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There is no widely accepted definition for suicide, even though 
it has been documented since time immemorial. The word is 
derived from the Latin for ‘self-murder’, and it is often a fatal act 
that represents the person’s wish to die.1 Few acts have such 
deep roots in social and human conditions, or such far-reaching 
consequences.2 

Suicide is currently the 8th leading cause of death in the world 
and among the top 3 causes of death among 18 - 24-year olds.3 
It accounts for 1 - 2% of global mortality. In 1995 the annual 
world-wide incidence of successful suicide was 16/100 000 
persons; this means that globally 1 in every 600 persons commits 
suicide every year.3 

Attempted suicide and deliberate self-harm (DSH) are terms used 
to describe acute self-infliction of physical harm or ingestion of 
poisonous substances that does not result in death.4 

In Canada the rate of DSH has been estimated at around 
304/100 000,5 and in the US National Institute of Mental 
Health’s Epidemiological Catchment Area Study (1980 - 1985) it 
was found that 2.9% of respondents had made a suicide attempt.6 
Maniam and Morris did a computerised search of the literature on 
suicidal behavior and ethnicity in Malaysia dating back to 1966, 
supplemented by other relevant published and research material.7 
They found that the Indian population was over-represented 
among people who attempted suicide, with young women from 
the lower socio-economic groups being at particularly high 
risk. Forty-eight per cent of all individuals who had attempted 
suicide had used detergents or insecticides, pesticides or other 
agrochemicals. The authors commented on the easy availability 
and lethality of chemicals such as paraquat.7
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Background. Deliberate self-harm (DSH) ranges from 
behaviours aiming to communicate distress or relieve 
tension, but where suicide is not intended, to suicide. Not all 
individuals are prone to DSH, which suggests that there are 
factors that protect against it. Identifying these could play an 
important role in the management and prevention of DSH. 

Objectives. This study examined whether religious beliefs, 
coping skills and responsibility to family serve as factors 
protecting against DSH in Kota Kinabalu, Sabah, Malaysia.

Method. A cross-sectional comparative study assessed DSH 
patients consecutively admitted or directly referred to Queen 
Elizabeth General Hospital and Hospital Mesra Bukit Padang 
during the period December 2006 - April 2007. DSH patients 
(N=42) were matched with controls (N=42) for gender, age, 
religion, race, occupation and marital status. The DSH and 
control groups were compared using psychosocial tests that 
assess coping skills, religious beliefs and responsibility to 
family.

Results. There were significant differences in religious beliefs 
(p=0.01) and responsibility to family (p=0.03) between 
the DSH patients and the control group. There were also 
significant differences in coping skills, DSH patients tending to 
use emotion-orientated coping (p=0.01) as opposed to task- 
and avoidance-orientated coping.

Conclusion. Consistent with international studies, coping skills 
(i.e. task-orientated skills), religious beliefs and responsibility to 

family were more evident in patients who did not attempt DSH 
than in those who did. These findings imply that treating DSH 
should not start only at the point of contact. Protective factors 
such as religious beliefs, responsibility to family and coping 
strategies can be inculcated from a very young age. However, 
caution is required in generalising the results owing to 
limitations of the study. Further extensive research on religious 
and psychotherapeutic interventions and prospective studies 
on protective factors will be helpful.
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Suicide and DSH are a tragic and potentially preventable 
public health problem, as both are conscious acts. Identifying 
protective factors could play a major role in their prevention 
and management. Maniam and Morris found very few studies 
of preventive approaches to DSH,7 especially in our region. 
Studies on psychosocial factors contributing to DSH have been 
conducted in many states in peninsular Malaysia, but Sabah is in 
East Malaysia, where there are limited psychiatric resources. In 
view of this lack and the history and diverse ethnic background of 
the people of Sabah, we considered that a study of DSH in this 
region was indicated.

It has been hypothesised that religious beliefs, responsibility to 
family and coping skills help prevent suicidal behaviour. We 
therefore compared DSH and control groups using psychosocial 
tests to assess these characteristics. We defined DSH as 
intentional but not fatal self-poisoning or self-injury, irrespective of 
the apparent purpose of the act.8 DSH ranges from behaviours 
with no suicidal intent but aiming to communicate distress or 
relieve tension, to suicide. The term is preferred to ‘attempted 
suicide’ or ‘parasuicide’ because the motives or reasons for this 
behaviour include non-suicidal intentions. 

Methods

The study was conducted in Kota Kinabalu, capital of Sabah, 
a Malaysian state located on the northern part of the island of 
Borneo.9 The official population estimate for the year 2006 
was 2 997 000.10 Hospital Mesra Bukit Padang (a psychiatric 
hospital) and Queen Elizabeth General Hospital cater for the 
psychiatrically ill population of Kota Kinabalu. 

The study was a cross-sectional comparative analysis of religious 
beliefs, coping skills and responsibility to family as factors 
protecting against DSH. The DSH patients were 42 consecutive 
male and female individuals aged 13 - 60 years, consecutively 
admitted or directly referred to Queen Elizabeth General Hospital 
or Hospital Mesra Bukit Padang following an episode of DSH 
during the period December 2006 - April 2007. Inclusion criteria 
were ability to give written informed consent, availability of a 
consenting parent or legal guardian for those below 18 years or 
incompetent to give consent,11 and ability to read and write in 
English or Bahasa Malaysia. 

The control group comprised 42 male and female patients aged 
13 and over who were attending general outpatient clinics 
for minor medical illness (e.g. upper respiratory tract infection 
or dyspepsia, which would not warrant admission) without 

underlying chronic conditions. They were matched with the 
study group for age (standard deviation (SD) 2 years), gender, 
occupation, religion, race and marital status. 

Ethical approval for the study was obtained from the hospital 
ethical committee under the authority of the Ministry of Health of 
Malaysia.

A series of psychosocial tests comprising the Coping Inventory 
in Stressful Situations (CISS), Reasons for Living Inventory (RLI), 
Hospital Anxiety and Depressive Scale (HADS) and Recent Life 
Events (RLS) questionnaire were administered to the DSH patients, 
after their condition had been stabilised, and the control group. 
The CISS is a 48-item questionnaire measuring 3 main domains 
of coping style, namely ‘task-orientated coping’, ‘emotion-
orientated coping’ and ‘avoidance coping’. The resulting 
inventory was further factorised into 6 scales or reasons for living. 
The RLI consists of 6 domains, namely survival and coping beliefs, 
responsibility to family, child-related concerns, fear of suicide, fear 
of social disapproval, and moral objections. The HADS consists 
of 2 subscales, anxiety and depression, with 7 questions for 
each. The RLE questionnaire attempts to define negative life events 
over the last 12 months, and significantly whether the respondent 
thinks that they have a continuing influence. 

The data collected were analysed using the SPSS (Statistical 
Package for the Social Sciences Version 11.5) computer program. 
The Q-Q plot test and Kolmogorov-Smirnov test were used to test 
the distribution of data, and the chi-square test and Mann-Whitney 
U-test to compare demographic data. An independent t-test was 
used to compare means between the DSH patients and the 
controls for quantitative variables that were tested to be normally 
distributed, while multiple logistic regression analysis was used 
to examine the significant relationship of multiple variables in 
the association between socio-demographic and psychological 
variables in DSH.

A pilot study conducted to test the reliability (test re-test) of the CISS 
and RLI found the Cronbach alpha values to be more than 0.7, 
indicating high internal consistency. The remaining questionnaires 
had already been validated locally and were therefore not used 
in the pilot study.

Results

Demographic characteristics 

The mean age of the 42 DSH patients (cases) was 20.7 years 
and that for the control group 21.8 years. Most of the subjects 
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(47.62% of the DSH patients and 50% of the controls) were in the 
age group 21 - 30 years. The Mann-Whitney U-test showed these 
differences not to be significant (Z-score -0.44, p=0.66). Socio-
demographic data for the cases and controls are set out in Table 
I. The variables were all dichotomised and analysed with the chi-
square test to determine whether there was a significant difference 
between the two groups.

Approximately 66.7% of the respondents were of the Islamic 
faith, the other 33.3% being Christian. There was no significant 
difference between cases and controls with regard to gender or 
religion. Most of the subjects in both groups (61.9% of cases 
and 64.3% of controls) were single, separated or divorced. 
This difference was also not statistically significant (χ2=0.05, 
p=0.50). Similarly, there were no significant differences in 
distribution according to ethnic group or variables for education 
and occupation. 

Data on DSH

The 42 DSH patients were interviewed about the events before, 
during and after the act. The findings are summarised in Table II. 
Self-poisoning was the method of DSH most frequently used, and 
a trend towards using over-the-counter drugs was observed.

Recent life events prior to DSH

The most common life events over the past 6 months that had led 
to the DSH were related to marriage (34.9%), family and social 
events (25.9%) and courtship- and cohabitation-related events 
(Table III). 

Comparison of scores for religious beliefs and 
responsibility to family between case and 
controls

Religious belief and responsibility to family in cases and controls 
were compared (Table IV). There was a significant difference 
between the two groups with regard to responsibility to family, 
child-related concerns and religious beliefs, the controls scoring 
significantly higher for all three categories. 

Comparison of coping skills between cases 
and controls

Table V compares coping skills in the DSH patients and the control 
group. There were significant differences between the two groups, 
those who had not attempted DSH using more task-orientated 
coping (t=4.31, p=0.00) and avoidance-based coping (t=2.93, 
p=0.00). The avoidance-based coping methods most commonly 

Table I. Demographic data for DSH patients and controls*

                    Group           95% CI

Controls 
N (%)

DSH 
N (%) Chi- square p- value Or Upper Lower

Gender
Male 3 (7.1) 3 (7.1) 0.00 0.66 1.00 0.19 5.26
Female 39 (92.9) 39 (92.9)

religion
Islam 28 (66.7) 28 (66.7) 0.00 0.59 1.00 0.40 2.48
Christianity 14 (33.3) 14 (33.3)

Marital status
Single 26 (61.9) 27 (64.3) 0.05 0.50 0.90 0.37 2.19
Married 16 (38.1) 15 (35.8)

Education†

Low 32 (76.2) 34 (80.9) 0.28 0.40 0.75 0.26 2.15
High 10 (23.8) 8 (19.1)

Occupation‡

Professional 2 (4.8) 1 (2.3) 0.35 0.50 2.05 0.18 23.51
Non-professional 40 (95.2) 41 (97.6)

Age group
13 - 20 15 (35.8) 17 (40.5) 0.20 0.41 0.82 0.34 1.97
21 - 40 27 (64.3) 25 (59.5)

*p<0.05. There was no statistical difference between the controls and DSH, indicating that the variables were controlled to the best possible way. 
†Lower education was defined as basic secondary schooling, and higher education as a diploma, degree or higher qualification.
‡Non-professionals were defined as people who had a blue-collar job.
Or = odds ratio; CI = confidence interval.
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used were social diversion (p=0.01) and distraction (p=0.01). 
Analysis showed that the DSH patients were more likely to use 
emotion-orientated coping (t=-2.76, p=0.01).

Family responsibility and religious beliefs 
compared with the HADS

Family responsibility and religious belief were categorised into 
low (1 - 3) and high scores (4 - 6) based on the RLI, and these 
were then compared with the HADS. Analysis (Table VI) revealed 
that the DSH patients with less responsibility to their family had 
more symptoms of anxiety (t=2.17, p=0.04) and depression 
(t=3.04, p=0.03) than those with more responsibility. Similarly, 
DSH patients with less religious beliefs had more symptoms of 
anxiety (t=3.04, p=0.00) and depression (t=3.02, p=0.00) than 
those with more religious beliefs. 

Multivariate analysis

Multiple logistic regression analysis was performed to investigate 
the relationship between the variables (Table VII). Task-orientated 
coping, emotion-orientated coping, fear of social disapproval 
and child-related concerns were found to have a p-value <0.05. 
Other p-values (for avoidance-orientated coping (p=0.65), 
distraction (p=0.53), moral objection/religious belief (p=0.68), 
etc.) did not approach significance. Each of the significant 
variables affects DSH individuals and is a substantial risk factor 
after taking into account the status of all the other variables tested, 
i.e. the significant variables can predict DSH. For example, 
having less child-related concerns poses an average of 1 point 
higher risk of DSH. The biggest limitation of this inventory is 
probably the lack of predictive validity.  

Discussion

Religion is a philosophy and a way of life. It is said to define 
the person we are, how we view the world around us and how 

Table III. Recent stressful life events prior to DSH

Life events N %

Work 0 0.00

Education 2 4.65

Financial 2 4.65

Health 2 4.65

Bereavement 0 0.00

Migration 2 4.65

Courtship and cohabitation 9 20.93

Legal 0 0.00

Family and social 11 25.58

Marital 15 34.88

 43* 100.00

*One patient had two stressful life events.

Table II. Data on DSH (N=42)

N %

Method most commonly used

Self-poisoning 39 92.9

Self-injury 2 4.8

Both 1 2.3

How did they find out about the 
method? 

Friend 6 14.3

Don’t know 27 64.3

Media 9 21.4

Would the method have killed 
them?

Yes 19 45.2

No 23 54.8

Previous episode?

One or more 2 4.8

None 40 95.2

Was the act planned? 

Yes 5 11.9

No 37 88.1

Did they seek rescue?

Yes 35 83.3

No 7 16.7

Was there social support?

Yes 39 92.9

No 3 7.1

Support system

Family 29 69.0

Friend 10 23.8

None 3.0 7.1

Alcohol/substance abuse or 
dependence

Yes 1 2.4

No 41 97.6

Any other medical illness

Yes 5 11.9

No 37 88.1

Past psychiatric illness

Yes 1 2.4

No 41 97.6

Contact with a doctor in past 
month

Yes 11 26.2

No 31 73.8
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we interact with it.12 Only a small group of studies have been 
conducted in the area of religious beliefs and DSH, but findings 
indicate that beliefs do have a protective role. It is difficult to 
ascertain how religious a person is, but we can measure the 
belief system using questionnaires such as the RLI, which has 
domains on religious beliefs that measure perceived reasons for 
not committing suicide.

A study conducted in Kuala Lumpur, Malaysia, and assessing 
reasons for living in 40 individuals who had attempted suicide 
showed a significant relationship between hopelessness and 
suicidality.13 There were also significant differences between 
the ethnic groups studied, Indians scoring lower in most of the 
domains of the questionnaire than Malay and Chinese patients.13 
Higher suicide and DSH rates noted in West Malaysia among the 

Table IV. Comparison of scores for religious beliefs and responsibility to family between DSH patients and controls

N Mean SD t-test p-value

Total responsibilty to family

Control 42 5.20 0.77 2.28 0.03*

Case 42 4.76 0.99

Total child-related concern

Control 42 5.30 0.93 2.73 0.01*

Case 42 4.63 1.28

Total fear of suicide

Control 42 4.70 0.76 1.81 0.07

Case 42 4.39 0.82

Total fear of social disapproval

Control 42 5.02 1.01 1.31 0.19

Case 42 4.69 1.25

Total religious belief

Control 42 5.05 0.92 2.57 0.01*

Case 42 4.46 1.18

*p<0.05.

Table V. Comparison of coping skills between DSH patients and controls 

N Mean SD t-test p-value

Task-orientated coping
Control 42 68.02 8.24 4.31 0.00*
Case 42 58.00 12.61

Emotion-orientated coping
Control 42 51.38 9.02 -2.76 0.01*
Case 42 57.19 10.22

Avoidance-orientated coping
Control 42 61.55 10.54 2.93 0.00*
Case 42 52.90 15.92

Social diversion
Control 42 20.07 3.22 2.52 0.01*
Case 42 17.62 5.42

Distraction
Control 42 30.31 6.08 2.70 0.01*
Case 42 25.74 9.13

*p<0.05.
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Indian minority led Maniam to postulate that Hinduism’s view of 
suicide is more complex, as Hindu scriptures give conflicting views 
about whether suicide is permissible.14 This was further supported 
by Rao’s experience in the field of suicidology in India.15

The present study was the first in Malaysia to compare religious 
beliefs between DSH attempters and non-attempters. The findings 
were similar to those of Malone et al.,16 who reported that 

individuals with high depressive scores had less religious beliefs 
than individuals with lower depressive scores. We also showed 
that DSH attempters had fewer reasons for living and fewer 
religious beliefs compared with controls.

Some authors have investigated rates of suicide among various 
ethnic groups as a way of understanding its relationship to religion. 
Early and Akers found rates to be lower in blacks compared 

Table VI. Comparisons of low and high RF and RB with HADS

N Mean SD t-test p-value
Group rF

Anxiety
Low (1 - 3) 9 11.78 4.63 2.17 0.04*
High (4 - 6) 33 8.55 3.77

Depression
Low (1 - 3) 9 10.56 3.09 2.29 0.03*
High (4 - 6) 33 8.15 2.72

Group rB
Anxiety

Low (1 - 3) 10 12.40 4.86 3.04 0.00*
High (4 - 6) 32 8.25 3.39

Depression
Low (1 - 3) 10 10.90 3.25 3.02 0.00*
High (4 - 6) 32 7.97 2.49

*p<0.05. 
rF = feelings of responsibility to family; rB = religious beliefs.

Table VII. Association between coping skills, reasons for living and age* 

95% CI for Exp(B) Nagelkerke 
r-squareVariable B SE Wald p-value Exp(B)   Lower Upper

Task coping -0.18 0.05 11.95 0.00† 0.83 0.75 0.92 0.56
Emotion coping 0.16 0.04 12.76 0.00† 1.17 1.07 1.27
Avoidance coping 0.08 0.19 0.20 0.65 1.09 0.75 1.57
Social avoidance coping 0.04 0.27 0.02 0.88 1.04 0.62 1.76
Distraction avoidance coping -0.14 0.22 0.39 0.53 0.87 0.56 1.35
Min. survival coping beliefs -0.09 1.02 0.01 0.93 0.92 0.12 6.74
Min. responsibility to family -0.05 0.77 0.00 0.94 0.95 0.21 4.29
Min. child-related concern -1.00 0.48 4.30 0.04† 0.37 0.14 0.95
Min. fear of suicide 0.26 0.73 0.13 0.72 1.30 0.31 5.45
Min. fear of social disapproval 0.37 0.39 0.93 0.33 1.45 0.68 3.11
Min. religious reliefs -0.20 0.48 0.17 0.68 0.82 0.32 2.10
Age 0.02 0.05 0.12 0.73 1.02 0.92 1.13
Constant 4.57 2.65 2.98 0.08 96.71

*There were significant differences between the two groups, those who had not attempted DSH using more task-orientated coping (t=4.31, p=0.00) and avoidance-based 
coping (t=2.93, p=0.00). The avoidance-based coping methods most commonly used were social diversion (p=0.01) and distraction (p=0.01). Analysis showed that the DSH 
patients were more likely to use emotion-orientated coping (t=-2.76, p=0.01). The bold font indicates this. Task coping here would mean problem solving, taking an initiative 
to find a solution to their stressors.
†p<0.05.
B = positive or negative shows a positive or a negative correlation. 
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with whites, and suggested that an interactive role in black 
communities may protect them against DSH.17 In 2004 Dervic 
et al. analysed beliefs and religious affiliations of individuals 
who had attempted suicide, and found that compared with 
attempters, non-attempters endorsed significantly more reasons 
for living involving responsibility towards family, child-related 
concerns and religious beliefs (moral objections) to suicide, and 
more often reported a religious affiliation.18 Findings also show 
that religious belief protects against risk behaviour, including 
suicide attempts, in physically abused adolescents.19 Mallone et 
al. found that depressed patients who had not attempted suicide 
expressed more feelings of responsibility to family, more fear of 
social disapproval, stronger religious beliefs and moral objections 
to suicide, greater survival and coping skills and a greater fear of 
suicide than depressed patients who had attempted suicide.16 

The following model provides one way to understand how 
religious belief protects one from DSH. Cornwall et al.20 identified 
6 dimensions of religiosity (aspects of religious activity, dedication 
and belief (religious doctrine)), based on the understanding that 
there are at least 3 components to religious behaviour: knowing 
(cognition), feeling (affect), and doing (behaviour). In summary, 
religious doctrine forbids suicide (cognition) and results in less 
sadness (affect), which further results in less DSH (behaviour). This 
is an indirect or subconscious form of cognitive behaviour therapy 
used on oneself. Other reasons such as fatalism21 – a belief that 
one’s life is predetermined by fate, placing one’s life in external 
control – have also been suggested.

Tubergen et al.22 augmented Durkheim’s social suicide theory in a 
useful way. Instead of relying on the Protestant-Catholic difference, 
they argued that two different explanations for the protective effect 
can be advanced. The first is that religious communities, or social 
networks in general, provide social and emotional support to 
their members, which prevents people from committing suicide. 
The second is that suicide is strongly prohibited by religious 
communities, and that religious communities go beyond that, 
protecting their members.22 Whatever explanations we come up 
with, the available data strongly suggest the protective value of 
religious belief. Religious belief could therefore play an important 
part in the management and prevention of suicide.

However, a potential limitation must be recognised when 
making conclusions regarding religious beliefs. We do not 
yet have a standardised measuring instrument to measure or 
compare religious beliefs that is widely accepted and free from 
criticism. Most measures mainly comprise questions assessing 
positive character traits or mental health. Spirituality, measured 

by indicators of good mental health, is therefore found to be 
correlated with good mental health. Such associations are 
meaningless and tautological.23 

A possible limitation of our study is that two-thirds of our sample 
population was Muslim and the remainder Christian. To what 
extent the questions that were asked are applicable to either or 
both faiths cannot be known for certain.

A family consists of a domestic group of people (or a number 
of domestic groups), typically affiliated by birth or marriage, or 
by analogous or comparable relationships, which can include 
domestic partnership, cohabitation, adoption and surname. 
People joined by love and/or promises of commitment can also 
be regarded as a family.12 Commitment and interdependence are 
an integral part of this structure. 

In order to determine the degree of responsibility to their family 
felt by respondents, statements such as ‘It would hurt my family’, 
‘My family depends on me’ and ‘I love and enjoy my family’ 
were included in the RLI. We found that DSH attempters had 
fewer feelings of family responsibility than non-attempters. Even 
after DSH, however, the majority of the patients still felt they 
had some form of support system, and 69% of them said that 
the support came from their family. Earlier research suggests 
that individuals who receive support from family and friends are 
less likely to attempt suicide than those who do not.24 It is also 
interesting to note that family closeness strongly predicts absence 
of both ideation and attempts. Absence of a mother or father did 
not matter as long as there was closeness or an understanding 
relationship.25 Other studies have shown that communalism, 
family cohesion and family support were positively associated 
with each other. Higher levels of family cohesion and family 
support were associated with lower levels of suicidal ideation and 
depression.26 Interaction with family members, interdependence, 
effective communication and a caring and loving relationship are 
how harmonious relationships are built. Deviation from this norm 
leads to a dysfunctional family and decreases the threshold for 
DSH. A sense of connectedness to family emerged as a factor 
protecting against DSH that cut across gender and ethnic groups 
of adolescents.27 A protective effect of family connectedness and 
cohesion was also noted among American Indian and Alaskan 
youth,26 a sense of responsibility and commitment to their family 
preventing an individual from attempting DSH. 

In the context of the present study, Rosnah and Halim28 in 
interviews with urban and rural members of the Kadazan-Dusun 
ethnic group in Sabah found significantly less interaction among 
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the urban Kadazan-Dusuns compared with the rural folk. They 
attributed this disruption of the normal close relationship and 
family cohesiveness to urbanisation and rural-urban migration. 
This would explain why there are higher rates of DSH in the urban 
population.

Coping is defined as the process of managing taxing 
circumstances, making an effort to solve personal and interpersonal 
problems, and seeking to master, minimise, reduce or tolerate 
stress and conflicts.12 Sound coping and problem-solving skills are 
important in facing day-to-day adversities. Most of the literature 
on coping argues that there should be a distinction between 
emotion-orientated coping (person-orientated coping) and task-
orientated coping (problem-focused coping). A third category, 
avoidance, can include both task- and emotion-orientated 
strategies (distraction avoids stressors by engaging in a substitute 
task, while social diversion avoids stressful situations by seeking 
help from others).29 In general, task-orientated coping skills are 
positively, and emotion-orientated coping negatively, related to 
good adaptation and mental health,30 while emotion- or person-
orientated coping is a primitive form of coping strategy; a person 
will tend to blame him- or herself, be preoccupied with aches, 
worry, become tense, etc. This resembles immature defence 
mechanisms such as hypochondriasis and somatisation used by 
some psychiatric patients. 

Our study showed that subjects who attempted DSH used more 
emotion-orientated coping and less task- and avoidance-orientated 
coping compared with controls. In confronting stressful life events, 
DSH patients are more likely to use emotional discharge than 
task-orientated means. These findings support those of Azhar, who 
also found that task-orientated coping appeared to be used less 
among subjects who had committed acts of DSH than among 
control subjects. The DSH subjects also tended to use emotion-
orientated ways of coping with stressful situations.31 Endler and 
Parker found a strongly positive relationship between emotion-
orientated coping and both psychiatric symptomatology and 
depression.32 

Compared with individuals having thoughts about suicide and 
those making a first attempt, people making a repeat attempt 
have been found to score significantly lower on problem-solving 
confidence (Rudd et al.33). Part of emotion-orientated coping 
can involve blaming oneself for getting into distressing situations 
and for other distressing events. Marusic and Goodwin34 found 
similar coping patterns in patients with suicidal ideation, DSH 
and physical pain. They noted that suicidal ideation and DSH 
are associated with distinct coping styles among patients with 

physical illnesses, and specifically that maladaptive (avoidant 
and emotional) rather than adaptive (rational and detachment) 
coping styles were associated with an increased risk of thoughts 
of specific types of self-harm.34 

It can be hypothesised that individuals resort to emotion-orientated 
coping because of life events, environment and past experiences, 
and/or a personality that predisposes them to this style. It has 
also been suggested that suicidal subjects fail to de-emphasise 
the importance of a perceived problem or source of stress, and 
that they lack the ability to obtain new information required to 
resolve stressful life events.35 Insight into coping skills used by DSH 
patients plays an important role in prevention and management of 
these acts, and programmes introducing problem solving or task-
orientated coping could protect against subsequent attempts.

Conclusions and recommendations

Within 1 year of a DSH attempt, 15 - 16% of individuals will make 
a repeat attempt and 0.5 - 2.4% will commit suicide. Suicides 
within a year of DSH amount to a quarter of all suicides in the 
UK.36 These figures are alarming and highlight the importance of 
suicide prevention and management strategies. 

Our findings are consistent with previous international studies 
on factors protecting against suicide. In summary, we found that 
individuals who attempted DSH had fewer feelings of family 
responsibility and less religious beliefs, and that in general this 
group used emotion-orientated coping skills when faced with 
stressors, as opposed to task-orientated and avoidant forms of 
coping. Other important findings were the influence of media 
and friends in the method chosen for DSH. A trend towards using 
over-the-counter drugs as a mode of self-poisoning was also 
observed.

An important implication of the study is the recognition that treating 
DSH does not start at the point of contact with medical services. 
Protective factors such as religious beliefs, responsibility to family 
and coping strategies can be inculcated from a very young age. 
The complex process by which early experiences predispose to 
self-harm as a response to stress may be understood in terms of 
attachment theory.37 As a form of primary prevention, educational 
systems should not emphasise academic achievement alone as 
their primary goal. The aim should be to produce an individual 
who is both intelligent and resilient to face adversities, so the 
school curriculum should also emphasise problem-solving skills, 
coping strategies and moral values. The latter would focus on 
family cohesion and religious beliefs.
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The study also highlights the importance of problem-solving and 
coping strategies in the treatment of DSH patients, and indicates 
that involving the family by means of multi-systemic therapy 
would be beneficial. This system combines 3 basic approaches: 
teaching parenting skills (if needed), strengthening family 
relationships, connectedness and emotional cohesion within the 
family, and enhancing family problem-solving skills.27 

This and other studies show that religious affiliation has a role in 
protecting against DSH, and including this in psychotherapeutic 
interventions when appropriate could help prevent subsequent 
DSH attempts. In Sabah and Malaysia, leaders of the different 
religions could complement the role of medical professionals 
through their network of services. However, as mentioned earlier, 
it is possible that the issue of religious belief may be a major 
limitation owing to disagreement on how to measure it, especially 
in a multi-ethnic population with different religions like Malaysia. 
Another problem is that while religious beliefs can be a source of 
comfort, hope and meaning, they can often be entangled with 
psychiatric disorders, making it difficult to determine whether 
they are a resource or a liability.38 In trying to create an inclusive 
measure of spirituality and religiousness that would be acceptable 
worldwide, one also runs the risk of being too broad and losing 
the core meaning of the words.39 

Caution is required when generalising the study results, as the 
study sample was small and there were other limitations such 
as recall errors, Hawthorne effect, and selection of cases and 
site of study. It is recommended that the study be repeated on 
a larger scale, including the community and both public and 
private hospitals. Further research on religious psychotherapeutic 
interventions and prospective studies on protective factors would 
be of great value. 
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