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Abstract
Background  Disability marginalises a large portion of Bangladesh’s population. Global pre- and post-pandemic 
research evidently states that, this group is more prone to develop mental health problems, which increases the 
risk of self-harm and suicide among them. It is crucial to comprehend and mitigate the mental health challenges 
among the people with disabilities which in turn can promote their greater participation in community, and in 
national socioeconomic development. However, currently there is limited information available, regarding the suicidal 
behaviour of this group in Bangladesh. Therefore, this study aimed to investigate the prevalence and contributing 
factors of suicidal behaviour among people with disabilities.

Method  A cross-sectional survey was conducted during September and October 2022, among the participants who 
had selected disabilities, by using probability proportional to size sampling technique across all eight divisions of 
Bangladesh. A semi-structured questionnaire comprising information about sociodemographic, lifestyle, health; and 
Suicidal Behaviour Questionnaire-Revision (SBQ-R) was used. The association between the determinants and mental 
health outcome was investigated using the Chi-square test, and the contributing factors were investigated using the 
multiple binary logistic regression.

Result  About 10.45% of the participants reported to have suicidal behaviour (e.g., suicidal ideation, attempts, 
completed suicide), considering the cut-off score as 7 for the SBQ-R in the study period. Approximately, 40% 
respondents mentioned suicidal ideation in their lifetime, whereas, 9.01% had suicidal ideation over the past 12 
months. Additionally, 8.87% of the person with disabilities, mentioned about their suicidal intent to the family 
members, and 5.94% reported the likelihood of suicide in the future. Being female, having multiple disabilities, and 
not being connected with family and friends were found to be significantly associated with suicidal behaviour.

Conclusion  This research demonstrates the significance of treating mental health issues and expanding accessibility 
to pre-existing services to lessen the impact of the limitations generated by disabilities. Policymakers can utilize this 
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Background
Mental health is one of the most significant public health 
concerns worldwide [1]. Unaddressed common mental 
health problems often tend to increase the risk of suicidal 
behaviour among populations [2]. Suicidal behaviour 
can take various forms and intensities, including suicidal 
ideation, suicidal attempts, and actual suicide. Suicide 
claims approximately 730,000 lives globally annually, and 
according to the World Health Organization (WHO), 
over 79% of these occur in low- and middle-income 
countries (LMICs) [3–5]. In Bangladesh, reportedly eight 
per 100,00 people die because of suicide, leading to a 
total of 10,000 suicidal deaths cumulatively annually [6–
10]. However, the actual rate is believed to be higher than 
the reported rate; since in Bangladesh it is common for 
incidents to be classified as accidental death rather than 
suicide, due to stigma and to avoid postmortem social 
repercussions [11].

Evidence suggests that disability itself is a significant 
risk factor for suicidal ideation [12]. Worldwide, about 
15% of the population experience some form of disabil-
ity such as physical disability (upper limb, lower limb), 
visual, speech and hearing disability [13]. A number of 
past studies revealed, around 5.6–10% of the Bangladeshi 
population have at least one form of disability [7–9]. 
Compared to persons without disabilities, persons with 
disabilities experience poor health and mental health 
outcomes [14]. Some contributing factors are: less access 
to healthcare facilities, lower levels of education, lim-
ited social and economic participation, and higher pov-
erty rates for this marginalised population [15]. Chronic 
stress due to limitation in daily activities, stigma, dis-
crimination, isolation from wider society, physical and 
financial dependency make them more vulnerable to 
mental health conditions [16]. Stigma related to suicide 
and disability, as well as lack of appropriate services, 
prevent them from seeking professional help reflect-
ing double burden for this underprivileged population 
[17]. During the COVID-19 pandemic, additional symp-
toms indicating mental health issues were experienced, 
that could increase the risk of suicide behaviour among 
the person with disabilities [18]. Evidence from Higher 
Income Countries show that, persons with disabilities 
experienced increased burden (20.7–30.8%) of suicidal 
thoughts than the persons without disabilities (4.1–
8.3%) during the COVID-19 pandemic [19–21]. Suicidal 
thoughts and behaviour differ from person to person 
depending on their age, sex, overall health, frequency of 
stressors and previous suicidal attempts or thoughts [14]. 

Previous studies reported that these factors influence the 
risk of suicidal behaviour [14].

However, Bangladesh still lacks any kind of epide-
miological study concerning suicidal behaviour among 
people with disabilities. Although suicidality among the 
general population has been previously examined in sev-
eral studies [22–26]. Those studies mainly determined 
the suicidal behaviour among persons with certain func-
tional limitations like disabilities due to chronic illnesses, 
multiple sclerosis, Huntington disease and intellectual 
disabilities [27]. There is only one study conducted in 
Bangladesh which reported the prevalence of suicidal 
ideation as 23.9% among persons with disabilities [28]. 
However, this particular study assessed suicidal ideation 
in few districts of Bangladesh and did not use any assess-
ment tool. Hence, there is a large knowledge gap about 
suicidal behaviour. On the contrary, our study aimed to 
conduct a nationwide survey to assess the prevalence and 
determinants of suicidal behaviour among this cohort.

Methods
Study design and settings
A cross-sectional study was conducted among people 
with disabilities from the largest disability rights based 
non-governmental organization (NGO) in Bangla-
desh, the Center for Disability in Development (CDD). 
Additionally, CDD works jointly with more than 350 
national and international organizations for people 
with disabilities (OPDs) and disability-specific organi-
zations (DSOs) [29]. The socio-demographical profile 
of participants covered the ages of 18 and 60 years and 
from Bangladesh’s eight divisions (highest administra-
tive units), namely Dhaka, Chattogram, Barisal, Sylhet, 
Mymensingh, Khulna, Rajshahi, and Rangpur where the 
major CDD beneficiaries were based. The study included 
participants with a variety of physical (upper and lower 
extremity), speech, hearing, and visual impairments. As 
of 2021, CDD along with its collaborative partners (OPDs 
and DSOs) supported around 31,546 people with dis-
abilities. A sampling frame comprising list of CDD ben-
eficiaries was compiled using probability proportional 
to size (PPS) sampling. The overall sample was distrib-
uted among the selected area of beneficiaries regarding 
the share of the total beneficiaries per division in the 
selected OPDs and DSOs (Table 1). In addition to includ-
ing each of the eight divisions, sampling was employed to 
determine geographical areas within each division based 
on the locations of the OPDs and DSOs. Savar, Mirpur, 
and Khilgaon from Dhaka; Bashkhali, Rangunia, and 
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Shahid Nagar from Chattogram; Kalapara from Barisal; 
Dhubaura from Mymensingh; Dinajpur, Rangpur, and 
Mithapukur from Rangpur; Bagerhat from Khulna; Bagha 
from Rajshahi; and Kulaura from Sylhet were included. 
This study excluded those with intellectual disabilities, 
unable to communicate meaningfully, pregnant women, 
those under the age of 18, and those above the age of 60.

Sample size
It was difficult to estimate the precise prevalence of sui-
cidal behaviour due to the scarcity of research on the 
mental health problems that affect people with disabili-
ties. Therefore, the prevalence found in research with 
Bangladeshi mothers who have child with autism spec-
trum disorder (ASD) was used to estimate the sample 
size for this study [30]. Suicidal behaviour is an outcome 
of the untreated common mental health issues, that is 
caused by social exclusion, barriers and poor quality of 
life among persons with disability. So, we considered the 
mothers as they are closely tied with their children with 
ASD and encounter similar type of obstacles in Bangla-
desh. Hence, the sample size was calculated using the 
formula below considering 15.7% prevalence of suicidal 
behaviour.

	
n =

z2pq

d2

where, n = number of samples; z = 1.96 (99% confidence 
level); p = prevalence estimate (15.7%); q = (1-p); and 
d = precision limit or proportion of sampling error 0.05.

Considering a 99% confidence interval and a 5% mar-
gin of error, a sample size estimate of 353 was calculated 
for this study. For this study, a larger sample size of 353 
was considered based on the assumptions of a 10% non-
response rate and a 1.5% design effect. Probability pro-
portional to size (PPS) sampling technique was used to 
compute the sample size.

Data collection procedure and measures
The data was collected using a semi-structured ques-
tionnaire developed in Bangla that included informed 
consent (see below). Based on the prior literatures, infor-
mation regarding socio-demographic, lifestyle, health 
and disease, and healthcare seeking were included in the 
questionnaire [31–33]. During September and October 
2022, the trained study team carried out face-to-face 
interviews to collect data. The local CDD staff enabled 
the team to locate the residences and contact the selected 
individuals from the sample list. The study participants 
were informed about the study objectives, the measures 
of protecting their anonymity and privacy of the partici-
pants. Written and verbal consents were collected from 
the participants and were given the choice to participate 
in the study. Additionally, all of participants had the flex-
ibilities to have a caregiver who assisted them to answer 
during the most the interviews since it was mandatory for 
the person with visual, speech and hearing impairment. 
The research team was always accompanied by a trained 
CDD staff who knew sign language to support the person 
with the speech and hearing impairment. Some of the 
participants were also interviewed at the selected OPDs 
and DSOs to prioritize their preferences and compen-
sated for their travel cost (100–200 BDT). The principal 
investigator and the co-investigators frequently checked 
the accuracy of the data collected. Following data collec-
tion, open responses were post-coded in accordance with 
the requirements. The post-coding was done based on 
previous literatures [31–33]. Participants with severe sui-
cidal behaviour scores were given further referral to the 
collaborators for further mental health support.

Measurements
To assess the primary outcome of suicidal behaviour, we 
considered the revised version of the Suicidal Behaviour 
Questionnaire-Revised (SBQ-R). A Bengali translated 
version was previously used among Bangladeshi univer-
sity students during the second wave of COVID-19 pan-
demic and was also validated among the persons with 
autism, functional and motor disabilities in United States 
of America [34–36]. It is made up of four items, repre-
senting a different dimension of suicidality. SBQ-R item 
1 into lifetime suicide ideation and suicide attempts; item 
2 assesses the frequency of suicidal ideation over the past 
twelve months; item 3 indicates into the threat of suicidal 
behaviour; and item 4 evaluates self-reported likelihood 
of suicidal behaviour. Briefly, to be consistent with exist-
ing 4-item versions, the responses of the several items of 
the original questions were modified. We evaluated the 
SBQ-R total item scores separately, then calculated the 
overall response by combining the final scores. Based on 
previous literature, dichotomous responses were formed, 
considering 7 as cutoff [34, 36, 37].

Table 1  Division-wise distribution of study participants
Division Number of partici-

pants (N)
Percentage of 
participants 
from each 
divisions (%)

Dhaka 81 22.82
Chattogram 67 18.87
Sylhet 20 05.63
Barisal 20 05.63
Mymensingh 26 07.32
Khulna 33 09.3
Rajshahi 27 07.61
Rangpur 81 22.82
Total 355
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Along with the previous literature and known con-
founders, we included the following socio-demographic 
information: lifestyle, health and disease, care-seeking 
behaviour related factors, to determine the association 
with suicidal behaviour [31–36]. Socio-demographic 
information were collected, related to age, gender, edu-
cational qualification, type of disability, occupation, 
religion, marital status, division, and area of residence. 
Regarding age and educational qualification, we consid-
ered completed years. Initially, the age was collected as 
a continuous variable. However, to understand the age 
specific suicidal behaviour, we categorized age into three 
different groups as 18–35 years, 36 to 54 years and above 
54 years. In addition, the participants were asked about 
their food accessibility, sleeping duration, smoking hab-
its, receipt of family and community support, and self-
care practice, to understand lifestyle patterns. Moreover, 
sleep duration was reported as per their actual sleeping 
duration which were later categorized based on standard 
sleeping duration by the previous studies, i.e.,7  h. Fur-
thermore, the health and disease-related section included 
history of non-communicable disease (NCDs) and other 
health-related issues. Additionally, the health care-seek-
ing behaviour section included different relevant ques-
tions including their usual practice and type of barriers 
they faced while seeking healthcare.

Statistical analysis
The study team entered, managed, cleaned, and pro-
cessed all the data by using SPSS software version 26 and 
performed statistical analysis in SPSS software version 26 
and STATA software version 13.0. Initially for descriptive 
statistics, both frequency and percentage were calculated. 
To identify the differences between the groups, we used 
the χ2 (Chi-square) test for categorical data and inde-
pendent sample t-test for continuous data. We checked 
the linearity assumption between the factors and the 
outcome variable. We found there was a non-linear rela-
tionship between the factors and the outcome variable. 
Then we transformed the factors (age and educational 
qualification, sleeping hours, occupation) into catego-
ries. We estimated both unadjusted (crude) and adjusted 
odds ratio using simple and multiple logistic regression 
models considering different factors (age, gender, edu-
cational qualification, type of disability, occupation, 
religion, marital status, division, and area of residence) 
to see the effect of these factors on suicidal behaviour. 
Factors that were significant (with a p-value of less than 
0.05) were considered for further estimation of the mul-
tiple logistic regression model. Assumptions of multiple 
logistic regression were checked, i.e., multicollinearity 
was checked (all included variables resulted in Variance 
Inflation Factor (VIF < 4), responses were independent, 

and responses were categorized and arranged in ascend-
ing order [38, 39].

Results
General characteristics of participants
A total of 355 participants were included in this study. 
The majority of the participants were 18–35 years old. 
Among the participants, fewer had education above sec-
ondary school (7.61%), higher nuclear families (77.75%),), 
a higher percentage of people were married (65.63%%) 
and 41.13% were urban residents. About 20.28% of the 
participants reported having multiple disabilities. More-
over, almost 45.07% of participants self-reported the 
presence of having NCDs. In addition, 64.31% of par-
ticipants reported poor connectedness with family and 
friends, however, 65.63% reported that they received sup-
port from their community with their daily chores. How-
ever, 94.93% reported that they practice at least one form 
of self-care. Moreover, 54.93% of participants reported 
over-sleeping, and 72.68% stated that they faced prob-
lems with food accessibility (Table 1).

Prevalence of suicidal behaviour among persons with 
disabilities
The overall prevalence of suicidal behaviour among the 
persons with disabilities was 10.45%, considering the 
cut-off score as 7 for the SBQ-R. Whereas, about 40% 
reported having suicidal thoughts in their entire lifetime, 
9.01% had suicidal ideation in the last 12 months, 8.87% 
threatened suicidal attempts and 5.94% reported a likeli-
hood of suicidal behaviour in the future. ( Figure-1)

Association between suicidal behaviour and other 
measures
Suicidal behavior was significantly associated with being 
female, having multiple disabilities, poor connection 
with family and friends, sleeping more than the standard 
duration, encountering problems in food accessibility 
(Table 2).

Logistic regression analysis
From the crude model, female participants were 2.0 (CI: 
1.0, 4.0) times more likely to have suicidal behaviour 
compared to males. Moreover, persons with multiple dis-
abilities are 2.1 (0.9, 4.4) times more prone to have sui-
cidal behaviour compared to persons with one disability. 
The odds of having suicidal behaviour for the persons 
who faced food inaccessibility were 2.9 (1.5, 5.8) times 
higher compared to those who did not faced any inac-
cessibility. Furthermore, odds were increased 0.5 (CI: 0.2, 
0.9) times for longer sleepers. Additionally, participants 
who were not connected with their family and friends 
were found to have more than double the odds for having 
suicidal behaviour (OR: 2.6; CI: 1.1, 6.11).
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A multiple binary logistic regression evaluated the 
associated factors of suicidal behaviour. The reference 
group was ‘no suicidal behaviour’. Being female (OR: 2.2; 
CI: 1.1, 4.9), faced problem in food accessibility (OR:2.6; 
CI: 1.3, 5.4), and not connected with their family and 
friends (OR: 2.9; CI: 1.2, 7.2) were significantly more 
likely to have suicidal behaviour (Table 3).

Discussion
Suicide is a major social and public health issue which 
has been postulated to be influenced by the presence of 
a disability. Moreover, a number of studies have also sig-
nificantly associated suicidal behaviour and suicides with 
common mental health conditions [40]. Importantly, the 
COVID-19 pandemic also led to deteriorating mental 
well-being of all populations, especially vulnerable popu-
lations like people with disabilities. However, very lim-
ited studies exploring suicidal behaviour among people 
with special needs exists, therefore our study assessed 
the prevalence and determinants of suicidal behaviour 
among persons with disabilities in Bangladesh. The find-
ings may influence to create the scope for evidence-based 
and inclusive strategies for developing action plans to 
reduce the incident rates of suicide among people with 
disabilities.

Compared to HICs (High Income Countries), many 
studies have reported a higher suicide prevalence among 
populations of LMICs like Azerbaijan and Bangladesh, 
but very few of these studies highlighted the suicide 
prevalence among people with disabilities in LMICs [40]. 
Informing this gap, our study findings reported an over-
all prevalence of suicidal behaviour among the persons 
with disabilities to be 10.45%. Aligning with this, the few 
global studies available also depicted three folds increase 
of suicides among people with disabilities in compari-
son to people without disabilities [41]. Furthermore, as 
per the International Classification of Functioning, Dis-
ability and Health (ICF), the inter-connected factors like 
functional impairment, activity limitation and restricted 
participation, affect the way a person with disability can 
access and participate in society [42]. Such limitations 
and exclusion from society, also render people with dis-
abilities at greater risk of common mental health condi-
tions [42]. Moreover, unaddressed distress and mental 
health issues can lead to more severe mental health con-
ditions, which are known to increase suicidality as well 
as being associated with shorter lifespan for a number 
of other reasons [40]. Hence, early interventions like 
early diagnosis, patient-profile based therapy, coordi-
nation between primary and secondary care sectors at 
individual, community and government level should be 
implemented.

As per prior studies, suicide is causally a heteroge-
neous phenomenon, varying with the patterns of risk 
factors across gender, age, culture, geographic loca-
tion, and other person-specific factors like relationships, 
educational level, income level and so on [43]. As per a 
number of studies in LMICs, disability is already highly 
stigmatized in the societies [44, 45]. Hence, intersecting 
factors like having multiple disability and being females 
in the male dominant societies arise as additional chal-
lenges leading to suicidal behaviour [46–48]. Our study 

Table 1  Socio-demographic characteristic of the participants
Name of the 
variable

Frequency (n)
Percentage (%) 
(sample)

Gender Male 208 (58.59)
Female 147 (41.41)

Age Up to 35 years 170 (47.89)
36 to 55 years 146 (41.13)
56 years and above 39 (10.99)

Education No formal education 106 (29.86)
Up to higher secondary 222 (62.54)
More than higher secondary 27 (7.61)

Area of residence Urban 146 (41.13)
Rural 209 (58.87)

Religion Muslim 284 (80.0)
Hindu 71 (20.0)

Marital Status Unmarried 122 (34.37)
Married 233 (65.63)

Occupation Employed 155 (43.66)
Unemployed 200 (56.34)

Type of family Nuclear family 276 (77.75)
Joint family 79 (22.25)

Number of 
disabilities

One 283 (79.72)

Multiple 72 (20.28)
Smoking behaviour No 183 (51.55)

No, but former smoker 59 (16.62)
Yes 113 (31.83)

Non-communicable 
disease

No 195 (54.93)
Yes 160 (45.07)

Connectedness 
with family and 
friends

No 227 (64.31)
Yes 126 (35.69)

Self-care practice No 18 (5.07)
Yes 337 (94.93)

Support received 
from community 
members

No 122 (34.37)
Yes 233 (65.63)

Sleeping duration Up to 7 h 160 (45.07)
More than 7 h 195 (54.93)

Food Accessibility No 97 (27.32)
Yes 258 (72.68)

Main earning mem-
ber of the family

Self 115 (32.39)
Spouse 65 (18.31)
Other family members 175 (49.30)
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also reported suicidal behaviour to be significantly asso-
ciated with factors like being female, having multiple dis-
ability, poor connection with family and friends, sleeping 
more than the standard duration, facing problems in food 
accessibility. Our findings were therefore coherent with 
existing research and theory.

Several international and national studies report a 
marked gender disparity in suicidal rates, with females 
being more prone to suicidal behaviour [49]. Although 
the rate of suicidal behaviour has been reported to be 
higher among women, the rate of successful suicide is 
higher among men in most global research [50]. Consis-
tently, our study also reported being female as a signifi-
cant factor contributing to suicidal behaviour. Similar to 
other LMICS like India and Pakistan, a patriarchal social 
system is dominant where women are subordinated to 
men both within the household and community levels 
[51]. In Bangladesh, women are the primary caregivers of 
the families and conversely considered as the economic 
and social burdens in their families. Owing to this, many 
females from impoverished families face child marriages, 
physical and sexual violence [49]. Moreover, the pres-
ence of disability-confounded with marital disharmony, 
perceived performance failure as wife, divorce based on 
infertility, and expulsion from the family, can instill sui-
cidal behaviours among women with disabilities [52]. 
To overcome this disparity, gender-sensitive advocacy, 
and gender-specific mental health interventions are 
necessary.

Additionally,, our study findings emphasized that par-
ticipants with multiple disabilities are more likely to 
have suicidal behaviour. Aligning with this, prior stud-
ies found that multiple disabilities increased the risk 
of suicidal thoughts and suicide by three to eight fold 
[53]. Moreover, compared to people with one disability, 
people with multiple disabilities are prone to increased 
health issues and more limitations in daily life activities, 

increasing their cumulative risk of being suicidal [48]. 
Hence, accommodations at family, community, policy, 
infrastructural levels and access to augmentative and 
alternative communication skills for health staff, leading 
to better access to social and health services for people 
with multiple disabilities is needed.

A number of prior studies across developed and 
resource-poor countries, reported low socio-economic 
status and food inaccessibility among people with disabil-
ities are inter-related [54]. Following this, our study also 
stated respondents who faced food inaccessibility were 
more prone to suicidal behaviour. Unfortunately, few 
employment opportunities and the strong association 
between poverty and disability makes financial depen-
dence for basic needs like food and shelter common 
among people with disabilities [55]. Therefore, inclusive 
and flexible policies to ensure access to poverty allevia-
tion efforts, including livelihood and cash transfer pro-
grams, for person with disabilities should be ensured.

Furthermore, a plethora of research studies across the 
world report being connected with family and friends as 
a protective factor against suicidal behaviour [56]. How-
ever, many people with disabilities are deprived of their 
fundamental rights to participate in social and commu-
nity life– for example enshrined in Article 19 of the Con-
vention on the Rights of Persons with Disabilities– due 
to attitudinal barriers and stigma [57]. Additionally, fam-
ily support is essential for people with disabilities to ful-
fill not only emotional needs, but resource provision or 
mobilization of supports and resources [58]. Our find-
ings also confirmed poor connection with family and 
friends to be significantly associated with suicidal behav-
iour. Therefore, access to social rights and the exercise 
of community participation in the community should be 
encouraged.

Evidently, our study reported participants with insuf-
ficient sleeping hours are more inclined to suicidal 

Fig. 1  Prevalence of indicators of suicidal behaviour
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Name of the variable Suicidal Behavior Chi- Square
p-valueAbsence of suicidal behavior Presence of suicidal behavior

Gender 4.104 (0.043)
Male 192 (92.31) 16 (7.69)
Female 126 (85.62) 21 (14.38)
Age 2.379 (0.304)
Up to 35 years 153 (90.53) 16 (9.47)
36 to 55 years 127 (86.99) 19 (13.01)
56 years and above 38 (94.87) 2 (5.13)
Education 0.848 (0.655)
No formal education 95 (88.68) 12 (11.32)
Up to higher secondary 200 (90.50) 21 (9.50)
More than higher secondary 23 (85.19) 4 (14.81)
Area of residence 2.798 (0.094)
Urban 126 (86.30) 20 (13.70)
Rural 192 (91.83) 17 (8.17)
Religion 0.0631 (0.802)
Muslim 255 (89.75) 29 (10.25)
Hindu 63 (88.73) 8 (11.27)
Marital Status 0.017 (0.897)
Unmarried 108 (89.26) 13 (10.74)
Married 210 (89.70) 24 (10.30)
Occupation 0.005 (0.944)
Employed 139 (89.68) 16 (10.32)
Unemployed 179 (89.45) 21 (10.55)
Number of disabilities 3.947 (0.047)
One 259 (91.17) 25 (8.83)
Multiple 59 (83.10) 12 (16.90)
Type of family 0.887 (0.346)
Nuclear family 244 (88.73) 31 (11.27)
Joint family 74 (92.41) 6 (7.59)
Smoking behavior 3.575 (0.167)
No 160 (86.89) 24 (13.11)
No, but former smoker 52 (89.66) 6 (10.34)
Yes 106 (93.81) 7 (6.19)
Non-communicable disease 0.632 (0.427)
No 176 (90.72) 18 (9.28)
Yes 142 (88.13) 19 (11.88)
Connectedness with family and friends 4.586 (0.032)
No 197 (86.73) 30 (13.27)
Yes 120 (94.44) 8 (5.56)
Self-care practice 0.486 (0.486)
No 17 (94.44) 1 (5.56)
Yes 301 (89.29) 36 (10.71)
Support received from community members 1.508 (0.219)
No 105 (86.78) 16 (13.22)
Yes 213 (90.99) 21 (9.01)32
Sleeping duration 4.968 (0.026)
Up to 7 h 137 (85.53) 23 (14.47)
More than 7 h 181 (92.82) 14 (7.18)
Food Accessibility 9.691 (0.002)
No 79 (81.25) 18 (18.75)
Yes 239 (92.64) 19 (7.36)

Table 2  Association between suicidal behavior and other measures
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behaviour. Likewise, previous research from LMICs 
highlighted that sleep disruptions, specifically insomnia 
symptoms and poor sleep quality significantly influence 
suicidal thoughts and suicide attempts [58]. To minimize 
this burden, this group should be educated to maintain a 
healthy life style including adequate sleeping time.

Suicidal behaviours often remain unreported or under-
reported and we recognise that our research only reflects 
the tip of the iceberg. Moreover, in a resource poor 
setting like Bangladesh, the burden of common men-
tal health conditions is already higher among females, 
low income families and people with disabilities. Sui-
cide reduction is an indicator for achieving the United 
Nations Sustainable Development Goals and a multisec-
toral strategy involving members from diverse sectors as 
well as the healthcare sector is necessary to prevent sui-
cide among people with disabilities. As part of a national 
suicide prevention strategy for people with disabilities, 
regular media workshops at the national, regional, and 
local levels might be emphasized. Journalists can develop 
a self-regulating and self-monitoring system for the com-
passionate reporting of suicide cases. This research find-
ings also have the potential to guide the formulation of 

additional suicide prevention interventions particularly 
for the people marginalised community.

Strength and limitations
This was a cross-sectional study, no cause-and-effect 
relationships in between components were established. 
In order to investigate the potential risk of suicidal 
behaviour, longitudinal studies should be developed. 
Additionally, due to the lack of accessible communica-
tion resources, this study only included participants with 
physical, speech, hearing and visual impairment. Evi-
dently, inclusion of psychosocial disabilities would have 
increased identified suicidal behaviour. Moreover, the 
cut-off points of these psychometric tools were estab-
lished mostly among people without disability in Ban-
gladesh context. Furthermore, suicidal behaviour is a 
complicated psychological phenomenon, which makes 
it difficult to accurately evaluate and categorize because 
it cannot be adequately captured by self-reported 
responses. However, due to self-reporting and related 
stigmas from positive responses, underreporting of sui-
cide behaviours is probable. As people without impair-
ments were not covered in our sample, it was not 
possible to contrast the suicidal behaviour of people with 
and without disabilities, which may have helped elucidate 
the relative impact of social factors vs. impairments and 
disability-specific issues.

Although during the consenting process, the trained 
field staff assured the participants of privacy, confiden-
tiality and anonymity, there might be some possibilities 
of under reporting of the suicidal behaviour, since these 
issues are highly stigmatized in Bangladeshi.

To best of our knowledge, this is the first study to 
investigate the factors that may lead to suicidal behav-
iour among Bangladeshi people with disabilities. Since, it 
focused on the persons with disabilities, one of the most 
vulnerable population, who are largely understudied 
worldwide, these findings might be helpful for developing 
interventions programs for the susceptible group. More-
over, this was a population-based, large scale study which 
used previously validated instruments to assess suicidal 
behaviour. Furthermore, it covered almost all the covari-
ates found significant in previous literatures. Moreover, 
the data were collected from the largest organization 
that works with people with disabilities, which followed 

Table 3  Crude and adjusted logistic regression showing the 
associated factors of suicidal behaviour
Suicidal behaviour COR [95% CI] AOR [95% CI]
Gender
Male (ref ) 1 1
Female 2.016 [1.013, 4.013] * 2.355 [1.141, 

4.863] *
Number of disabilities
One (ref ) 1 1
Multiple 2.099 [0.9970., 4.417] * 2.118 [0.964, 4.654]
Food accessibility
Yes (ref ) 1 1
No 2.903 [1.451, 5.807] ** 2.641 [1.284, 

5.432] **
Sleeping duration
Up to 7 h (ref ) 1 1
More than 7 h 0.457 [0.227, 0.921] * 0.502 [0.242, 1.043]
Connectedness with 
family and friends
Yes (ref ) 1 1
No 2.602 [1.108, 6.110] * 2.952 [1.21, 

7.164] *

Name of the variable Suicidal Behavior Chi- Square
p-valueAbsence of suicidal behavior Presence of suicidal behavior

Main earning member of the family 5.458 (0.065)
Self 105 (91.30) 10 (8.70)
Spouse 53 (81.54) 12 (18.46)
Other family members 160 (91.38) 15 (8.62)

Table 3  (continued) 
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a scientific approach for tracking them, which could be 
beneficial for designing large-scale studies.

Conclusion
The COVID-19 pandemic has had drastic repercussions 
on mental health, especially among people with disabili-
ties. With very limited research available on this specific 
population, we hope our nationwide study findings will 
establish the foundation for further research and inter-
ventions for people with disabilities. The findings iden-
tified the risk factors associated with suicidal behaviour 
among people with disabilities, and the study findings 
might help translate the into evidence-based interven-
tions for a more inclusive mental health care system in 
Bangladesh. It is essential to ensure the nation’s disabil-
ity support infrastructure is more aware of this issue, and 
that the mental health care system can provide better 
accessibility for people with disabilities.
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