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Abstract

Objectives: The aim of the study was to explore the attitude of heath professionals working in rural
hospitals in Sri Lanka towards deliberate self-poisoning patients, and factors of importance for this
attitude. Furthermore, the study aimed to explore how the patients perceive the attitude of health
professionals and look into challenges in relation to prevention of deliberate self-poisoning.
Methods. Data was collected using qualitative methods as observations, informal interviews with
key-informants, and in-depth interviews with six patients admitted to two rural hospitals, five
medical officers, and five nurses working at the same hospitals. The analysis was exploratory and
was based on content analysis.

Findings. Working with self-poisoning patients in rural hospitals is challenging and evokes
negative feelings. According to the health professionals, self-poisoning patients can be very
aggressive, stubborn, and refuse treatment, which lead to a feeling of frustration and a harsh attitude
towards the patients. The health professionals are not educated to work with these patients, and they
have difficulties relating to the reasons that make patients resort to poison. Deliberate self-poisoning
patients are treated differently compared to other patients groups, and sometimes they have to pay a
fine to the hospital. The feelings related to working with deliberate self-poisoning patients and the
organisational setting, such as lack of resources, proper equipment, and support from more
experienced personnel affect the attitude towards these patients, and can lead to a decrease in the
quality of care offered to these patients. The patients express that they are treated well in the
hospital. However, patients report of episodes of being scolded, rough treatment by staff, and
having to pay finesto the hospital. One of the most prominent challengesin prevention of deliberate
self-poisonings is easy access to pesticides in the community. Interpersonal conflicts were
immediate reasons for all deliberate self-poisoning patients in our study, and the patients were
found to have poor coping strategies, since they were unable to cope with minor problems. The
health professionals express that they could play a larger role in prevention of deliberate self-

poisoning by being involved in community programmes.
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1. Introduction

Annually, suicide accounts for nearly 900,000 deaths worldwide, which means that more lives are
lost due to suicide than wars and homicide combined (Bertolote et al. 2006). In addition to these
numbers, even more people deliberately harm themselves without the result being fatal. It has been
estimated that more than one hundred million people around the world are affected by suicidal
behaviour each year, if the effect on family and friends is included (Goldney 2002, Bertolote et al
2006). Suicide and deliberate self-harm has profound and lasting impact on all areas of life of the
individual, family, and society, and have far-reaching consequences in shape of economical, socia,
and psychological costs (WHO 2001a).

Suicide and self-harmin Si Lanka

Suicide rates in Sri Lanka have increased dramatically from the 1960s up to the late 1990s, and the
country has had one of the highest suicide rates in the world for the past two decades (van der Hoek
& Konradsen 2005, WHO 20014a). The official estimates from 1996 assume a suicide rate of 37 per
100,000 persons. However, substantial underreporting is believed to take place and current rates are
estimated to be as high as 44-50 per 100,000 persons (WHO 2001a). According to the officia
suicide rate reported by the government, the rate has fallen to 24 per 100,000 personsin 2002. Even
though the importance of self-harm in developing countries is now being recognized, there is still a
lack of research in both epidemiology and hospital management of self-harm patients (Eddleston et
al 1999).

Self-poisoning and pesticides

Self-poisoning is one of the most common methods for self-harm and suicide. The methods for self-
poisoning vary between countries, and the choice of method might be related to the accessibility of
certain methods (Kerkhof 2000). On a worldwide basis, ingestion of pesticides is now the most
common method of suicide, and it is a major public health problem in many developing countries
(Bertolote et al. 2006). Based on data from 2001, it has been estimated that ingestion of pesticides
cause at least 300,000 deaths annually (Gunnel and Eddleston 2003), and 99% of all acute
poisonings deaths take place in low- and middle-income countries (Konradsen 2006). In Sri Lanka,
the mortality due to poisoning has increased from 11.8 to 43 per 1000 deaths from 1980 to 2000,
with the highest increase in rural areas (Murthy 2000).



Asin many other developing countries, especialy in Asia, the self-poisoning rate with pesticidesis
alarmingly high in Sri Lanka. Since the 1950s, pesticides have been used extensively in agriculture
and have been promoted as a necessary tool for developing countries to become self-sufficient in
food. A high proportion of the Sri Lankan population isinvolved in agriculture where pesticides are
widely available (Roberts et a 2003), and 75% of suicides in Sri Lanka takes place in these rural
areas where poverty and economic insecurity are widespread among the population (Marecek &
Ratneyeke 2001, Ratnayeke & Marecek 2003). The number of self-poisoning cases in rural Sri
Lanka peak around the age of 15-25 years (Eddleston et a 2005, Gunnel & Eddleston 2003), and

death at such a young age can have substantial economic and social impact on the families.

Self-poisoning with pesticides is a highly lethal method and deliberate self-poisoning with
pesticides is the most common cause of death in several rura districts of Sri Lanka (Ministry of
Health 2002, Eddleston et a 1998). The case fatality for self-poisoning patients is much higher in
devel oping countries than in developed countries, and it is estimated that 10-20% of deliberate self-
poisoning patients admitted to Asian hospitals die compared to less than 0.5% in hospitals in
Europe. Several factors contribute to the high case fatality in developing countries e.g. the highly
toxic nature of the pesticides, the time it takes for patients in rural areas to reach hospitals on poor
roads, transfer time to larger hospitals, and lack of effective medical treatment and equipment in
many rural hospitals (Eddleston 2000, Desapriya et a. 2004, WHO 2006). Thereby, deliberate self-
poisoning with pesticides clearly becomes a large contributor to excess death (Bertolote et al. 2004).

Degspite the extent of deliberate self-poisoning with pesticides, only few studies have looked deeper
into risk factors for acute pesticide poisoning (van der Hoek & Konradsen 2005). In 1998-1999, van
der Hoek and Konradsen conducted a hospital-based study in the area of Uda Walawe, Sri Lanka
using a case control design to explore the relative importance of different determinants for acute
pesticide poisoning. Based on interviews with patients and close relatives, the study found that a
combination of socio-demographic characteristics (young age, low educationa level) in
combination with negative life events (having ended an emotional relationship, having a close
relative with self-poisoning, unemployment), and psychological variables (alcohol dependence) to
be independent risk factors for deliberate self-poisoning with pesticides (van der Hoek &
Konradsen 2005). In many western countries, suicide attempts are often associated with psychiatric

illness, but this does not appear to be the case in Sri Lanka (Marecek 2003). However, this lack of



connection between psychiatric illness and suicide is seen in other developing countries as well, but
it has been argued that this may merely be due to the under diagnosis of psychiatric illness in
developing countries (Vijayakumar et a 2004, Cheng & Lee 2000). To this day, the role of

psychiatric illnessin Sri Lanka and other developing countries remains unclear.

Sri Lanka is one of few developing countries where data on the extent of acute pesticide poisoning
is available (van der Hoek et a 1998). However, further research on self-poisoning is needed to

develop and implement durable intervention strategies to target this public health problem.

Quality of care in relation to self-poisoning patients

One of the most widely used definitions of quality of care isformulated by the Institute of Medicine
in 1990. It states that quality of care can be seen as “the degree to which health services for
individuals and populations increase the likelihood of desired health outcomes and are consistent
with current professional knowledge’ (Institute of Medicine 1990). Quality of care is a
multidimensional issue that may be defined differently, according to focus and priorities. Health
professionals and patients may perceive quality in different ways and priority different aspects
(Credl et al 2002).

In this paper, focus will be on the aspect of quality of care that takes place in the interaction
between health professionals and patients. The quality of the interaction between patients and health
professionals depends on several factors like the way health professionals communicate to patients;
both verbal and nonverbal, health professionals abilities to maintain the patients trust, and to treat
patients with concern, empathy, honesty, and sensitivity (Donabedian 1988). The relationship

between health professionals and patients is an important aspect when looking into quality of care.

Besides the interaction between patients and health professionals, this paper will focus on an
additional aspect of quality of care. Prevention plays an important role in order to bring down the
number of self-poisonings. Preventing people from self-poisoning is an important aspect of health
services since prevention increase the likelihood of desired health outcomes for both individuals

and communities



Attitude of health Professionals and quality of care

Attitude of health professionals towards deliberate self-harm patients is a factor that can influence
quality of care. Studies from developed countries have found that hospital staff working with
deliberate self-harm or suicide patients to have a negative attitude towards these patient groups
(Hopkins 2002, Slaven & Kisely 2002, Pompili et a 2005, Wilstrand et a 2007). The patients
might be subjected to stigmatization and lack of empathy, feel rgection or hostility from the staff
(Pompili et a 2005) or the health professionals may not hold expectations of positive outcome for
deliberate self-harm patients and therefore, may not do best practise in treatment (Slaven & Kisely
2002). A negative attitude has been identified as a factor that leads to a decrease in the quality of
care offered to these patients (Pompili et al 2005).

Another aspect that supports the relevance of 1ooking deeper into the quality of care offered to self-
harm patients is that suicidal behaviour first recently was decriminalized; it was illegal until 1998
(Vijayakumar et al 2004). Therefore, many health professionals have worked in a health care
system where suicide was illegal, and this might have an impact on their attitude toward suicide
patients as well as self-harm patients.



2. Objectives

In the study, we wish to focus on different aspects of quality of care provided for deliberate self-
poisoning patients in two governmental hospitalsin rural Sri Lanka. We wish to explore the quality
of care from the view of both patients and health professionals, since there might be a discrepancy

in what these two groups consider as quality of care. Hence, our objectives are as follows:

To explore the attitudes of health professionals working in rural hospitals in Anuradhapura
Digtrict, Sri Lankatowards deliberate self-poisoning patients.

To explore challenges for health professionals treating deliberate self-poisoning patients in
rural hospitalsin Anuradhapura District, Sri Lanka.

To explore how deliberate self-poisoning patients admitted to rural hospitals in
Anuradhapura District, Sri Lanka perceive the attitude of health professionals.

To explore possibilities and challenges in relation to prevention of deliberate self-poisonings
according to the health professionals and deliberate self-poisoning patients in rural hospitals
in Anuradhapura District, Sri Lanka.

3. Central concepts

To ease the readability of the paper, a definition of central concepts will be presented in this section.
There is no general agreement on the terminology used in the area of suicide and self-harm, and
many of the existing terms are often used inter-changeably and in different meanings. The terms
used in this paper are presented below.

Deliberate self-harm
Deliberate self-harm is an act of deliberate self-inflicted injury with a non-fatal outcome —

irrespective of whether the individual has an intention to die or not.*

! Inspiration for the definitions have been found in the following materials; “ Self-directed violence” (WHO 2002a),
“The World Health Report 2001, Mental Health: New Understanding, New Hope” (WHO 2001b), and “ Attempted
Suicide: Pattern and Trends’ (Kerkhof 2000).



Deliberate self-poisoning
Deliberate self-poisoning is an act where a poisonous substance is ingested intentionally —
irrespective of whether the individual had an intention to die or not. Deliberate self-poisoning is

merely one out of several methods to self-harm.*

Suicide
Suicide is an act of deliberate self-inflicted injury that results in a fatal outcome — irrespective of

whether the individual had an intention to die or not.*

Relation between deliberate self-harm, deliberate self-poisoning and suicide

In this paper, focus is on deliberate self-poisoning which can be a method for deliberating self-
harm, but it can aso result in suicide. For many years, it has been the prevailing conceptions that
deliberate self-harm and suicide required different explanatory models. However, it is now believed
that these differences have been overstated and there is no reason to believe that this is necessary
(Williams & Pollock 2000, Vijayakumar et al. 2004).

Pesticides
Pesticides include several subgroups such as herbicides and insecticides. In this paper, pesticides

are used asajoint term for all chemicals used in agriculture.

Quality of care

The overall definition of quality of care in this paper is: “The degree to which health services for
individuals and populations increase the likelihood of desired health outcomes and are consistent
with current professional knowledge” (Institute of Medicine 1990). This definition has previously
been elaborated in section 1.

Attitude
Three dimensions can be used to assess attitudes: an affective component referring to feelings or
emotions, a behavioural component referring to intentions and reactions, and a cognitive component

consisting of thoughts, ideas, and perception. In this paper, attitude is seen as the positive or



negative reaction of heath professionals towards deliberate self-poisoning patients exhibited in
their beliefs, feelings, or intended behaviour.?

Health professionals
The overall term for nurses and medical officersis health professionals. When needed, a distinction

between nurses and medical officers will explicitly be stated.

5. Subjects and methods

5.1 Description of study area

Sri Lanka is an island located on the southeast coast of India, and it has a population of
approximately 20 million people. It is a multi-ethnic, multilingual, and multicultural country where
Sinhala, Tamil, Muslim, and Burgher are the most prominent ethnic groups. Sinhala is by far the
largest ethnic group and approximately 74% of the inhabitants belong to this group (Cheng & Lee
2000). The vast majority of Sinhalese are Buddhist, but other religions such as Hinduism, Islam,
and Christianity are also represented in the country. Although Sri Lanka stands out among the
South Asian countries in areas such as high levels of education, female literacy rate, and free health
care, it remains a developing country with high levels of poverty (WHO 2002b, Marecek &
Ratnayeke 2001). Since the beginning of the 1980s, there has been an ongoing civil war in the
North and East. Naturally, this has had widespread economic, social, and psychological effects on
the country (Cheng & Lee 2000).

Sri Lanka is divided into 9 provinces, with The North Central Province being the largest. North
Central Province consists of two administrative districts, Anuradhapura and Polonnaruwa District.
(Department of Health Services, NCP 2003). This study is conducted in two hospital units in
Anuradhapura District.

2 With inspiration from Sable in the article of Lucas 2006 webpage
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Maps of Sri Lanka and Anuradhapura District

Anuradhapura District

Maps downloaded from www.lonel yplanet.com, www.humanitarianinfo.org

Anuradhapura District is the largest district in Sri Lanka, and in 2003, the total population of the
district was approximately 764,000 people (Department of Health Services, NCP 2003). The
employment rate in the district is 94.8%, alittle higher for males than females. The vast mgjority of
the population in the area is rural farmers, whereas many women in the area are unpaid family
workers (Department of Census and Statistics 2003). According to poverty statistics of Sri Lanka,
agriculture is one of the sectors with the highest level of poverty, and 80% of the poor reside in
rura areas, and (WHO 2002b). In 2002, 17.2% of the households in Anuradhapura District were

considered poor (Department of Census and Statistics’).

The size of Anuradhapura District with its widespread communities makes the delivery of health
care relatively more difficult than in the rest of Sri Lanka (Asian Development Bank 2003). The
largest hospital in Anuradhapura District is Anuradhapura General Hospital, which is a 1300-bed
secondary hospital with an intensive unit care. Poisoning patients from the peripheral health units
are transferred to this hospital if they need specialized treatment, like mechanical ventilation and
cardiac pacing (Eddleston et al 2006a). Furthermore, two base hospitals and five district hospitals
are located in the district, besides 7 peripheral units, 32 rural hospitals, and 14 central dispensaries’
(Ministry of Health 2002).

% Publication year is not available but the report can be downloaded from

http://209.85.135.104/search?g=cache: 0AM M 5zbzel EJ:www . stati stics.gov.| k/poverty/Poverty Statisti cs.pdf +Poverty+St
atistics/+Indicators+for+Sri+Lanka& hl=da& ct=clnk& cd=1& gl=dk

* Includes only out patient services (Department of Health Services, NCP 2003)
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In 2001, the leading cause of death in Anuradhapura District was death from the toxic effects of the
pesticide subgroup organophosphate and carbamite insecticides (Ministry of Health 2002), and
deliberate self-poisoning patients are continuing to take up many resources of the health care system
in the district.

Box 1. Levels of the health care systemin Sri Lanka

The public health care system ranges from large Teaching Hospitals with speciaised consultative
services to small Central Dispensaries providing only outpatient care. The distinction between the
hospitals and the smaller units is due to size and the facilities provided. After Teaching Hospitals,
Provincial Hospitals are the largest hospitals followed by Base Hospitals whereas District Hospitals
are the largest primary health institutions followed by Peripheral Units, Rural Hospitals and the
Central Dispensaries (Ministry of Health 2002).

5.2 Study units

Thalawa

Thalawa is a town approximately 15 km south of Anuradhapura town, and it has a population of
51.695 inhabitants. Two periphera units and a rural hospital are present in the area (Department of
Health Services, NCP 2003), and the study is carried out in Thalawa Peripheral Unit.

Thalawa Peripheral Unit has 66 beds spread out on two wards. one male and one female ward
(Department of Health Services, NCP 2003). Two medical officers, one registered medical officer®,
and 10 nurses are working in the hospital. Normally, only one medical officer is present at the
hospital during the day. Outside normal working hours, one medical officer is on-call, but no

medical officer is present in the hospital.

In 2006, the hospital had 215 poisoning cases discharged alive® with a peak from August until
November, because of the harvest season. The majority of self-poisoning patients from Thalawa is

transferred to Anuradhapura General Hospital immediately after admission.

® A registered medical officer has done a diploma course in contrast to amedical officer who has completed a university
degree programme.

® It has not been possible to access information regarding number of poisoning patients who died in the hospitals, which
iswhy only numbers from live discharges are presented. Since severe cases are typically transferred immediately, there

is no reason to believe that the total number of patients vary considerably from this number (personal communication).

12




Thambuttegama

Thambuttegama is a town approximately 25 km south of Anuradhapura with a population of 37.255
people. There is only one Base Hospital in the area, and no Peripheral Units are located in the area
(Department of Health Services, NCP 2003).

Thambuttegama Base Hospital has 125 beds spread out on five different wards: one female medical
ward, one male medical ward, one maternity ward, one surgical ward, and one paediatric ward. The
staff consists of 12 medical officers and 30 nurses. Officially, Thambuttegama Hospital has been
upgraded from a rural unit to a base hospital a couple of years ago. Amongst other things, a base
Hospital is required to have a consultant in paediatrics, surgery, gynaecology and obstetrics, and
general medicine’. However, in practice the hospital has only one consultant in paediatrics.

In 2006, the hospital had 215 poisoning patients discharged alive®. The majority of these cases are
intentional self-poisonings.

5.2 Selection criteriafor subjects

Health professionals:

Medical officers and nurses working in general wards at Thambuttegama Base Hospital or Thalawa
Peripheral Unit were eligible to participate in the study. Furthermore, they were to have at least 6
months of recent experience in one of the general wards from the above-mentioned hospitals where

self-poisoning patients are treated.

Patients

Patients eligible to participate in the study were patients who deliberately ingested pesticides who
were admitted, and received treatment at Thambuttegama Base Hospital or Thalawa Peripheral Unit
in the study period (23 April to 5 May 2007). Patients had to be above 18 years of age and have
recovered enough to be able to conduct the interview. All deiberate self-poisoning patients

admitted to the hospitals and who fulfilled the criteria were invited to participate in the study.

7 Other requirements for a base hospital includes: a blood bank, x-ray unit and alaboratory (Ministry of Health 2002)
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Box 2. Case stories

Case 1: a 46-year-old married man with two children is admitted after drinking of a bottle with an
unknown fluid. He found the bottle outside his house and did know if it was poison or water, he
drank. He drank of the bottle because he wanted to frighten his wife after an argument. He was very
drunk when he came to the hospital. After forced emesis®, the health professionals stated that, he
had only drunk water. He was discharged the same day.

Case 2: a 20-year-old man is admitted to the hospital because he drank one mouthful of paraquat.
He is transferred to Anuradhapura General Hospital after a gastric lavage but returns when his
condition is stable. He told that he took the poison due to afight with a girl friend. Later he tells that
his aunt tried to force him to marry one of his relations that he does not want to married. He felt sad

and that was why he drank poison.

5.3 Methods

Previous studies in Sri Lanka focusing on deliberate self-poisoning have mainly been based on
guantitative research methods. However, to explore socia, emotional, and experimental phenomena
qualitative methods offer a great advantage over quantitative methods (Giacomini & Cook 2000).
Qualitative methods are suitable for investigating aspects of behaviour, beliefs, interactions, and
attitudes of health professionals (Pope & Mays 1995). Therefore, this project relies on qualitative
methods to explore the quality of care for deliberate self-poisoning patients. The methods used to
explore the objectives are in-depth interviews, observations, and informal interviews with key-

informants.

5.3.1Literaturereview

A literature review was conducted to find background information for our study. Articles have been
searched within the following topics. pesticides, pesticide poisoning, self-harm, deliberate self-
harm, intentional self-harm, self-injury, intentional self-injury, self-poisoning, suicide, suicide
prevention, quality of care, attitude, trust, patient satisfaction, suicide prevention. Furthermore,

articles were found by following up on relevant references from articles already found.

8 In forced emesis patients are made to drink large amounts of water to make them throw up —if available an emetic is
added to the water. The scientific evidence for aclinical benefit of performing forced emesis have not been confirmed,
and emesisis no longer recommended by clinical toxicologistsin the west (Krenzelok et al 2004 ). Nevertheless, forced
emesisis still considered as basic management for treatment of self-poisoning patients in the rural hospitals.
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Articles were searched in various databases including Pubmed, Science Direct, and Electronic
Databases of the Royal Danish Library.

5.3.2 Ethical consider ations and preliminary arrangements
Ethical clearance to carry out the field study was granted by the Committee on Research and Ethical
Review, Faculty of Medicine, University Peradeniya on 18 April 2007.

The Medical Officersin Charge at both Thalawa Peripheral Unit and Thambuttegama Base Hospital
had initially been informed about the study by letter. The purpose of the study and further
arrangements were explained in fuller detail after meeting the Medical Officers in person. It was
agreed with the Medical Officer in Charge of both hospitals to assure confidentiality for health
professionals and patients. Since both hospital units are very small and have a limited number of
staff, information such as names, sex, and age will not be mentioned for heath professionals.

Patient names will not be mentioned either.

All patients and health professionals were carefully explained that participation in the study was
voluntary. Furthermore, written consent® was obtained from all participants prior to the interview. If

case informants had problems reading, the content was explained verbally by the interpreter.

5.3.3 Resear ch team

The research team consisted of two researchers and one interpreter. The researchers were female
postgraduate students in Public Health Science from Denmark. Both researchers had previously
worked with qualitative research methods through their studies, but had no prior experience from
Sri Lanka. The interpreter was a male Sri Lankan with medical background. He was a pre-intern
and was currently working with South Asian Clinical Toxicology Research Collaboration
(SACTRC). He had no prior experience in qualitative research methods, but general principals of
qualitative methods and the purpose of the study was carefully explained by the researchers. The
interpreter was fluent in both Sinhala and English and had extensive knowledge on culture and the

health care systemin Sri Lanka.

® Consent forms had been drafted in Sinhala for nurses and patients and in English for medical officers.
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5.3.4 Informal interviewswith key informants

Prior to our field study, informal interviews were carried out with key informants to broaden our
understanding of various perspectives involved in deliberate self-harm and suicide. A representative
from the Sri Lankan suicide prevention organisation Sumithrayo'® as well as a psychologist and a
student from Peradeniya University working with self-poisoning patients were engaged in informal
interviews. The knowledge obtained from these interviews served to narrow our objectives for the
field study. Furthermore, the psychiatric medical officer' at Thambuttegama Base Hospital was
engaged in an informal interview during our field study. This interview was carried out to obtain
her view on the treatment of deliberate self-poisoning patients in Thambuttegama. All interviews

were conducted in English and notes were taken by one of the interviewers.

5.3.5 Pilot testing

Pilot testing of interview guides was performed in the toxicology ward of Peradeniya Teaching
Hospital after obtaining permission from the Hospital Director. Pilot interviews with six patients
were performed in the period from 12 March to 17 April 2007. The pilot interviews served to adjust
the interview guides before carrying out the actual field study. At the same time, it provided an
opportunity for the researchers and the interpreter to find out how to work together in the interview
situation, and thereby served to improve the collaboration between the researchers and the

interpreter.

5.3.6 Open-ended in-depth interviews

Open-ended in-depth interviews are explorative in character and can lead to increased insights into
thoughts, feelings, and behaviour of the informants. It involves a high degree of flexibility and
questions are open-ended to encourage the informants to talk. It aims to ask questions to explain the
underlying reasons of a problem or a practice in a target group (Arhinful et a 1996 webpage).
Open-ended in-depth interviews were performed with patients, nurses, and medical officers at

Thambuttegama and Thalawa Hospital.

Medical officers
In-depth interviews were performed with five medical officers. Two medical officers from Thalawa

Hospital and three medical officers from Thambuttegama Hospital were interviewed. At Thalawa

19 The Sri Lankan branch of Befrienders International
" The medical officer is not a psychiatrist, but have received 6 months of training in psychiatry.
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Hospital, we interviewed the medical officer in charge and a medical officer. Since they are the only
two medical officers in the hospital, they both had vast experience in treating self-poisoning
patients. At Thambuttegama Hospital, interviews were conducted with the Medical Officer in
Charge who was attached to the female medical ward, and two medical officers working in the male

medical ward.

Arrangements were made to get access to a separate room in the hospital to assure adequate privacy
to conduct the interviews. Despite of these precautions taken to ensure the most optimal conditions
for the interviews, some minor interruptions were unavoidable since the medical officers were still
at work. The interviews were conducted in English, but an interpreter fluent in both Sinhala and

English was present during the interviews in case any matters of dispute should arise.

Nurses

Open-ended in-depth interviews were conducted with five nurses. Three nurses from Thalawa
hospital and two nurses from Thambuttegama Hospital were interviewed. One nurse had a year and
a half experience from a medical ward, whereas the rest had more than 10 years of experience of

working with self-poisoning patientsin rural hospitals.

Nurses were selected with the help of the Head Nurse in both hospitals, and all the interviews took
place in a separate room to assure adequate privacy for the interviews. The interviews were
conducted in Sinhala with the help of the interpreter, who was fluent in both English and Sinhala.

Patients

Six open-ended in-depth interviews were conducted with patients in the age range of 18 to 77 years.
One of the patients was a woman; the remaining patients were men. The patients had all
deliberately attempted to ingest poison.

Despite efforts to obtain a separate room for the patient interviews, this was not always possible.
Three of the interviews took place at Thambuttegama Hospital. One took place at a separate room
next to the female medical ward, one was conducted in a secluded area of the male medical ward,
and one was conducted in a separate area outside the male medical ward. Three interviews with

patients initially admitted to Thalawa Hospital were conducted. One interview was conducted in the
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male medical ward. In two cases, it was required to make home visits, since amost all patients from
Thalawa are transferred to Anuradhapura after initial treatment. In both interviews, we were able to
conduct the interviews in a separate room, but there were minor disturbances towards the end of
both interviews. All interviews were conducted in Sinhala by the assistance of the interpreter fluent
in both Sinhalaand English.

5.3.7 Questions

Open-ended questions were asked in the interview guides to allow the respondents to answer
questions according to their own understanding and to avoid “yes/no” answers. A set of probing
questions were used for further elaboration of the topic. Furthermore, careful attention was put into

wording questions in clear everyday language to avoid any confusion for respondents.

5.3.8 Vignette

A vignette is a short story about hypothetical characters in predetermined circumstances, where the
interviewee is invited to respond to the hypothetical situation. Vignettes provide a less personal and
thereby a less threatening way of exploring various topics (Barter & Renold 1999). In that way,
vignettes can be a useful tool for the discussion of sensitive experiences. We have chosen to
incorporate a vignette in the interview guides for patients to elaborate on what patients think about

health professionals’ potential harsh treatment of deliberate self-poisoning patients.

5.3.9 Subsequent treatment of interviews

All interviews were recorded for subsequent verbatim transcription. The researchers did
transcription of the interviews with the medical officers. The interviews with nurses and patients —
which had been conducted in Sinhala — were transcribed by a local agency in Anuradhapura with
prior experience of transcribing qualitative interviews. In two of the patient interviews, it was not
possible to obtain trand ations since the patients spoke with such low voice that it was not possible
to hear on the recording. However, one of the two researchers took notes during all interviews. Two

official trandators translated the Sinhala transcriptions into English.
5.3.10 Observations

Observation can be defined as a systematic watching of behaviour and talk in their natura setting
(Pope & Mays 1995). Direct, non-participant observations were performed in both rural hospitals
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(Giacomini & Cook 2000). The focus of observations was on the initial treatment of self-poisoning
patients when they arrived in the hospital after having ingested poison. Focal points for the
observations were: who was present during the treatment, who was handling the treatment of the
patient, and how did the staff treat the patient (tone of voice, what was being said, was any physica
constraint take place). In addition, observations were also performed in the wards where self-

poisoning patients were admitted.

5.3.11 Analysis

Analysis of the qualitative data collected through in-depth interviews, observations, and informal
interviews were exploratory. Analysis of data is based on qualitative content analysis as presented
by Graneheim and Lundman (2004). Content analysis is a systematic examination of data and
grouping of themes is an ongoing process. First, both researchers read all the materia through
several times. After this, meaning units, which are related to attitude of the health professionals or
challenges of prevention of self-poisonings, are selected. Next step is condensation of the meaning
units, where the text is abridged, but the meaning remains. In assigning codes, we use words very
close to the meaning unit. The next step is to start gathering codes into categories. One or more of
these categories is put together to make up a theme, which on an interpretive level, expresses the
underlying meaning of the previous steps. The formation of themes is an iterative process and each

category is searched for in the whole material until no new categories can be identified.
The content analysis is based on both transcriptions of the interviews and notes taken during the

interviews and is performed separately for patients and health professionals. The content analysis
for, respectively, patients and health professionalsis found in Appendix 2.
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6. Results

Initially, two descriptions of our observations are presented. Subsequently, results from the content
analysis based on in-depth interviews with heath professionals and patients, observations, and
informal interviews are presented below. First, the results of health professionals' attitude towards
deliberate self-poisoning patients and challenges related to working with this patient group are
presented, followed by patients perceptions of health professionals attitude. Finally, results of
health professionals and patients perceptions of possibilities and challengesin relation to prevention

of deliberate self-poisonings are presented.

Observation 1

On Sunday 29" of April, a 17-year-old girl arrives at Thambuttegama Hospital at 2 pm due to self-
poisoning. Her family brought her to the hospital. They do not know what kind of poison she has
ingested because she took the poison bottle from a neighbour’s house. They suspect that she has
ingested Round-up, but there is a small chance that she has ingested an unknown amount of
Paraquat™.

Since she is admitted on a Sunday, the medical officer is not in the hospital, but the nursing staff
has to call her to the hospital from the doctors quarters. The nurses and attendants appear very
relaxed/calm and the patient is taken to the female ward in awheel chair. After a couple of minutes,
the medical officer on-call arrives and she tries to talk to the patient. The patient does not answer,
but is sitting in her wheel chair with tears flowing down her cheeks. The medical officer looks in
the poison book, which dates back from 1998, to see what kind of treatment is need. The medical
officer measures the vital signs before the patient is taken outside in the corridor. The patient is
petrified.

No antidotes are available in the hospital for the poisons in question are available in the hospital.
The patient is forced to drink three large bowls of water, and she starts vomiting on herself as she
sits on the edge of the stone corridor. Tears are still running down her cheeks. Three attendants, two
nurses and the medical officer is present. Furthermore, approximately ten curious patients and the

relatives are hanging around. Two of the attendents are very aggressive; they scold at the patient

12 Paraquat is one of the most deadly pesticides with a case fatality of up to 70% in southern Asia (Eddleston et al
2002).

20




and hit her on her shoulder in order to make her drink the water. They try to force her head

backwards and start to pour the water down her throat.

Despite the fact that there is a chance the patient has ingested Paraquat, the medical officer will not
transfer the patient to Anuradhapura General Hospital. The nurses and attendants takes the patient
inside to wash her and change her clothes. In the meanwhile the medical officer is telling us how it
is important not to show too much sympathy for deliberate self-poisoning patients. Patients often
take poison to stand forth heroic to their friends, and giving them too much attention will only

inspire others to do the same.

Observation 2

A 38-year-old man is admitted to the hospital first of May at 9:15 am. His family and people from
the village bring him to the hospital. They have brought the bottle of poison to the hospital. It is an
Organophosphate13 bottle and the medical officer estimates that he has ingested around 150 ml.

The patient is placed in the corridor outside the male ward. He is sitting on the floor and is laughing
transitory. Two attendants, two nurses and a medical officer is present. In addition, around 20
patients and villagers are standing around looking at the patient. The staff tries to make him drink
water, but he refuses. One of the attendants grabs the patients hair, pulls his head backward and
pours water down his throat. Every time the patient gets water in his mouth, he spits it out. The
patient finally hits the jug of water out of the hand of the attendant. The patient is crying and he
keeps repeating he just wantsto die.

The patient is put on a stretcher so that the staff can do a gastric lavage. The patient is still being
stubborn and refuses any kind of treatment. He struggles to get away from the stretcher so it takes
nine people to hold him down — five of them are villagers who came to the hospital with him. The
nurses are trying to put a tube down his nose to perform the gastric lavage, but they have to give up.
After awhile, the medical officer takes over, and when he finally succeeds, the tube isfull of blood.
The staff is starting to pump water down in his stomach through the tube to dilute the stomach
content. They are meant to suck out the diluted poison, but the patient starts vomiting forcefully,

and alight blue fluid on himself, the health professionals as well as the villagers. The machine used

12 Organophosphate is a subgroup of pesticide.
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to suck out the fluid is only working every now and then. The patient is still struggling to get off the
stretcher, but the villagers are holding him down while the staff is trying to do their work. Another
medical officer who has just finished his shift in one of the wards stays to help. There is a very
strong smell of organophosphate and the blue fluid keeps splashing on the stretcher and on the
floor. One of the nurses explain that they have no other place to treat the self-poisoning patients
than in the corridor, since it makes too much of amess in the wards.

The patient is transferred to Anuradhapura General Hospital 1%2 hour after this initial treatment is
finished. Two days later he dies.

6.1 Health Professionals attitude towar ds self-poisoning patients

Per ceptions of reasons for self-poisoning

According to the health professionals, poison is not necessarily consumed with an intention to
commit suicide. One of the medica officers expresses her point of view “I think they want to
frighten others. Really, they don’t want to commit suicide or like that, they want to frighten others.
Especially the close relative, mothers, parents, girlfriends, wife, or husband.” (d1). In the informal
interview with the psychiatric medical officer, she pointed out that self-poisoning patients do not
know how to handle problems and that they have difficulties sharing their problems with others.
One of the nurses aso highlights the fact that self-poisoning patients have difficulties in
communicating with others in order to solve problems: “ Mostly it is the ignorance. They lack of
knowledge to resolve problems and to resolve one’s problem in consultation with othersis lacking.
They do not understand that life is more precious than a trivial matter and do not think that they

can get any problems mental or otherwise resolved by discussing it with someone else. “ (n2).

In the in-depth interviews, several of the health professionals are of the opinion that many of the
poisoning patients resort to poison due to poor coping skills: “ For minor reason they are taking it,
for most of them, not all, for small reason. Trouble with mother, parents and with the girlfriend or
boyfriend. For this type of reasons they are taking poison.” (dl). According to the health
professionals, self-poisoning patients get depressed about things they should not be depressed about

and have a tendency to let trivial matters turn into big issues. The mgority of both nurses and
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medical officers find it difficult to understand the way patients react when faced with problems in

their daily lives.

One of the nurses mentions psychological stress as another reason for self-poisoning: “ It is mostly
their mental stress, the emotion that comes to their mind at that time. Later, they complain that you
know, ‘1 felt like that at that moment’ so | drank and now only realize how stupid it was.” (n3). The

nurse is expressing that consuming poison is an immediate reaction for patients.

Admission data from the hospital show that the number of self-poisoning patients peaks during the
harvest season. In the interview, a nurse explains why: “ Many patients come to hospital during
paddy harvesting season. When people earn money during this time they use liquor. Then problems
arise and they take poison.” (n5). Another nurse tells that when a husband or a father drinks alcohol
it affects the whole family since, for example, harassment of wives by drunken men becomes a
reason for women to take poison. Both nurses and medical officers perceive that marriage problems,
love affairs, and extra marital affairs lead to family conflicts and make both women and men

consume poison, since they have difficulties in finding another way to cope with these problems.

According to the medical officers, a low educational level is a large problem in relation to
consumption of poison: “ They are taking this type of poison because they are very uneducated, |
think. There is no one to help them, no one to counsel. That is the main problem. (...) most of them
are very poor, their economic state is very low, and education is low. Their parents are not
educated; they are not helping. They do not understand the children’s problem.” (d1). Several of
both nurses and medical offers express that the low educational level in the area is a problem for

both parents and children, and it hinders communication within the family.

Practically every one of the health professionals mention easy access to pesticides as an important

reason for self-poisoning, but thiswill be further elaborated in the section on prevention.

Organisational setting
All health professionals agreed that lack of essential medicine and of staff affect not only the work
of the health professionals but, naturaly, it also affects the chances of recovery for the patients. As

one of the nurses expresses:” We manage somehow to do our duty, but lack of facilities affect
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patients badly. Quick administration of treatments will always minimize the harm caused to the
patient. So if we fail to give treatments quickly the risk to the life of the patient increases.” (n3).
Active charcoal is a cheap drug and it is involved in the treatment of many different poisons.
Despite of this, it was pointed out by one of the doctors that in 50% of cases, the hospital is lacking
this drug when treating self-poisoning patients.

Several of both nurses and medical officers mention that many patients are transferred from the
small rural hospital units due to lack of resources. The hospitals have, respectively, one and two
ambulances. According to the health professionals, these are not always available since sometimes
the ambulances do not work or the driver is on leave. Then the health professionals need to get an
ambulance from another hospital or ask relatives of the patient to arrange transportation. Naturally,
this also affects the health professionals, and one nurse tells it in the following way: “One of the
problems we constantly face is the unavailability of ambulances, particularly at nights. If a poison

patient comes, we'll find ourselves helpless. “ (n3).

Besides lack of resources, the medical officers expresses that lack of expertise is another reason for
transferring patients. One of the medical officers from Thambuttegama Base Hospital perceives it
difficult to make a decision about the treatment because there are no seniors to ask. Therefore, if
there are any doubts about the treatment or management they transfer the patients. According to our
observations, no computer facilities are available hospitals and there is very limited access to
telephones, so in that way it is not possible to get any support from seniors or experts outside the
hospital. As mentioned earlier, the only help the medical officer have in the situation is a poison
handbook that dates back from 1998. This handbook is not updated with the newest variations of
poisons and, therefore, makes it difficult for the health professionals to give correct treatment to the
patients. One of the nurses expresses this dilemma: ” Some people come having swallowed new
varieties of poisons and we wonder how to treat such persons. We just practice the same old
methods. We have such problems. With these new varieties, we simply can’'t decide whether we
should make the patient vomit or not. We face such problems.” (nl). In addition, all of the health
professionals are expressing that they have not received any specia training in treating self-

poisoning patients, so all treatment is usually based on their experience from general medical wards.
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Drain on resources

Most of the health professionals perceive that poisoning patients are creating an extra workload for
the health professionals. “ The workload is really high when there is an OP-poisoning patient. The
nurses have to work more and minor staff has to work more because the monitoring is a problem.
Workload is more when there is poisoning patients* (d1). Both nurses and medical officers express
that it is difficult for the minor hospitals to find resources for monitoring deliberate self-poisoning
patients, and they emphasize that this is taking time away from other work. At Thambuttegama
Hospital, only one nurse is on duty in a ward, where she has to take care of up to 20 patients. The
health professionals express that it takes a greater effort to treat poisoning patients compared to
other patient groups, and during our observations we were able see how help from extra staff is
needed in the initial treatment of deliberate self-poisoning patients. When observing the male
patient mentioned in observation two, it became very clear how health professionals end up in
situations where extra help is needed to manage deliberate self-poisoning patients.

Characteristics of self-poisoning patients

The magjority of the health professionals perceive that self-poisoning patients are aggressive,
stubborn, and that they are not always cooperating. This makes them difficult to treat. As one
medical officer expresses: “(...) with poison patients it is very difficult. They don’t obey our
commands and they are giving troubles to ward staff.” (d1). A nurse consents the medical officer,
when she emphasizes that deliberate self-poisoning patients refuse treatment, and then they have to
spend a lot of time to convince the patient to obey treatment. Our observations supported the
statements that deliberate self-poisoning patients can be stubborn, aggressive, and refuse their
treatment.

Another medical officer expresses that some self-poisoning patients lie about how much poison
they have taken because they want to die, and this makes it difficult to give the right treatment.
Therefore, as he mentions, they have to suspect the self-poisoning patients and monitor them to see,

if they have taken more poison than told.
Patient/ staff relationship

Nurses emphasize the importance of building up a close relationship with patients. They explain
that speaking to the patients in a friendly way will make it more likely that they obey treatment.
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Furthermore, the nurses are also trying to build up a confident relationship with the patients so they
reveal their reasons for taking poison: “ Actually, once they become normal after treatments, we will
be able to know their problems having spoken to them more amicably than the others. Yes, with
more friendship than the others do. To say why, we do not sideline them as they have consumed
poison or otherwise, we really speak to them friendly and they become more friendly with us than

the others and reveal all their problemsto us.” (nl).

Whereas nurses emphasize the importance of building up confidence when treating self-poisoning

patients, the same is not found for the medical officers. According to the medical officers, it is
necessary to have a harsh attitude toward the patients to make them obey treatment. “ You know.

Thisis &i Lanka. That if we calm and quiet tell the patient “ please drink” ; they never drink! (...)
They never do so. If you scold at the patient like this: Are you going to die? You should drink! (...)
then they will drink.” (d3). Observations showed that attendants scolded self-poisoning patients,
behaved in a very condescending manner, and even slapped them — also when the medical officers
and nurses were standing close by. Scolding and other harsh treatment of patients had different
effect on patients in our observations. The 17-year-old-girl obeyed treatment when she was scolded,

whereas the man in his late 30s did not obey treatment — no matter how much he was scolded at.

Feelings related to working with self-poisoning patients

Several of the health professonals perceive that having self-poisoning patients admitted to the
hospital evokes an emotional response. One of the medical officers tells. ” Actually, we sometimes
get alittle bit angry with them. That is the truth — I have seen others also. Because we think, why do
they come with self-poisoning? A useless thing.” (d4). The health professionals typically describe
taking poison as a useless thing or that patients do it for nothing, and they get angry with the
patients because they cannot understand why they have taken the poison. One of the medica
officers perceives initialy a lack of empathy for the patients: “Initially | don’t feel sorry about
them. Because they are very troubling to us and actually we can’t think of why they are taking this
poison” (dl1). In line with this, another medical officer pointed out during one of our observations
that it was important not to show too much sympathy for the self-poisoning patients when they first

come into the hospital, since the attention might inspire othersto do the same.
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Some of the nurses and medical officers explain that they experience a feeling of hopelessness
when they are treating self-poisoning patients. One nurse perceives. “ | have felt on some occasions
that even though we give treatments to those who come having consumed poison, it would be of no
use.” (n4). Another nurse tells that sometimes it will be in vain to give treatment to the patients

since the patient is going to die and this gives her feelings of frustration.

The health professionals often experience conflicting emotions when working with poisoning
patients. As described above they might feel angry with the patients, but at the same time, several of
the health professionals also sympathize and feel sorry for them. One nurse explains her feelings: ” |
feel pity on many of then. There are those who cannot handle the problem they have to face and
consume poison. | feel sympathized with those who resent to poison as they fail to resolve their
problems.” (n4). This nurse understands that the patients see no other solution to problems than to
resort to poison and that is why she feels sorry for them. One of the medical officers feels sorry for
poisoning patients because they are poor and that a general low educational level in the area adds to

the conflicts between parents and children.

View on poisoning patients

At times, several of the nurses and medical officers have a conflicting view on self-poisoning
patients. One medical officer states that he does not discriminate between patients: “No we treat the
same as other patients. There is no difference. We think this is a patient like other patients.” (d3).
Nevertheless, it still comes out that the health professionals sometimes view other patient groups as
more important. One nurse expresses.” If a heart patient and a poison patient are admitted
together, then there will be a problem. In a situation like this the treatment normally goes to the
heart patient.” (n1). The health professionals are aware that they should not discriminate between
patients. However, few of the health professionalstell in the interviews that if they are in a situation
where they have to choose to treat a poisoning patient and another patient, they will often give
priority to the other patient. One nurse mentions that if another patient is admitted, sometimes an

attendant will take over the treatment of the self-poisoning patient.
One of the nurses explains that self-poisoning patients often have to pay a fine when they are

discharged, but the patients are only fined if the medical officer asks the nurse to do it. Then she

asks the relatives to bring something to the ward — otherwise they will simply refuse to discharge
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the patient. The self-poisoning patients have to pay e.g. money or equipment to the ward: “ On most
occasions, we keep a till and there are those who put 100 or 50 rupees. Mostly, there are occasions
where we ask for two sets of 1.V. for one such set used on the patients’ (n4). The punitive element
of paying the fines — in a health care system, which is meant to be free of charge — becomes even
clearer when asking self-poisoning patients to pay for two |.V. sets even though only one has been
used for the patient.

6.2 Patients per ceptions of the health professionals attitude

Per ceptions of health professionals

All the patients express that they are treated well by both nurses and medical officers, when they are
asked about their experiences in the hospital. One patient phrases it in the following way: “It's
good. They administered treatment immediately when | came, they tried to save me giving
treatments quicker than they do with other patients.” (pl). This patient is of the opinion that he was
offered treatment faster than other patients were. Furthermore, other patients describe how they feel
the treatments were done for their good and that the health professionals really struggled to save
them. The patients convey that they are satisfied with the treatment and they feel that health
professionals speak to them in a polite manner. An elderly patient tells that the nurses take time to
care for the patients, for example, they wash the patients, clean their sheets and pillows, and cut
their nails and moustache.

Patient/staff relationship

The patients’ statements about the overall treatment of patients are very positive. However, when
the patients are asked about different aspects in the treatment they reveal that discrimination
between self-poisoning patients and other patient groups are taking place. For example, one patient
tells about his experience with an attendant who uses forceful methods, such as pulling his hair to
make him obey the treatment. This harsh treatment was also found in our observations where we
noticed that attendants would sometimes slap patients at the shoulder, pull their hair or shout at
them while trying to make them drink the water when doing forced emesis. Even though behaviour
such as dapping patients was not observed in nurses and medical officers, it was clearly accepted as
normal practice. One of the patients tells about his feelings of this harsh attitude: “ The other
patients are not scolded at the hospital. They talk very strictly with poisoning patients. It is not
good; it does not help them. They feel badly. Others are treated well, so they feel more badly about
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themselves.” (p3 — notes). This view is also supported in answers from the vignette about a self-
poisoning patient, who is scolded by a medical officer when he arrives at the hospital. Several
patients were of the opinion that it was not helpful for heath professionals to scold the self-
poisoning patients, but one of the patients expresses that it happened because drinking pesticides

was awrong decision.

Charging self-poisoning patients a fine is another act from the health professionals that supports the
discrimination between patients groups. One of the patients perceives that the health professionals
fine the patients in order to punish them: “ Once he went to the hospital, he got to know that he had
to pay something to the hospital. He was asked to make a cardboard box to store ECG-papers in.
The government has to spend money because they have made themselves suicide so he had to pay.”

(p5 — notes). It seems to be a prevailing perception that it is reasonable to punish the patients since
they have made themselves sick and, therefore, have imposed an extra expense on the health care

system. This perception seems to be widespread among both health professionals and patients.

A young self-poisoning patient was asked to donate something to the ward. His own explanation for
this was that the Government has had en extra expenditure because he has made himself sick. An
older patient actually think that it is good to give afine: “ He thinks it is a good idea that if they try
to commit suicide they get a fine. They will then be scared because they can't pay.” (p4 — notes).
According to this patient, a fine can help prevent people from doing it again simply because the
patients cannot pay another fine. In relation to the vignette, another patient also mentions the
distinction that self-poisoning patients are not sick due to a natural disease: “ He has consumed
poison as he lost interest in life and to get rid of his life, whereas there are enough other patients
who are in critical conditions after naturally fallen sick. It might be the very reason that angered
the doctors at that moment.” (pl). According to some of the patients, it is justifiable to blame the
patients since they have caused their own disease. Answers from the vignette also revealed that
deliberate self-poisoning patients themselves have a tendency to distinguish themselves from other
patients who are labelled “naturally sick” compared to people who have ingested poison
deliberately.

29



6.3 Possibilities and challengesin relation to prevention

In this section, themes and categories related to possibilities and challenges in prevention of
deliberate self-poisonings are presented. The finding presented in this section is based on the
content analysis for both health professionals and patients, since many of the themes are related or
overlapping. It will be explicitly stated whether the presented results are based on health

professionals or patients.

Easy access

When it comes to prevention of self-poisonings, one important barrier mentioned by all of the
health professionals is that pesticides are widely available for everyone. One of the medical officers
explained that the majority of inhabitants in the villages in Anuradhapura District are farmers and
their income depends on the harvest. Therefore, every farmer has pesticides stored in or near his
houset. According to several of the patients, many cases of self-poisonings are sudden decisions and
they support the view that pesticides are close within reach, as one of the patients expresses: “ there
was a bottle of pesticides behind the home. It has been brought by my father for spraying paddy
field.” (p5). Therefore, when someone is contemplating self-harm, pesticides are not far away.

Health professionas emphasize that to bring down the number of self-poisoning cases farmers need
to be educated in how to store the poison in a proper way away from the house or in a safe place
where the family members cannot easily reach it. “Safe box storage” is an initiative for farmers to
store the poison in small locked boxesin or near the house. One of the nurses tells her opinion about
this project: “ Recently one such organization has come to Thambuttegama and has distributed
boxes in which you can store weedicides (...).I don’t think it is a success you know, the parents
know where the box is and also where its key is. It is so easy to find it whenever they quarrel as
such it is really unsuccessful. “ (n4). In her opinion, locking up the pesticides is not enough if it is

still stored in the house and the key is easily accessible.

Many of the health professionals are of the perception that shop owners sell pesticides to everyone.
A nurse expresses her concern: “If you want to die now you can buy a bottle of poison from a
boutique. The traders do not know the proper way of selling insecticide. They sell not only to
farmers but to others’ (n5). One medical officer said that the shop owners even sell pesticides to
children, and therefore, Sri Lanka need restrictions to prevent children from buying pesticides. The
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health professionals are not aware of any restrictions that forbid shop owners to sell pesticide to
persons less than 18 years. However, as one of the patients tells, pesticides can be obtained from
other places than official shops: “1 went to buy it (pesticides) from a boutique, but it was closed.

Therefore, | bought it from a person who is familiar to me.” (p4).

Social problems

One of the interviewed self-poisoning patients was a young girl of 18 years. She explained that her
mother and her brother wanted to marry her off to a friend of her brothers due to financial
difficulties in the family. The girl lost her father 8 years earlier, and she was pulled out of school.
Her mother works many different shifts, but with eight children, she does not make enough money
to support the family. The girl does not want to marry her brother’s friend because “ he is an
alcoholic and has bad behaviours’ . However, since she had to stop her education early, her chances
of getting a good job are very low. The arranged marriage and problems with finding a job made
her resort to poison. Another patient also revealed that an arranged marriage lead him to drink
pesticides.

In addition to this, the 18-year old girl perceives there is a lack of emotional support to draw on in
the community: “ The society is hot providing a good environment, they are not good. (...) There are
some good people, but most are not good. Most of them drink or sell alcohol and they can't
understand her emotions’ (p2). She perceives that there is no one to talk to and to give her support,
and that part of the reason for thisis the large problems with excessive alcohol consumption in the
village. Only one of the interviewed patients was under the influence of alcohol when he took
poison, but excessive alcohol consumption has a large impact on family members as well, and both

health professionals and patients express how acohol can result in other people resorting to poison.

An elderly patient explains why he took poison: “On the day, he felt worthless of living. He was
born in 1930 and is now 77 years old. He can’'t work; he is dependent of his children. He has body
aches, he can’t find a job.” (p4 — notes). This patient perceives himself as being superfluous
because he cannot get a job, and this makes him dependent on his family. For this patient, his

financial situation and dependency of family become reasons for self-poisoning.
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Interpersonal conflicts

All the patients describe problems related to family conflicts and love affairs as immediate reasons
for self-poisoning. They explained that quarrel with a girlfriend, wife, or parents is often a trigger
for consuming pesticides. A patient told that on the day he drank pesticides he had his first quarrel
ever with his mother and was angry with her. Another patient describes how problems with his
girlfriend and his family made him resort to poison: “There was a problem with a girl; he had
hopes with the girl. That day he went to a temple with a friend and wanted to see his girlfriend who
has been working abroad for two years. But in the temple she was with another person. He also had
some problems with his family that day. These two things lead him to drink pesticides.” (p6 —
notes). Patients often drink pesticides after what, in the view of for example health professionals,
are described as trivial problems. However, the patients still perceive the problems to be of such

importance that they are insurmountable and resort to poison since.

Poor coping strategies

One patient who ingested poison after a quarrel with his wife explains: “ | did not like others to
know as it was a family problem” (pl). Furthermore, this patient tells that he cannot talk to anyone
outside his family about his problems because it is not socially acceptable. However, the same
patient explains that he is not able to convey feelings verbally within the family and poison for him
was used as a way of communicating with his wife. “ Yesterday evening he had a quarrel with his
wife. This morning he consumed alcohol before drinking pesticide. He wanted to frighten his wife”.
(p1 - notes). The patient did not know how to communicate with his wife, and therefore, he ended
up drinking pesticides. For patients, self-poisoning is away of dealing with difficult situations or as

away of communicating to others.

Several of the patients mention that poison is a way of taking away their problems in a situation
where they cannot see any other solution. All the patients consumed poison in or near the house,
and subsequently spent time with relatives. In our opinion, when poison is consumed in the
proximity of other people, it seems more like a desperate act — perhaps to communicate a message
to others — than an actual wish to die. Furthermore, consuming poison might temporarily present an
escape from the problems. Several of the patients consumed poison after a quarrel with a partner or

a parent, or due to alcohol and they deny that the problems that made them drink poison will come
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again. However, for us it seems highly unlikely that the problems will completely disappear after

returning home.

The mgjority of the patients tell that they in the moment where they resorted to poison had negative
feelings. They felt sad, sorrowful, and angry or that life was useless, and that there was no other
option than ingesting poison. Some of the health professionals also perceive that the patients have
difficulties handling, these natural emotions. However, the health professionals express that they
will inevitably experience such feelings in the future, and therefore, they emphasize the importance

of patients to learn how to cope with such feelings without resorting to poison.

Education in life skills
Lack of the ability to solve problems is also mentioned as an important reason for self-poisoning by
the health professionals. One of the medical officers tells that life skills programmes have been

implemented in schools, but as one of the nurses’ remarks, it is not enough to educate the children;
the parents need to be educated as well: 