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Abstract 
The purpose of the study was to determine factors contributing to parasuicide 
among patients aged 18 - 35 admitted at the national referral psychiatric hos-
pital in Zimbabwe. A purposive sample of 32 respondents was selected for the 
study. Data were collected using a structured interview guide. All (100%) of 
parasuicide participants had mental illness and were experiencing severe fi-
nancial difficulties. Early identification and response to these problems would 
have prevented morbidity associated with parasuicide. 
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1. Introduction and Background 

According to World Health Organization, lack of parasuicide documentation 
leaves a large gap in our understanding of not only the number of parasuicide 
cases, but also the dimension of suicide. Available research indicates that para-
suicide is the strongest predictor of suicide. Data available are mostly in North, 
East and West Africa and there is scanty information available on parasuicide 
for Southern African countries [1]. Empirical evidence demonstrates that 7 out 
of 53 African countries have available parasuicide data and this is less than 20% 
[2]. Although there seems to be underreporting reporting in Africa, there is 
enough evidence that parasuicide is a disturbing universal behaviour. 

Zimbabwe is categorised as one of the countries with highest suicide rates in 
the world. The country is ranked 20th in the world with an annual age adjusted 
rate of 18.35 per 100,000 deaths [3]. Available data show an increasing trend of 
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suicidal deaths in the country from 7.9 per 100,000 in the 1990s to the current 
18.35 per 100,000 populations (WHO 2016). A 320% increase in organophos-
phate poisonings has been reported in urban Zimbabwe from 1995 to 2000 [4]. 
According to hospital statistics at the national referral psychiatric hospital in 
Zimbabwe, there were thirty-four parasuicide admissions of the 18 - 35 years age 
group in the period between April 2014 and March 2015. Beyond that, Zim-
babwe has very little empirical evidence about the determinants or factors con-
tributing to parasuicide especially among patients that are referred and admitted 
at the national referral psychiatric hospital in Zimbabwe. Cultural factors or the 
fact that the parasuicide patients would not have actually died may be an impor-
tant lever in under reporting. In the process, the magnitude of the problem is 
undermined. The study therefore sought to describe factors contributing to pa-
rasuicide and identify methods used for parasuicide among patients aged 18 - 35 
at a national referral psychiatric hospital in Zimbabwe. 

2. Methodology 

The study was conducted at the only national referral psychiatric hospital in 
Zimbabwe. A quantitative descriptive survey was used. The sample (32) size was 
determined by respondents who were actually present at the time of the study. 
Respondents were recruited between 1 July 2016 and 31 August 2016 over a 2 
month period. Purposive sampling of all respondents/patients admitted with a 
history of parasuicide at the time of the study was done. Parasuicide was opera-
tionalized as deliberate self-harming or self-poisoning, irrespective of the pur-
pose but did not result in death [5]. Contributory factors were operationalized as 
any behaviour, omission or deficiency that if corrected, would have eliminated 
or prevented parasuicide. This study utilized structured interviews to describe 
factors contributing to parasuicide. 

Inclusion criteria: 
• Patients who were admitted and available at the time of data collection. 
• Patients who had fully recovered from adverse effects of parasuicide and were 

broad conscious. 
• Patients had to be aged between 18 - 35 years. 
• Patients who were willing to discuss the circumstances surrounding the pa-

rasuicide. 
Data were analysed using Statistical Package for Social Sciences (SPSS) version 

16.0. Descriptive statistics characterised the respondents. 

3. Ethics 

Permission to conduct the study at the national referral psychiatric hospital was 
sought from the Institutional Review Board proxy in the person of the Chief Ex-
ecutive Officer of the hospital. Final authority to conduct the study was obtained 
from the Medical Research Council of Zimbabwe. Respondents/patients in-
volved in the study also availed individual informed written consent. 
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4. Results of the Study 

The following are the demographic variables of respondents who had parasui-
cide. Demographic variables will be followed by risk factors for parasuicide 
among respondents. 

4.1. Age 

Data from this study showed that the greater number of respondents 12 (37.7%) 
were between the ages 31 - 35 years followed by 10 (31%) who were between the 
ages of 21 - 25 years. This is in line with a study that cited that highest rates of 
parasuicide in Europe were among adults 24 - 34 years [6]. This implies that pa-
rasuicide increases with age from late teenager hood to middle adulthood as 
there is a myriad of issues including social responsibilities, relationships, em-
ployment and general societal expectations. In the study context, it is also im-
portant to note that the age range could have also been influenced by the fact 
that the study site did not cater for patients/respondents below the age of 18 
years. 

4.2. Marital Status 

Single persons in this study 65% were the major group for parasuicide. This no-
tion is supported by a study that discovered that there is a consistently lower 
frequency of parasuicide among married persons with dependent children [7]. 
This could be due to an increased sense of responsibility as well as possible selec-
tion bias associated with relatively healthy and successful adaptation. Single 
persons could also be affected by stressful life events against which they may be 
lacking exposure and experience to handle leading them to parasuicide as an es-
cape. 

4.3. Religion 

Ninety-two percent (92%) of the respondents in the study were Christians. Most 
religions oppose parasuicide and rates vary considerably among religions and 
between areas with a predominant religion [8]. Parasuicide rates are lower in 
countries with strong sanctions against parasuicide for example Islamic states. A 
further explanation has been availed that prayer is a protective factor against 
negative life events and it promotes positive wellbeing and health [3]. The com-
mon religion in Zimbabwe is Christianity. It is generally believed that religious 
members provide non-judgemental support through prayers, emotional support, 
love, caring and follow up to persons who have attempted parasuicide and this is 
purported to reduce parasuicide among Christians. Study results therefore imply 
that being a Christian does not protect an individual against parasuicide. This 
means that safeguarding one’s own life is an individual responsibility. 

4.4. Family Size 

More than half the number of respondents, 58%, originated from families with 
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three to five members. Study results are in line with a Bangladesh study that 
showed that more than half of participants had between 4 to 6 members in the 
family [9]. This type of family in the study context is perceived as a small family. 
This may imply that small families could be lacking the capacity to function as 
an adequate support system exposing its members to parasuicide. 

4.5. Educational Level 

The study findings show that the majority 54% of respondents had secondary 
school as their highest level of education. This is considered as lower to average 
educational level in the study context. It has been positioned that both high and 
low levels of education are associated with suicide at both individual level and 
aggregate level [10]. Respondents had mental health problems which in itself is 
associated with both lower intelligence and lower educational attainment. This 
could have become a catalyst to parasuicide resulting from poor problem solving 
abilities under inherent difficult circumstances.  

4.6. Employment Status 

Fifty-eight percent 58% of respondents were unemployed while the rest were 
self-employed within an unstable economic environment. Employment has been 
identified as a mitigatory factor against suicide [11]. Respondents in the study 
were unemployed and already vulnerable to parasuicide because of the existing 
mental ill health. It is then conceivable that being unemployed made it difficult 
for respondents to plan for their future when there were limited sources of in-
come leading them to parasuicide.  

4.7. Living Circumstances 

Forty six percent (46%) of respondents were staying with parents while 42% 
were staying with relatives. The remainder of respondents were of no fixed ab-
ode. Related studies have consistently correlated high risk of parasuicide with 
people living alone [12]. In a South African City study, an evidence based posi-
tion was made that area-based compositional and socio-physical characteristics 
have a bearing on sociality [13]. In the study setting, respondents lived in low 
resource settings. Under such circumstances, it is possible that most families 
could have been dysfunctional due to unstable living conditions with an added 
burden of caring for a mentally ill person (the respondent). This could lead the 
affected person/patient to mal-adapt and desire to kill self. 

4.8. Geographic Location 

More than half (69%) of the respondents in this study were staying in urban 
areas. Previous work found that population density and distance from both hu-
man and material resources influence suicide rates because of inherent economic 
disadvantage [14] [15]. Urban settings in the study context were perceived to be 
of high population density and of poor accessibility to social, economic and 
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health resources. This could have translated to high demands of urban life and 
poor support systems fuelling incidences of parasuicide in the context of the 
study. 

4.9. Risk Factors to Parasuicide for Respondents Admitted at the  
National Referral Psychiatric Hospital 

The following are results showing those factors that made the respondents vul-
nerable to parasuicide. 

4.10. Parasuicide Ideation in the Past 12 Months 

Results showed that 46% of respondents had never thought of attempting suicide 
before. Fifty four percent (54%) were spread along not being sure or having ac-
tual suicidal ideation. There is means that there could be a link between suicidal 
thoughts and parasuicide [16]. The authors further explain that mental disorders 
in which suicide ideators have hopelessness are robust predictors of parasuicide. 
It is a possibility in the study context that the mental illness itself could have 
precipitated and triggered the parasuicide both as a disease process and as a sign 
of the respondent’s despair and hopelessness owing to their prevailing circums-
tances and just having to live with negativity associated with mental illness. 

4.11. Circumstances Surrounding the Parasuicide 

More than half of respondents (58%) in this study verbalised that divorce and 
bereavement triggered the parasuicide. Results of a multivariate logistic regres-
sion analysis showed that after controlling for psychiatric, social and economic 
predictors of suicide, the odds were high for a most recent divorce than for distal 
divorce [17]. Research has proven that the risk of parasuicide during bereave-
ment is associated with survivors whose culture embraces “death taboo” [18]. 
These survivors perceive high levels of stigma which they escape through sui-
cide. This may imply that inability to cope with losses may result in hopeless-
ness, helplessness and giving up. Divorce and bereavement bring emotional 
pain, shame, loss, frustration and feeling of hopeless and failure in life to main-
tain a relationship to an individual and their families. In the study context, res-
pondents were individuals who already had psychiatric conditions. While they 
were still struggling to adapt to that predicament, a loved one either died or their 
spouse decided they could not live with them. This then overwhelmed the res-
pondent patients, pushing them towards ending it all through a suicide attempt.   

4.12. Issues of Hope 

Half of the respondents 50% verbalised that they had lost hope while the other 
50% asserted that there was life after their prevailing circumstances. Loss of 
hope, depression and social factors put people at high risk of parasuicide [4]. In 
other words, hope may be a protective factor against suicidal individuals. Res-
pondents in the study were exposed to a number of stressors simultaneously in 
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the backdrop of a fragile support system and this led them to parasuicide. The 
context or environment in which the respondents were did not offer mediation 
against parasuicide. 

4.13. Beyond the Present Parasuicide 

Sixty eight percent (68%) verbalised that they were not sure what was to happen 
next after the present parasuicide. The World Health Organization [19] states 
that parasuicide may be a genuine attempt by the person to kill themselves or it 
may be self-injurious behaviour without the intension to kill oneself but to draw 
attention to personal problems. This means that there was a possibility that res-
pondents could repeat the parasuicide. It means they were still not convinced 
that they could continue living in the face of their circumstances. Or it means 
that whatever the attempted suicide was trying to draw attention to was not ad-
dressed either by the family or the health delivery system. 

4.14. Communicating Parasuicide Intentions 

In this study, 31% of respondents verbalised that they kept it as a secret that they 
intended to kill themselves. In a study conducted on suicide attempters between 
the ages of 15 - 24 years, it was found that communication of distress that led to 
parasuicide was hampered by fear of self-exposure, negative repercussions and 
being thought of as being mentally unstable [20]. This translates to the notion 
that respondents wanted to die in silence as a way of communicating hurt, anger 
and frustration to loved ones. In the study context which is African and Zim-
babwean, the socialization processes generally does not foster expressing of such 
emotions as they are perceived as a sign of weakness, hence the secrecy. It is 
therefore possible that the respondents had strong inhibitions against openly 
expressing anger and frustration that develop from conflictual and stressful situ-
ations. 

4.15. Time of the Day when Parasuicide Occurred 

The majority of respondents in this study attempted suicide in the following 
times of the day; (27%) in the morning, (27%) in the afternoon and (27%) in the 
evening and the remainder could not remember. It has been found that there is 
marked diurnal variation with regards to parasuicide, with an evening peak for 
nonviolent episodes [21]. In the study context, the time of the day did not make 
a difference to parasuicide as evidenced by almost equal distribution of times of 
day for parasuicide. The psychosocial explanation for this pattern of deliberate 
self-harm depended on the circumstances of the respondent preceding the par- 
asuicide. 

4.16. Strength of Relationship with Immediate Family Members 

The study revealed that a cumulative 81% of respondents had conflicts with ei-
ther spouses, immediate family members or relatives. Poor family relationships 

https://doi.org/10.4236/ojn.2017.78066


D. M. Mutsapata, V. Dube-Mawerewere 
 

 

DOI: 10.4236/ojn.2017.78066 899 Open Journal of Nursing 
 

and unstable family dynamics are robust parasuicide predictors [22]. In the 
study context, families are inherently commune, family members’ functionality 
from a psychological, social and economic spectrum is collective. This means 
that any form of relational dysfunction or dissonance within a family becomes 
an important lever in the occurrence of parasuicide because it symbolises rejec-
tion. 

4.17. Dependents of Respondents 

The research found that only 35% of respondents had no dependents. The rest 
(65%) had children who were being taken care of either by relatives or the part-
ner who had divorced them. Research has suggested that social roles like that of 
taking care of the family are bound to employment or economic conditions [23]. 
Respondents in this study were not capable of providing for their families. In the 
study context, respondents were generally expected to have families of their own. 
Actually not having dependents and being taken care of by someone else is per-
ceived to be the ultimate sign of failure. On the other hand, having one’s own 
children being brought up by relatives or the spouse that left is a form of loss 
that can put a mental patient (respondent) at risk of committing suicide. 

4.18. Specific Preparations to Attempt Suicide 

More than half the number of participants in this study 58% did not plan at all 
to attempt parasuicide. In a related study, findings showed that the plan factor 
was related to key suicide indices that revolved around previous suicide [24]. In 
the study context, results may indicate that parasuicide is a desperate move and 
an impulsive act where problem solving skills of an individual would have failed 
and they decide to back off from the traumatic experience through death. 

4.19. Previous Parasuicide  

A significant number of respondents in this study 54% verbalised that they had 
attempted suicide in the past. A logistic regression model identified previous 
history of suicide and mental illness as significant predictors for repeat parasui-
cide [25]. The same authors also highlighted that the risk of repeat parasuicide 
tends to increase as the number of risk factors increase. In the study context, the 
respondents were exposed to a myriad of risk factors that included mental ill 
health and lack of family support. This means that parasuicide should be taken 
seriously as there are high chances of repeating the act which may eventually re-
sult in loss of life. 

4.20. Self-Concept of Parasuicidee 

The majority of respondents in this study (73%) verbalised that they chronically 
experienced low self-esteem and verbalised feeling used and abused. A compara-
ble study correlated the profile of a parasuicidal patient with low self-concept 
and problem solving difficulties [26]. Respondents may have developed a nega-
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tive self-concept because of the existing mental illness that has severe stigma at-
tached to it in the study context. The respondents’ perception of being used and 
abused also fed into the negative self-concept leading to parasuicide. 

4.21. Financial Status of Parasuicidee 

The majority of participants in this study were financially dependent. In a cor-
responding South African study most participants indicated that financial diffi-
culties and lack of support were the main reasons for parasuicide [25]. There is 
an association between low socioeconomic position and parasuicide whereby 
there is even a threefold increased risk in lower socioeconomic position groups 
[2]. In the study context, the respondents were from a very low income country 
which means that they were economically disadvantaged. This means that lack 
of economic independence then became an entry point of problems including 
abuse, frustration that culminated in parasuicide. 

4.22. Parenting History of Parasuicidee 

More than half of respondents in this study (62%) who came in with parasuicide 
grew up with both parents during their childhood. People who attempt suicide 
come from abusive and traumatic environments [27]. A separate study demon-
strated that there was a childhood pattern of exposure to irresponsible and 
overprotective parenting among adult parasuicidal patients [28]. In the study 
context, it is possible that respondents came from dysfunctional families where 
there was no family cohesion characterised by abuse of the respondents. On the 
other hand this could have resulted from overprotection of children by parents 
during childhood leading to failure to face the future and cope with life chal-
lenges as adults hence the occurrence of parasuicide. 

4.23. Individual Experiences that Might Have Specifically  
Contributed to Parasuicide 

The bulk of respondents in this study (100%) suffered from mental illness, (73%) 
experienced severe financial problems, (73%) verbalised failure to cope with life. 
All these issues are consistent with literature. There was an association between 
borderline personality disorder (that presents with instability and impulsivity) 
and parasuicide [29]. An equivalent study found that experiencing a limited fis-
cal space is a significant predictor of psychological distress [30] [31]. In a study 
conducted to determine if problem solving ability was related to parasuicide, it 
was found that those that tended to repeat parasuicide had significantly higher 
scores on the passive reaction dimension [32]. The issues of mental illness, eco-
nomic disadvantage and failure to cope with life in literature discussed above al-
so applied to respondents under this study. 

4.24. Materials Used to Attempt Suicide 

More than half of respondents in this study (60%) took a myriad of tablets that 
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they were able to access. In a study conducted in Zimbabwe it was found that 
common methods used for parasuicide included hanging, drowning and use of 
pesticides [33] [34]. The study context is distinctively similar but these particular 
respondents participating in this study were already on medication for mental 
illness and other conditions like HIV/AIDS. This made drugs readily available to 
use for attempting suicide. 

5. Conclusion 

Suicidal behaviour is a growing public health problem that has significant socio- 
economic and health effects on individuals, families and communities in Zim-
babwe. The young male single dependent adults with a lower level of education 
were the most vulnerable group to parasuicide. Dysfunctional family dynamics, 
inability to cope, severe financial difficulties and previous history of parasuicide 
were significant predictors of the present parasuicide. The common methods 
used in this study were, taking medication tablets overdose and hanging. The 
hallmark of parasuicide in the study was underlined by the diagnosis of a psy-
chiatric disorder for all the respondents. 

6. Implications of the Study 

It is imperative for policy makers, practitioners to refocus on the following is-
sues: 
• Advocating for parasuicide registers in health centres and hospitals, as there 

are limited documented parasuicide registers on the ground. This may sug-
gest that there is under reporting and misdiagnosis and inappropriate treat-
ment to clients as they visit health centres. 

• Acknowledging that psychiatric patients have an inherent predisposition to 
parasuicide and taking that into consideration at assessment, intervention 
and discharge. 

• Utilising research results of this study to train nurses, doctors, social workers 
and psychologists to manage patients with this problem better with deeper 
understanding of the health problem and putting more emphasis on ad-
dressing risk factors and recommending appropriate interventions. 

• Taking parasuicide clients seriously during the time when they verbalise or 
directly or indirectly communicate suicidal ideation. 

• Limiting the number of medications dispensed to psychiatric patients to le-
vels that do not allow overstocking of drugs to prevent availability of such 
medications being used as a weapon for parasuicide.  

7. Limitations 

This study was a hospital based study based on a small sample size. The study 
results cannot be generalizable beyond the context of the study. The research 
would need to be replicated using a wider sample and more robust quantitative 
and qualitative methods to have a broader perspective of both the magnitude of 
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the problem towards developing a context specific way forward for the parasui-
cide problem in Zimbabwe. 
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