides were more open to

economic cycles than that of men.

5.5 Suicide attempts in Gulu and Amuru Districts

There was a cumulative 66.3% and 54.7% reduction in the rate of suicide attempts in Gulu and
Amuru respectively in 2015 and 2016. As in death by suicide above, the difference of 11.6%
could be due to the same factors discussed in suicide section. However the methods of suicide
attempts in Amuru were more of poisoning which ended up in health center emergency units.
Other types of suicide attempts were not readily volunteered possibly due to being deemed
criminal. Methods of suicide attempts in Gulu included hanging, burning in huts, drowning, drug
overdose and poisoning. These details were available due to the vigilance of Village Helpers
who recorded all the information around the circumstances regarding any suicide behavior event;

a skill the Primary Health care providers lacked due to competing priorities in Health Centers.
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Comparing the suicide rates after interventions, Ono et al. (2013) reported a slight decline of
suicide attempts (p=0.524) when analyzing the effectiveness of multimodal community
intervention program to prevent suicide and suicide attempts in Japan. Ahmadi & Ytterstad
(2006) in studying prevention of self-immolation by community based intervention in Iran
reported a decline of 57% (p=0.07) in immolation attempts between 1999 -2003. Nakanishi,
Endo and Ando (2017) examined the trend of deliberate self-harm with reference to National
Suicide Data for 1996-2014 in Japan and found that 8.5% self-harm (suicide attempts) were
synchronous with the number suicides over time and that there wss overlap between deliberate
self-harm and suicide intentions. Dos Santos et al. (2016) reported a cyclic nature of suicide
attempts while analyzing suicide attempts patterns in Portugal; pointing to those suicide behavior
interventions may not have lasting effects. Fountoulakis, Gonda and Rihmer (2011) in their
review of suicide prevention through community intervention reported that interventions report
change but of short duration since these changes do not reach the targeted persons; the depressed
or the anxious and that they did not establish community support networks to effectively reduce
suicide behavior rates. Community support can enhance ownership and sustainability. In my
study, Village Helpers are established and resident community members capable of maintaining
the gain of 64.9% drop in suicide attempts they have brought about. This was also evident from

the quotation provided proving motivation and willingness to sustain preventive momentum.

Gender differences holds for suicide attempts as well. In this study female to male ratio was
similar both before and after the intervention at 1:1.5 making men attempt suicide more that

women unlike in most literature where females attempted suicide more than males.

The factors associated with suicide and suicide attempts vary widely between developed and
developing countries (high income and middle-low income countries). Poverty, lack of social

networks, relational problems, mental illness and alcohol abuse and impulse control are common
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factors in developing countries. Nock, Hwang, Sampson, Kessler, Angermeyer, Beautrais et al.
(2009) while doing cross-national analysis of the associations between mental disorders and
suicidal behavior, concluded that significant disorders associated with suicidal behavior were
anxiety and lack of impulse control. Other factors like lack of gainful employment and lack of

supportive social networks were indicated as well.

5.6 Evaluation of the village helper’s performance

The training of Village Helpers provided them with abilities to identify and follow through cases
from households, from within the families and from the whole parish community. Initially the
primary intention of the training was to prepare the Village Helpers to pick and respond to
suicide communication events (Owen, Belam, Lambert, Donovan, Rapport, & Owens 2012).
However, the training was expanded to teach abilities to identify and respond to all conditions
that could bring disharmony in households and the community; conditions which may be recipes

for suicide behavior.

From table 4.10, there is a list of conditions the Village Helpers identified. They included
violence, conflict, mental illness (epilepsy, depression, anxiety and alcohol abuse), chronic
illnesses, lack of support, and suicide communication. The VHs worked on these case by case
and were able to resolve 51.2% of the case load, describing them as recovered, meaning a
consensus was reached and hope was restored with the client and the case was closed. The other
28.1% and another 5.8% of the cases were on their way to recovery. Others had quit alcohol use
while others were detected with suicide communication. The literature on prospective studies
which evaluated the performance of Village Helpers is scarce. However, Gilat, Tobin and
Shahar (2012) evaluated responses of trained volunteers and lay individuals providing online

support and found that trained individuals use a range of strategies (emotional focus and
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therapeutic like cognitive focused strategies) while lay individuals used more of self-disclosure
in responding to distress calls. Literature on peer-delivered interventions for severe mental
illness and depression report its similarity to intervention delivered by professionals in reducing
symptoms (Fuhr, Salisbury, De Silva, Atif, et al., 2014). They conclude that there is weak
evidence that peer-delivered interventions can have positive impact on clinical and psychosocial

outcomes in people with severe mental illness.

Patel, et al., (2011) evaluated lay health worker led intervention for depressive and anxiety
disorders in India and concluded that trained lay health employees working within a
collaborative-care model can reduce prevalence of common mental disorders, suicidal behavior,
psychological morbidity and disability days among those attending public primary care facilities.
They posted a 30% decrease in prevalence of common mental illness and 36% reduction on
suicide attempts/plans among 2796 participants in 12 months. The difference between Patel et al.
(2011) and my study lie in level of education and in gainful employment of participants involved
in the intervention. Patel’s et al. study had participants who were educated and employed while
mine had Village volunteers, unemployed and with low education yet with a motivation to help
their community. These disparities and others not mentioned here are worth noting if we value
creating community sustainable health outcomes with aim of answering emerging objectives of
the global mental health movement towards reducing treatment gap. Kirmayer and Pedersen
(2014) support this view by questioning the current focus on mental disorders instead of focusing
attention to social structural determinants of health seen as the root causes of Global Health

disparities.
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5.7 Findings from suicide autopsies

The suicide cases I interviewed around happened fast, with fury of anger, impulsive and was
difficult to respond to and prevent. Some happened because of the alcohol influence. Kizza,
Hjelmeland Kinyanda and Knizek (2012) reported that alcohol influenced 16/20 suicide cases
they studied. Alcohol consumption is prevalent in N. Uganda and tends to fuel conflicts and
violence that are common in this region including abetting suicide and suicide attempts. Suicide
and suicide attempts in N. Uganda appears to be happening due to a multitude of factors like
disempowerment and disenfranchisement ( Kizza, Knizek, Kinyanda & Hjelmeland 2012, Nov)
Other challenges are due to changing traditional gender roles (Kizza, Knizek, Kinyanda &

Hjelmeland, 2012, Sep) that make it difficult for men and women to stay in relationships.

Interviewing people about suicide and suicide arouses painful memories, guilt, self reproach and
anger (Kizza, Hjelmeland, Kinyanda & Knizek 2011). People 1 interviewed appreciated me
saying it felt good talking with me, they felt much better for no one had shared and provided
insights to their pains as I did. Kizza et al (2011) found that not much has been done to help the
bereaved by suicide, yet if done this community would stand against stigma and notion that
suicide run in families in order to prevent suicide and suicide attempts. Kizza et al, (2011) then
recommended a community based mental health and primary care approach to prevention, which

prompted this study.
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5.8 Conclusion

l.

2.

Suicide could be prevented in the community of Gulu District by targeting multiple risks.
Using experientially trained and psychologically motivated Village Helpers, most of the

health related and psychosocial problems could be mitigated.

. Village Helper approaches are the way to go for mobilizing resistant health seeking and

anxious and depressive people to receive care.

5.9 Limitation of the study

The following were the limitation of the study

. For the stability of SOC, the sample size of 64 is too small for drawing any meaningful

causal effects and does not provide a good ground for generalization.

Data collection by Primary Health Care providers from health centers in Amuru might
have omitted suicide or suicide attempt cases from distant places or from parishes with no
health centers. Additionally, Primary Health Care providers might fail to enquire about
cases due to heavy work load experienced in rural health centers. Due to its criminal
nature some people may refuse or fear to volunteer information on suicide behavior to
avoid arrests and other negative social consequences.

Methodological rigor was affected by Village Helpers’ selection and health center
coverage. Not all parishes had a Village helper due to a variety of reasons. Secondly not
all parishes had health centers, thus limiting the number of suicide behavior cases that

would have been collected and others cases that could have been referred.
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5.10 Recommendation

1. The use of trained Village Helpers is recommended to work alongside Primary Health
Care providers for every parish for prevention of a range of morbidities and psychosocial
difficulties.

2. Change of policy to enable Primary care providers be trained in provision of mental
health care and that psychotropic medicines should be allowed to reach lower health
units. This may also call for modifying health training curricular for a variety of primary
care providers to include training in providing mental health services.

3. Village Helpers’ concept to be used in Global Mental Health campaign to reduce mental

health treatment gap and improve health outcomes in communities.

Dissemination:

There were two oral presentations in conferences organized by Gulu University at Bomah Hotel,
Institute of Psychiatry, University of South Denmark at Odense City Hall and another organized
by College of Health Sciences, Makerere University at Hotel Africana. There were also tree

publications and these details are listed below.

Conferences:

a. Is suicide preventable in Gulu, Northern Uganda, Annual Scientific Conference,
Gulu University at Bomah Hotel, Nov, 2017

b. Is suicide preventable in Gulu, Northern Uganda, Suicide Day-2017 at City Hall,
Odense, Denmark.

c. Is suicide preventable in Gulu, Northern Uganda, Annual Scientific Conference,

College of Health Sciences, Makerere at Hotel Africana, Kampala, Nov, 2018
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Publications:

d. Oboke, H., et al (2017) Impact of Mental Health Training on Mental Wellbeing
of Lay Counselors in Northern Uganda. Jacobs Journal of Community Medicine
3(1):031.

e. Oboke, H. & Susan Reynolds Whyte (2019) Anger and Bitter Hearts: The
Spread of Suicide in Northern Ugandan Families Ethnos Journal of Anthropology
85(4) 612-628, Doi; 10.1080/00141844.2019.1629982 pages 1-17.

f. Oboke, H. et al (2020) Preventing Suicide Behavior using Village Helpers in

Post conflict Northern Uganda, African Journal of Traumatic Stress ()
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LHIREC No. #54/08/14 Is suicide preventable in Gulu district

This i to inform yau that Lacor hospital Tnsttutionsl Research s2d Eshics Commiltee {LHIRE()
revizwved the above rescarch propesal on the D8™ duly 201 4and aporoved it pending miner
cornections. These corrections have now Daen made and full approval is thesefore pranted.

TPleisse note that vour atudy proteco] numter with LHIREC 's: DS3/08/14. Plezse be sure 1o relersnee
this numher in any correspondence with LHIREC. Alsa note 1t vour study was first approvec by
LHIREC on 8™ July 2014ané therafare approval expires 8t every annual anniversary nf this epprowvil
date. The current epproval is tierefore valid until 08™ July 2015, 1T i1 is necessary 1o cantinue witn
the reszarch heyone expiry date. a reguest for continumion sheuld be rmade in writing 1o the secretary
LHIREC.

Cantinued epproval is vonditional upon your compliznce with the following requirements

1) Ko ather consent lore{s), questionnaire and:ar advertiscment documents should be vsed ¢lker than
e enz approved, The approved consent fonin(s) must be signed hy sach subieet prior w iniliaton af

ary profoco’ procedures. In addition, esch subject must ke 2iven a copy of the signed consent ‘orm

23 All protocol amendments and changes to other appre syl dovuments must be sebmittes to LEIRFC
and net be implermented ualil approved by 1 HIREC except where necessary o elimingte apparent
imrnedinle hazards ta the study subjects.

dy sile and significant Geviations Irom the research protecol and sll
or affect the safely or wellure of sulieets or ethers. or
51 e promptly reported to LHIREC.

31 Significant changes 1 the 1
unanticipated problems that may involve ris|
that reay aftzer the integrity of the research

ubmit reports at complelica, lermination, or i not renewing the project - send
e sty 1o LEIREC.

Plense complete and
# o) repert within 90 Jeys upon completion of ©

You are alse advised to regisrer with Uganda National Council for Science aml Techrology
(UNCST),
< -——-

%Sﬂ apely i i o1

Dr- Martin David Ogwan
Chairman TINREC

i Fax: +256 - 414 - 223013

Logistic Office Kampala: Tel. +256€- 414 - 223014,
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Appendix 3, Letter of Research Approval, UNCST

®Hoanba PRational Council for Scence and Technology

?”_ (Exsablivhed Dy Act of Parfiament of the Reputlic of Ugandal
? : ie

ef: 55 IGTE A February 2015

Mr. Docke Herry Edonga
Culs Universily
Guls

Re: Research Approval: Is suicide Preventable in Gulu District?
1 am deased lo inform wou that en 1200112015, the Uganda Matinnal Council for Scierce and Techinokgy (UNCST)
approved the aoeve referencad research project. The Azproval of the escarch project is for the pericd of 124092015 o

A0NEME,

“our research registration number with the UNCST 2 55 3678 Ploase, cite this number in all your fidure
comespordences wih UNCET in mespect of the shove reseanch progct.

A3 Frincipal Invastipator of the research project, you are responsizle for llliling the Tollowitg regairements o spproval

1. All ea-nuastigalors must be kepl inlormed of the status of e research

2 Changes, amencments, and adoenda o the sesearch pretocol oo the consent form (whene appicesle) must be
subenfled 1o the desigrated Ressanch Etlics Commities (REC) or Lead Agency for re-revisw end aporoval prior w
the actvation of e changes. UHCST must be noilied of the aporoved changes within Fye waorking days.

(]

For dinicsl trials, £1 sarious adeorse everds must be reporied promplly 12 the designaled oos RED for review with
capies w0 the Matonal Drug Sul o
4, Unanlicpaled prosiems invabing risks o resesrce subgois/patcipants or ofher mesl ne repored procnply o e
UMGCST Hew information that pecomes availabe which could crangs the riskitenefit rale must be submibted
prumple for SHSET review

Crily apgroves study procedures am o be inpemented. The UNGET may conduct impromplu audils ol all study
reCons

5. A orogress report must be susmibed electronically o UMGET wiltin four weeks 2fler every "2 months. Failure to do
50 may resull i ierminzbicn of the resesch praact.

h

Beiow s 2 lisl of documerts spproved wih Uig apclisaticn:

| Cocument Tile | Larguage | version Wergion Cate
1 i . | Englsh | A HIn
Fi consanl fonm . Englsr, Luo Mes W
13 | Informies consent certficats o _English, Lua A [Ty |
[4 Cresticnneire | English A | N
Yours snoenaly,
=
I _
“eah N Cenonga

far: Exacinive Seorstlary
UGAMNDA NATIONAL GD‘LIN!HL FOR SCIENCE AND TECHMOLGGY

o Chair, Lacor Hospial REC, Gulu
FAPCATION CORRESPON DTN O COHATE NI A TN
Plot 6 Kimers Mo, Meinda TEL: (2563 454 TOS500, {2546) I1E 21480
L Boax 6584 FAM: (256) 414-234579
KAMPALA, UGANDA EntalL: info@uneslpoug

WERSITE: help=ifwwvw. wiest,poag
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Appendix 4, Letter of Renewal of Ethical Clearance, LHIREC

"? ST. MARY'S HOSPITAL LACOR
[ Tel: +256 . 42'1?:;21351%.G:;h?;zlﬁ?rgitszeﬁs

- Email: infoi@lacorhospital.org Website: lacarhospital.org

215 March 2016

To Henry Oboke

Gilu University, PO, Box 166,
Giulu, Uganda

Phone: #2536 772 3512449

He: Renewal, LHIREC: 05409/14, Is suicide preventable in Gulu district

This is g inform you that, Lacor Hospital Institutional Research Committee (LHIREC) has
reviewed Repewal of B54/09/14, daved 05 July 2015 for the above captioned study., The stedy
renewal has been approved.

Flease tind revised Informed Consent document enclosed. You will note that the date of
approval at the bottom right hand comer has been updated 08™ Juky 2008, Mo other consent
farm should be used. [t must be signed by cach subject prior o initiation of any protocol
procedures. In addition, each subject must be given a copy of the signed consent form.

The approval period for the study ends on 08" July 200 6. Any additionsl modifications in the
research protocol, study sited personnel, or consent form during this time period must first be
reviewed and appraved by the LHIREC.

Yours

— H.L] *-;.

" Dr. Martin David Oavang
LHIREC Chairperson

Enclosures:
a) Approved Informed Consent Documents dared 08 Joly 2015
b1 Duestionnaire 0&* July 2015

Logistic C_.‘rﬁfr:e Kampala: Tel. +256- 4714- 223014, Fax: +256 - 414 - 223013
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Appendix 5, Consent information and certificate (English)

Consent form (English)
This Informed Consanr o is for poeficipaass wire are being inoited for thiv research projecr

o Iy yifvide preventable in Golw disiricr?
Principal lnvestigator (PLI): Mr. Honry Oboke, Bse, Mse (MUK}
by 782 TRes16,

Ermail: henry. obolkel@epmail.com

Organiration; Gulu Lnivenst iy, Faculiy ol Medicine, Box 166, Gulu

PART It

Information Sheet

We are Drom Gula University, We would like to do an iterveotion research on suicide with aim
af reducing death by suicidae in Gulu District. We would like to invite you to join our study. We
arc going to give you as much information as needad for vou to make a decision o join or not

and vou are free to ask questions on anything presented that you do not understand, now or later.

1*urpose of the research

The number ol people dyving ol suicide and the nomber ol thase atlempting o comimil soicide has
boen increasing m Gulu [Mstrict from the ttme people returned from camps to villapes o 200778,
Wi weant o understand the reasons and the fetors that are causing this unnecessary behavior and
uze (he information o plon an intervention o prevent fulure suicides, Your parlicipation will
require that sou cooperate with us, sign a consent form and answer questions that we shall ask

FOnL

: [T
S R gy Slhizs Catmiltep

APPROVED

R s

L
PO Bos 100 ol

Pape 35 of 44
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Appendix 6, Consent Information and Certificate (Luo)

Consenl Form (Luo)

Ngec me konyo dane yee labonge dic pi bedo tye iyi kwed me:
" Deyne roma genge ki Gulu Distrik?”
Lakwed Madit (PT); Mr. Henry Oboke, Cim; 0782 786616, Email <henry.oboke@gmail com=
Az Ki; Gang kwan madit Guly, Dul kwan me Yat. Canduk wariga, 166, Gulu
Nyee Mukwongo

Wan wa aa ki igang kwan madit i Gulu, Wamito kwedo kit ma watwero gengo deyne 1 Gulu. Wa
tye kalwongi ni wek idony ikwed man macslo lamii ngee. Wabina mini lok weng muromo me
wek okonyi iyee lubonge dic me denye anya pe me donyo ivi akweda man. Iiye agonya me

PCnyo xa ma pe iniang iye maber onyo gimo ducu ma pe itve kaniang iye.
Konv pa Kwed man

Jo ma e ka deyne ki ma tye katemo devne gidoko pal # Gulu District cake ra duna pudak paco
1 20078, Wamito ngeyo tyen lok matye kakelo lakic tim magi wek watii ki lok magi pi venyu

kony mamite pi gengo deyne kombedi ki i anyim.
Donyo Ikwed man

Watye rwene dono weng mabedo i Gulu, joo ma aa ki kamapatpat,/ magiliyo tic mapatpat wek

adaony ixwed man kace gum omako gi.

Donyo labonge dic

v .\\,\l
>
Ua\c‘--o'%;" k

S0 kox WY

)

[n®

Page 39 of 46
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Appendix 7, Questionnaire for collecting suicide data

Suicide Study —SS3678: Case Reporting Format per case seen (Book collected at end of Study)

1- Bio-data: Name.................. BT S ,Age..o.......l. , Education level............. s
Religion............. , Marital Status.............. , Occupation................. , Number of
Children.....................

2- Complaint.....................cociiiiii

3- Nature of complaint....... (Active suicide, Suicide attempt, mental problem, Violence,
Alcohol)

4- Dates and what was done...........

5- Case Status............ (completed, referred, ongoing, pending, difficult)

6- Describe Status..............................

Name of Officer............cooeviiiiinini. Contact Number..........cooeiiiiiiiiii
Sub-county................oeel Parish..................... Health Center..................coeiiiiinn

Table of completed Suicide

2015 2016
Jan Feb Marc Apr | May June |Jan | Feb | Marc | Apr | May | June
M |F M|F |[M |F|M|F [ M|F [M|F |M F M F M F
July Aug Sept Oct Nov Dec | July | Aug | Sept | Oct | Nov | Dec

T T T T T T 1T Im F M |F M [F

Table of Suicide Attempts

2015 2016
Jan Feb Marc Apr | May June |Jan | Feb | Marc | Apr | May | June
M |F M|F |[M |F|M|F [ M|F [M|F |M F M F M F
July Aug Sept Oct Nov Dec | July | Aug | Sept | Oct | Nov | Dec

|

T T T T T T T T T Im JF M JF M |F

Call the following for more info; Henry Oboke 0782786616,

Clinical inquires: Mr. William Odur 0772 670 155

Counseling inquires: Ms. Alice Gipwoya 0712 663 347
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Appendix 8, Response Inventory for Stressful Life Events (R.I.S.L.E.)

Please complete the following questionnaire by indicating your response to each response item
that follows a question or main statement that will describe a situation in which you might find
yourself. A question or main statement appears in bold, followed by on to three responses that
are numbered. You can indicate the degree to which you agree or disagree with a response item
by selecting one of the four answers provided as follows. You can indicate your response by
entering only one of these: 1 for “I strongly disagree”, 2 for “I disagree”, 3 for “I agree” or 4 for
“I strongly agree” in the box to the right of each response item as the response applies to you.
If you cannot read and write, I shall read out loud each question and the corresponding response
items that follow before you tell me if you agree or not. If you do not understand any of the
questions, statements and or response items, please ask and I shall read and explain them to you.
Make sure you tell me what you wish me to write down on your own behalf, as your own
responses in this exercise are about you telling me how you personally feel, think and react to
each question and response item. This is not an examination and there are no wrong answers;
each one of your responses is correct to you personally because they indicate how you personally
deal with situations in your own life. Take into account your experiences in life, along with how
you feel at the present time. Make sure that you respond to each statement by entering or having
the appropriate number entered in the relevant box on the answer sheet to indicate the degree of
your agreement or disagreement without indicating your name on the questionnaire. You may
however, have your name entered on the answer sheet in case you wish to receive help in case
much of the issues to be discussed in this interview indicate to you that you need help relating to
health.
Response degree:
1=1 strongly disagree; 2=I disagree; 3=I agree; I strongly agree
What do you say about the condition of your life?

1. My life is intolerable

2. My life is hell on earth
What is your attitude to the world around you?

3. The world has nothing to offer in life

4. 1 wish I were out of the world
Suppose that robbers have attacked you at night and that you sustained a deep cut on your
head. What would be the extent of your pain?

5. The pain would be so severe that I would wish to die so as to get rid of the pain
Suppose that you were faced with a series of hardships and disappointments. How would
you describe your reaction to the latest hardship or difficulty?

6. I would be unhappy for two or more months
In the face of hardships and disappointments how do you normally feel like?

7. 1become nervous and unsettled in mind

8. I get confused, not knowing what to do next
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During difficult times

9. TwishI could be out of this world
Suppose you were alleged to have been involved in a scandal that shocks your friends and
damages your reputation. What would be your reaction?

10. I would immediately kill myself
Suppose that you had been a successful businessperson but quite unexpectedly your
business collapses. What would be your immediate reaction?

11. T would kill myself
Suppose that your appeal against the death sentence for alleged murder has failed and you
are to be executed (killed) by hanging in the next three months. What would you do?

12. T would worry a lot about it

13. I would kill myself before they do so
Suppose that you have been an unfortunate person in life. As usual another misfortune has
struck you again. How would you feel?

14. I give myself one more time and I will kill myself
Suppose your doctor has informed you that you suffer from cancer of the stomach. Despite
your intense pain the doctor says there is nothing he/she can do for you. What would be
your reaction?

15. T would definitely kill myself if there is no way out
Sometimes I wish I were dead so as to experience the following:

16. Relieve my relatives of my problems

17. Remind my relatives of their responsibilities to me

18. Punish my relatives

19. Teach my relatives a lesson
I have ever felt a strong urge to be tortured or punished in order to

20. Die so as to get away from the problems of the world
Whenever I think about death

21. Death offers the best solution to my problems
Suppose that members of your family or clan do not seem to understand you and think that
you are probably joking each time you report to them about your troubles. What would
you feel like?

22. I would leave them and go to another town/city or village where I am not known

23. 25 I would kill myself in order to teach them a lesson
Suppose that your lover puts an abrupt end to your love affair. What would be your
reaction?

24. T would kill myself
Suppose that your most loved member of the family dies suddenly from a short illness.
How would you feel like?

25. I 'would wish I died with him/her

26. 1 would wish to kill myself
Suppose that you are now aged 70 years and all by yourself with all your relatives having died or
being unable to help you. What would you do?
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27. 1 would kill myself to end my suffering and loneliness
You have read or been informed about the disease AIDS, Suppose that your doctor tells
you that you suffer from AIDS. What would be your reaction?
28. I would kill myself before the full features of the disease develop
How much control do you have over your life or over the things that happen in your life?
29. 1 have lost control over the things that happen in my life
Suppose that you are a person who seems to be unlucky in life. What do you expect to
happen to you in the future?
30. Ishall wish to be better dead than alive in the future
31. Ithink I shall rather end my life in the future rather than live with problems
What is your response to each of the following statements?
32. I feel that no one understands or appreciates me
33. I often wonder why I was born
34. My relatives give me no practical assistance in life and they make my life difficult

Appendix 9. The 13-item Sense of Coherence Questionnaire
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Here is a series of questions relating to various aspects of your lives. Each question has seven possible
answers. Please mark the number, which expresses your answer, with number 1 and 7 being the extreme
answers. If the words under 1 are right for you, circle 1: if the words under 7 are right for you, circle 7. If
you feel differently, circle the number which best expresses your feeling. Please give only one answer to

each question.

1. Do you have feeling that you don’t really care about what goes on around you?

1 2 3 4 5 6 7
very seldom very often or never

2. Has it happened in the past that you were surprised by the behaviour of people whom you thought you
knew well?

1 2 3 4 5 6 7
never happened always happened

3. Has it happened that people whom you counted on disappointed you?

1 2 3 4 5 6 7
never happened always happened

4. Until now your life has had:
1 2 3 4 5 6 7
no clear goals very clear
or purpose at all goals and purpose

5. Do you have the feeling that you’re being treated unfairly?

1 2 3 4 5 6 7
very often very seldom or never

6. Do you have the feeling that you are in an unfamiliar situation and don’t know what to do?
1 2 3 4 5 6 7

very often very seldom or never

7. Doing the thing you do every day is:

1 2 3 4 5 6 7
a source of deep a source of
pleasure and pain and
satisfaction boredom

8. Do you have very mixed-up feelings and ideas?
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1 2 3 4 5 6 7
very often very seldom or never

9. Does it happen that you have feelings inside you would rather not feel?

1 2 3 4 5 6 7
very often very seldom or never

10. Many people — even those with a strong character — sometimes feel like sad sacks (losers) in
certain situations. How often have you felt this way in the past?

1 2 3 4 5 6 7
never very often

11. When something happened, have you generally found that:

1 2 3 4 5 6 7
you overesti- you saw
mated or under- things in the
estimated its right
importance proportion

12. How often do you have the feeling that there’s little meaning in the things you do in your
daily life?

1 2 3 4 5 6 7

very often very seldom or never

13. How often do you have feelings that you’re not sure you can keep under control?

1 2 3 4 5 6 7
very often very seldom
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Appendix 10, Questionnaire for suicide autopsy

Questionnaire
I'he following guestions are designed o eollect soma informnalion about the deceased whom you
o very well, 1t will be read 1o vou as you truthfully respond. Your responses will be neted.
We also ask of you o allow us voice record the interview for official use. All Intormation will

remain confidential. e vou have any objection’? Yes. .. ... 19 .. [+ TR
Participant Particulars (et us begin with you)

L. Name. ...

4. Education backpeound . .....oooniiaiaill

S CRCUPATIOE . . vvi i =
* e fr %7 !
6. Mearital Stalus o ... ... e ST &T’ PRO\:.L
AT R
7. Relation w the deceased. oo D“"“""% Yy Al Lt

4. Have wou ever thaught about killing yourseli™
0, If ves, what methods were vou considering. ...

10 TFnd interview with words that discourage suicide.
Neceased informalion

Can you tell me about the person wha died? When you have completed the story, T will ask

specitie questions and seek clarifications

B TRREEIRE  aerscrn s imer mmn sy mn nmem e e PR W F 400 4 e, Frcm i B N £ SR 4 £ e
2. Mee 5 u SIS ST P LN N - - -
. T T T RS - S E R TRy S e N

Paoge 42 of 40
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Appendix 11,

Questionnaire for assessing Village Helpers’ performance
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Appendix 12

Paired Samples Statistics

Std. Error
Mean Std. Deviation Mean

Pair 1 Male suicide Gulu 2015 4.17 12 2.855 .824
Female suicide Gulu 2015 1.50 12 1.567 452

Pair2  Male suicide Gulu 2016 2.92 12 2.610 .753
Female suicide Gulu 2016 1.00 12 .853 .246

Pair 3 Male attempted suicide Gulu 2015 12.08 12 5.401 1.559
Female attempted suicide Gulu 2015 8.33 12 2.807 .810

Pair4 Male attempted suicide Gulu 2016 4.50 12 3.060 .883
Female attempted suicide Gulu 2016 2.67 12 1.875 541

Pair5 Male suicide Amuru 2015 2.08 12 1.782 514
Female suicide Amuru 2015 67 12 .985 .284

Pair6 Male suicide Amuru 2016 75 12 1.055 .305
Female suicide Amuru 2016 17 12 .389 112

Pair 7 Male attempted suicide Amuru 2015 3.17 12 2.623 757
Female attempted suicide Amuru 2015 3.08 12 3.088 .892

Pair 8 Male attempted suicide Amuru 2016 1.75 12 2179 .629
Female attempted suicide Amuru 2016 1.67 12 1.497 432

Pair9  Suicide Gulu 2015 5.67 12 2.387 .689
Suicide Gulu 2016 3.92 12 3.118 .900

Pair Attempted suicide Gulu 2015 20.42 12 7.704 2.224
10 Attempted suicide Gulu 2016 7.17 12 4.260 1.230
Pair Suicide Amuru 2015 2.75 12 1.865 .538
" Suicide Amuru 2016 92 12 1.084 313
Pair Attempted suicide Amuru 2015 6.25 12 4.901 1.415
12 Attempted suicide Amuru 2016 3.42 12 2.968 .857
Pair Suicide Gulu 2015 5.67 12 2.387 .689
13 Suicide Amuru 2015 2.75 12 1.865 538
Pair Suicide Gulu 2016 3.92 12 3.118 .900
14 Suicide Amuru 2016 92 12 1.084 313
Pair Attempted suicide Gulu 2015 20.42 12 7.704 2.224
15 Attempted suicide Amuru 2015 6.25 12 4.901 1.415
Pair Attempted suicide Gulu 2016 717 12 4.260 1.230
16 Attempted suicide Amuru 2016 3.42 12 2.968 .857
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Appendix 13

Paired Samples Test

Paired Differences

95% Confidence
Interval of the
Mean Std Difference
differen Std. Error Sig. (2-
ce Deviation | Mean Upper | Lower t df tailed)
Pair1  Male suicide Gulu 2015 -
Female suicide Gulu 2015 2.667 3.939 1137 164 5.169 | 2.345 11 .039
Pair2 Male suicide Gulu 2016 -
Female suicide Gulu 2016 1.917 2.314 .668 446 3.387 | 2.869 11 .015
Pair 3 Male attempted suicide Gulu
2015 - Female attempted 3.750 3.841| 1109, 1.310| 6.190 | 3.382 11 .006
suicide Gulu 2015
Pair4 Male attempted suicide Gulu
2016 - Female attempted 1.833 2.758 .796 .081 3.586 | 2.303 11 .042
suicide Gulu 2016
Pair5 Male suicide Amuru 2015 -
! Female suicide Amuru 2015 1.417 2.193 .633 .023 2.810 | 2.237 11 .047
Pair6 Male suicide Amuru 2016 -
Female suicide Amuru 2016 .583 1.165 .336 -157 1.323 | 1.735 11 A1
Pair 7 Male attempted suicide Amuru
2015 - Female attempted .083 2.968 857 | -1.803 1.969 .097 11 .924
suicide Amuru 2015
Pair 8 Male attempted suicide Amuru
2016 - Female attempted .083 2.275 657 | -1.362| 1.529| .127 11 .901
suicide Amuru 2016
Pair9  Suicide Gulu 2015 - Suicide
Gulu 2016 1.750 4.070 1.175 -.836 4336 | 1.489 11 .165
Pair Attempted suicide Gulu 2015 -
10 Attempted suicide Gulu 2016 13.250 9.612 2.775 7143 | 19.357 | 4.775 11 .001
Pair Suicide Amuru 2015 - Suicide
11 Amuru 2016 1.833 2.167 .626 .456 3.210 | 2.930 11 .014
Pair Attempted suicide Amuru 2015
12 - Attempted suicide Amuru 2.833 3.639 1.050 .521 5.145 | 2.697 11 .021
2016
Pair Suicide Gulu 2015 - Suicide
13 Amuru 2015 2.917 3.397 .981 .758 5.075 | 2.975 11 .013
Pair Suicide Gulu 2016 - Suicide
14 Amuru 2016 3.000 2.985 .862 1.104 4,896 | 3.482 11 .005
Pair Attempted suicide Gulu 2015 -
15 Attempted suicide Amuru 2015 14.167 9.833 2.839 7919 | 20.415| 4.991 11 .000
Pair Attempted suicide Gulu 2016 -
16 Attempted suicide Amuru 2016 3.750 4.181 1.207 1.094 6.406 | 3.107 11 .010

Highlighted comparisons show a significant difference between the pairs at 5% level of significance.

Note that the p-values (2-tailed sig.) in the last column are less than 0.05 and the 95% confidence

intervals do not cross zero.
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