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FOREWORD

Every suicide is a tragedy. It is estimated
that over 800 000 people die by suicide
and that there are many suicide attempts
for each death. The impact on families,
friends and communities is devastating
and far-reaching, even long after persons
dear to them have taken their own lives.

Unfortunately, suicide all too often fails to
be prioritized as a major public health
problem. Despite an increase in research
and knowledge about suicide and its
prevention, the taboo and stigma
surrounding suicide persist and often
people do not seek help or are left alone.
And if they do seek help, many health
systems and services fail to provide
timely and effective help.

Yet, suicides are preventable. This report
encourages countries to continue the
good work where it is already ongoing
and to place suicide prevention high on
the agenda, regardless of where a
country stands currently in terms of
suicide rate or suicide prevention
activities. With timely and effective
evidence-based interventions, treatment
and support, both suicides and suicide
attempts can be prevented. The burden
of suicide does not weigh solely on the
health sector; it has multiple impacts on
many sectors and on society as a whole.
Thus, to start a successful journey
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towards the prevention of suicide,
countries should employ a multisectoral
approach that addresses suicide in a
comprehensive manner, bringing togeth-
er the different sectors and stakeholders
most relevant to each context.

In the WHO Mental Health Action Plan
2013-2020, WHO Member States have
committed themselves to work towards
the global target of reducing the suicide
rate in countries by 10% by 2020. WHO'’s
Mental Health Gap Action Programme,
which was launched in 2008, includes
suicide as one of the priority conditions
and provides evidence-based technical
guidance to expand service provision in
countries.

It is against this background that | am
pleased to present Preventing suicide: a
global imperative. This report builds on
previous work and contributes two key
elements to moving forward: a global
knowledge base on suicide and suicide
attempts to guide governments,
policy-makers and relevant stakeholders,
and actionable steps for countries based
on their current resources and contexts.
In addition, it represents a significant
resource for developing a comprehensive
multisectoral strategy that can prevent
suicide effectively.

Every single life lost to suicide is one too
many. The way forward is to act together,
and the time to act is now. | call upon all
stakeholders to make suicide prevention
an imperative.

I Al an

Dr Margaret Chan
Director-General
World Health Organization



PREFACE

Suicides are preventable. Even so, every
40 seconds a person dies by suicide
somewhere in the world and many more
attempt suicide. Suicides occur in all
regions of the world and throughout the
lifespan. Notably, among young people
15-29 years of age, suicide is the second
leading cause of death globally.

Suicide impacts on the most vulnerable
of the world’s populations and is highly
prevalent in already marginalized and
discriminated groups of society. It is not
just a serious public health problem in
developed countries; in fact, most
suicides occur in low- and middle-in-
come countries where resources and
services, if they do exist, are often scarce
and limited for early identification,
treatment and support of people in need.
These striking facts and the lack of
implemented timely interventions make
suicide a global public health problem
that needs to be tackled imperatively.

This report is the first WHO publication of
its kind and brings together what is
known in a convenient form so that
immediate actions can be taken. The
report aims to increase the awareness of
the public health significance of suicide
and suicide attempts and to make
suicide prevention a higher priority on the
global public health agenda. It aims to
encourage and support countries to
develop or strengthen comprehensive
suicide prevention strategies in a
multisectoral public health approach. For
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a national suicide prevention strategy, it is
essential that governments assume their
role of leadership, as they can bring
together a multitude of stakeholders who
may not otherwise collaborate.
Governments are also in a unique
position to develop and strengthen
surveillance and to provide and dissemi-
nate data that are necessary to inform
action. This report proposes practical
guidance on strategic actions that
governments can take on the basis of
their resources and existing suicide
prevention activities. In particular, there
are evidence-based and low-cost
interventions that are effective, even in
resource-poor settings.

This publication would not have been
possible without the significant contribu-
tions of experts and partners from all
over the world. We would like to thank
them for their important work and
support.

The report is intended to be a resource
that will allow policy-makers and other
stakeholders to make suicide prevention
an imperative. Only then can countries
develop a timely and effective national
response and, thus, lift the burden of
suffering caused by suicide and suicide
attempts from individuals, families,
communities and society as a whole.

Dr Shekhar Saxena

Director

Department of Mental Health and
Substance Abuse

World Health Organization

Dr Etienne Krug

Director

Department of Violence and Injury
Prevention and Disability

World Health Organization
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Executive summary




Introduction

In May 2013, the Sixty-sixth World Health Assembly adopted the first-ever Mental
Health Action Plan of the World Health Organization (WHO). Suicide prevention is an
integral part of the plan, with the goal of reducing the rate of suicide in countries by
10% by 2020 (1). There is no single explanation of why people die by suicide. Howev-
er, many suicides happen impulsively and, in such circumstances, easy access to a
means of suicide — such as pesticides or firearms — can make the difference as to
whether a person lives or dies.

Social, psychological, cultural and other factors can interact to lead a person to suicid-
al behaviour, but the stigma attached to mental disorders and suicide means that
many people feel unable to seek help. Despite the evidence that many deaths are
preventable, suicide is too often a low priority for governments and policy-makers. The
objective of this report is to prioritize suicide prevention on the global public health and
public policy agendas and to raise awareness of suicide as a public health issue. The
report was developed through a global consultative process and is based on system-
atic reviews of data and evidence together with inputs from partners and stakeholders.

Global epidemiology of suicide and suicide attempts

An estimated 804 000 suicide deaths occurred worldwide in 2012, representing an
annual global age-standardized suicide rate of 11.4 per 100 000 population (15.0 for
males and 8.0 for females). However, since suicide is a sensitive issue, and even
illegal in some countries, it is very likely that it is under-reported. In countries with good
vital registration data, suicide may often be misclassified as an accident or another
cause of death. Registering a suicide is a complicated procedure involving several
different authorities, often including law enforcement. And in countries without reliable
registration of deaths, suicides simply die uncounted.

In richer countries, three times as many men die of suicide than women do, but in low-
and middle-income countries the male-to-female ratio is much lower at 1.5 men to
each woman. Globally, suicides account for 50% of all violent deaths in men and 71%
in women. With regard to age, suicide rates are highest in persons aged 70 years or
over for both men and women in almost all regions of the world. In some countries,
suicide rates are highest among the young, and globally suicide is the second leading
cause of death in 15-29-year-olds. The ingestion of pesticide, hanging and firearms
are among the most common methods of suicide globally, but many other methods are
used with the choice of method often varying according to population group.
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For every suicide there are many more people who attempt suicide every year.
Significantly, a prior suicide attempt is the single most important risk factor for suicide
in the general population. For both suicides and suicide attempts, improved
availability and quality of data from vital registration, hospital-based systems and
surveys are required for effective suicide prevention.

Restricting access to the means of suicide is a key element of suicide prevention
efforts. However, means restriction policies (such as limiting access to pesticides and
firearms or putting barriers on bridges) require an understanding of the method
preferences of different groups in society and depend on cooperation and
collaboration between multiple sectors.

Risk and protective factors, and related interventions

Frequently, several risk factors act cumulatively to increase a person’s vulnerability to
suicidal behaviour.

Risk factors associated with the health system and society at large include difficulties in
accessing health care and in receiving the care needed, easy availability of the means for
suicide, inappropriate media reporting that sensationalizes suicide and increases the risk
of “copycat” suicides, and stigma against people who seek help for suicidal behaviours,
or for mental health and substance abuse problems.

Risks linked to the community and relationships include war and disaster, stresses of
acculturation (such as among indigenous peoples or displaced persons), discrimination, a
sense of isolation, abuse, violence and conflictual relationships. And risk factors at the
individual level include previous suicide attempts, mental disorders, harmful use of
alcohol, financial loss, chronic pain and a family history of suicide.

Strategies to counter these risk factors are of three kinds. “Universal” prevention
strategies, which are designed to reach an entire population, may aim to increase access
to health care, promote mental health, reduce harmful use of alcohol, limit access to the
means for suicide or promote responsible media reporting. “Selective” prevention
strategies target vulnerable groups such as persons who have suffered trauma or abuse,
those affected by conflict or disaster, refugees and migrants, and persons bereaved by
suicide, by training “gatekeepers” who assist the vulnerable and by offering helping
services such as helplines. “Indicated” strategies target specific vulnerable individuals with
community support, follow-up for those leaving health-care facilities, education and training
for health workers, and improved identification and management of mental and substance use
disorders. Prevention can also be strengthened by encouraging protective factors such as
strong personal relationships, a personal belief system and positive coping strategies.
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The current situation in suicide prevention

Knowledge about suicidal behaviour has increased greatly in recent decades.
Research, for instance, has shown the importance of the interplay between biological,
psychological, social, environmental and cultural factors in determining suicidal
behaviours. At the same time, epidemiology has helped identify many risk and
protective factors for suicide both in the general population and in vulnerable groups.
Cultural variability in suicide risk has also become apparent, with culture having roles
both in increasing risk and also in protection from suicidal behaviour.

In terms of policy, 28 countries today are known to have national suicide prevention
strategies, while World Suicide Prevention Day, organized by the International Associa-
tion for Suicide Prevention, is observed worldwide on 10 September each year.
Additionally, many suicide research units have been set up and there are academic
courses that focus on suicide and its prevention. To provide practical help, non-special-
ized health professionals are being used to improve assessment and management of
suicidal behaviours, self-help groups of bereaved have been established in many
places, and trained volunteers are helping with online and telephone counselling.

In the past half-century, many countries have decriminalized suicide, making it much
easier for those with suicidal behaviours to seek help.

Working towards a comprehensive response for
suicide prevention

A systematic way of developing a national response to suicide is to create a national
suicide prevention strategy. A national strategy indicates a government’s clear
commitment to dealing with the issue of suicide. Typical national strategies comprise
a range of prevention strategies such as surveillance, means restriction, media
guidelines, stigma reduction and raising of public awareness as well as training for
health workers, educators, police and other gatekeepers. They also usually include
crisis intervention services and postvention.

Key elements in developing a national suicide prevention strategy are to make
prevention a multisectoral priority that involves not only the health sector but also
education, employment, social welfare, the judiciary and others. The strategy should
be tailored to each country’s cultural and social context, establishing best practices
and evidence-based interventions in a comprehensive approach. Resources should
be allocated for achieving both short-to-medium and long-term objectives, there
should be effective planning, and the strategy should be regularly evaluated, with
evaluation findings feeding into future planning.
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In countries where a fully-developed comprehensive national strategy is not yet in
place, this should not be an obstacle to implementing targeted suicide prevention
programmes since these can contribute to a national response. Such targeted
programmes aim to identify groups vulnerable to the risk of suicide and improve
access to services and resources for those groups.

The way forward for suicide prevention

Ministers of health have an important role in providing leadership and bringing together
stakeholders from other sectors in their country. In countries where suicide prevention
activities have not yet taken place, the emphasis is on seeking out stakeholders and
developing activities where there is greatest need or where resources already exist. It is
also important to improve surveillance at this stage. In countries with some existing
suicide prevention activities, a situation analysis can show what is already in place and
indicate where there are gaps that need to be filled. Countries that already have a
relatively comprehensive national response should focus on evaluation and improvement,
updating their knowledge with new data and emphasizing effectiveness and efficiency.

While moving forward, two points should be considered. First, suicide prevention activities
should be carried out at the same time as data collection. Second, even if it is felt that a
country is not yet ready to have a national prevention strategy, the process of consulting
stakeholders about a national response often generates interest and creates an environ-
ment for change. Through the process of creating the national response, stakeholders
become committed, public dialogue on stigma is encouraged, vulnerable groups are
identified, research priorities are fixed, and public and media awareness are increased.

Indicators that measure the strategy’s progress can include:

* a percentage reduction in the suicide rate;
¢ the number of suicide prevention interventions successfully implemented;
e a decrease in the number of hospitalized suicide attempts.

Countries that are guided by the WHO Mental Health Action Plan 2013-2020 (1) can aim
for a 10% reduction in the suicide rate. Many countries will want to reduce the suicide rate
further. In the long-term, importantly, reducing risk will go only part of the way towards
reducing suicide. Furtherance of protective factors will help build for the future — a future
in which community organizations provide support and appropriate referrals to those in
need of assistance, families and social circles enhance resilience and intervene effective-
ly to help loved ones, and there is a social climate where help-seeking is no longer taboo
and public dialogue is encouraged.
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Key messages

Suicides take a high toll. Over 800 000 people die due to suicide every year and it is
the second leading cause of death in 15-29-year-olds. There are indications that for
each adult who died of suicide there may have been more than 20 others attempting
suicide.

Suicides are preventable. For national responses to be effective, a comprehensive
multisectoral suicide prevention strategy is needed.

Restricting access to the means for suicide works. An effective strategy for preventing
suicides and suicide attempts is to restrict access to the most common means,
including pesticides, firearms and certain medications.

Health-care services need to incorporate suicide prevention as a core component.
Mental disorders and harmful use of alcohol contribute to many suicides around the
world. Early identification and effective management are key to ensuring that people
receive the care they need.

Communities play a critical role in suicide prevention. They can provide social

support to vulnerable individuals and engage in follow-up care, fight stigma and
support those bereaved by suicide.
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Introduction




Each suicide is a personal tragedy that prematurely takes the life of an individual and
has a continuing ripple effect, dramatically affecting the lives of families, friends and
communities. Every year, more than 800 000 people die by suicide — one person
every 40 seconds. It is a public health issue that affects communities, provinces and
entire countries.

Young people are among those most affected; suicide is now the second leading cause
of death for those between the ages of 15 and 29 years globally. The numbers differ
between countries, but it is the low- and middle-income countries that bear most of the
global suicide burden, with an estimated 75% of all suicides occurring in these countries.

In May 2013, the Sixty-sixth World Health Assembly formally adopted the first-ever
Mental Health Action Plan of the World Health Organization (WHO). The action plan
calls on all WHO Member States to demonstrate their increased commitment to
mental health by achieving specific targets. Suicide prevention is an integral compo-
nent of the Mental Health Action Plan, with the goal of reducing the rate of suicide in
countries by 10% by 2020 (1).

What causes suicide? Why do so many people end their lives every year? Is it
because of poverty? Unemployment? The breakdown of relationships? Or is it
because of depression or other serious mental disorders? Are suicides the result of
an impulsive act, or are they due to the disinhibiting effects of alcohol or drugs? There
are many such questions but no simple answers. No single factor is sufficient to
explain why a person died by suicide: suicidal behaviour is a complex phenomenon
that is influenced by several interacting factors — personal, social, psychological,
cultural, biological and environmental.

While the link between suicide and mental disorders is well established, broad gener-
alizations of risk factors are counterproductive. Increasing evidence shows that the
context is imperative to understanding the risk of suicide. Many suicides occur
impulsively in moments of crisis and, in these circumstances, ready access to the
means of suicide — such as pesticides or firearms — can determine whether a person
lives or dies. Other risk factors for suicide include a breakdown in the ability to deal
with acute or chronic life stresses, such as financial problems. In addition, cases of
gender-based violence and child abuse are strongly associated with suicidal
behaviour. Suicide rates also vary within countries, with higher rates among those
who are minorities or experience discrimination.

Stigma, particularly surrounding mental disorders and suicide, means many people
are prevented from seeking help. Raising community awareness and breaking down
taboos are important for countries making efforts to prevent suicide.

We have solutions to a lot of these issues, and there is a strong enough knowledge
base to enable us to act.
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Suicides are preventable

Suicide prevention efforts require coordination and collaboration among multiple
sectors of society, both public and private, including both health and non-health
sectors such as education, labour, agriculture, business, justice, law, defence,
politics and the media. These efforts must be comprehensive, integrated and
synergistic, as no single approach can impact alone on an issue as complex as
suicide.

One recognized strategy for the prevention of suicide is the assessment and manage-
ment of mental disorders, as described in WHO’s Mental Health Gap Action
Programme (mhGAP), which identifies evidence-based individual-level strategies,
including for the assessment and management of persons who attempted suicide. At
the population level, mMhGAP advocates restricting access to the means of suicide,
developing policies to reduce the harmful use of alcohol through a range of policy
options, and encouraging the media to follow responsible reporting practices on
suicide.

In addition, prioritizing preventive interventions among vulnerable populations, includ-
ing those who have previously attempted suicide, have also proved helpful. As a
result, “postvention” has been identified as an important component of suicide
prevention; bereaved families and friends of people who have died by suicide also
require care and support.

Suicide prevention requires a vision, a plan and a set of strategies. These efforts must
be informed by data. A guiding conceptual framework must be created in a cultural-
ly-specific manner, even though there is no universal set of strategies that will work in
each and every country. Sustained leadership is essential since the goals of suicide
prevention can be achieved only through sustained effort.

In order to create social change, three important factors are required: knowledge
(both scientific and informed by practice), public support (political will), and a social
strategy such as a national response to accomplish suicide prevention goals.

Objectives of the report

Despite the evidence that many deaths are preventable, often with low-cost interven-
tions, suicide is too often a low priority for governments and policy-makers worldwide.
The objective of this report is to prioritize suicide prevention on the global public
health and public policy agendas and to increase overall awareness of suicide as a
legitimate public health issue. Through this report, WHO presents evidence-based
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interventions for reducing suicides and calls on partners to increase their prevention
efforts.

The report draws attention to the magnitude of the problem, describing the status and
consequences of both suicide and suicide attempts worldwide by drawing on all

available data. Specific sections of the report offer practical advice on public health
approaches that countries can adopt to prevent suicide throughout the life course.

It is envisaged that this report will be a key resource for those engaged in suicide
prevention efforts, including first and foremost ministries of health, planners and
policy-makers, but also nongovernmental organizations (NGOs), researchers,
health and community workers, the media and the general public.

Method

This report has been developed through a global consultative process and is based
on systematic reviews of existing data and evidence as well as inputs from several
different partners and stakeholders, both within and outside WHO. Sections have
been conceptualized and drafted by leading suicide prevention experts who have
drawn on their collective expertise to paint a global picture of suicide and create a
road map for suicide prevention.

Terminology

It is important to acknowledge that during the process of putting together this
report, much discussion took place with regard to definitions, with ultimate agree-
ment on the terms below. This by no means negates the ongoing evolution of
terms in this field and the use of different terms for very good reasons elsewhere
in this sector. It is beyond the scope of this report to resolve issues of terminology
and definitions of suicidal behaviour conclusively.

For the purpose of this report, suicide is the act of deliberately killing oneself.

For the purpose of this report, suicide attempt is used to mean any non-fatal
suicidal behaviour and refers to intentional self-inflicted poisoning, injury or
self-harm which may or may not have a fatal intent or outcome.

It is important to acknowledge the implications and complexities of including
self-harm in the definition of “suicide attempt”. This means that non-fatal self-harm
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without suicidal intent is included under this term, which is problematic due to the
possible variations in related interventions. However, suicide intent can be difficult
to assess as it may be surrounded by ambivalence or even concealment.

In addition, cases of deaths as a result of self-harm without suicidal intent, or
suicide attempts with initial suicidal intent where a person no longer wishes to die
but has become terminal, may be included in data on suicide deaths. Distinguish-
ing between the two is difficult, so it is not possible to ascertain what proportions
of cases are attributable to self-harm with or without suicidal intent.

Suicidal behaviour refers to a range of behaviours that include thinking about
suicide (or ideation), planning for suicide, attempting suicide and suicide itself.
The inclusion of ideation in suicidal behaviour is a complex issue about which
there is meaningful ongoing academic dialogue. The decision to include ideation
in suicidal behaviour was made for the purpose of simplicity since the diversity of
research sources included in this report are not consistent in their positions on
ideation.

Contents of this report

This report, the first WHO publication of its kind, presents a comprehensive
overview of suicide, suicide attempts and suicide prevention efforts worldwide,
and identifies evidence-based approaches to policy-making and programme
development on suicide prevention that can be adapted to different settings. The
report reflects the public health model for suicide prevention (Figure 1). Following
these steps, suicide prevention begins with surveillance to define the problem and
to understand it, followed by the identification of risk and protective factors (as
well as effective interventions), and culminates in implementation, which includes
evaluation and scale-up of interventions and leads to revisiting surveillance and
the ensuing steps. An overarching conceptual framework — ideally a comprehen-
sive national strategy — must be created in a culture-specific manner and informed
by data in order to guide development, implementation and evaluation with vision,
political will, leadership, stakeholder buy-in and, last but not least, funding for the
prevention of suicide.
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Figure 1. The public health model

1. Surveillance

What is the problem?

Define the problem of suicidal
behaviour through systematic
data collection

4. Implementation

Scaling up effective policies &
programmes

Scale up effective and promising
interventions and evaluate their
impact and effectiveness

2. Identifx_ risk &
protective factors

What are the causes &
what can buffer their impact?

Conduct research to find out why
suicidal behaviour occurs and
who it affects

3. Develop & evaluate
Interventions

What works & for whom?

Design, implement and evaluate
interventions to see what works

Despite being a leading cause of death worldwide, suicide has remained a low
public health priority. Suicide prevention and research on suicide have not
received the financial or human investment they desperately need. It is hoped that
this report will serve as a building block for the development and implementation
of comprehensive suicide prevention strategies worldwide.
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Global epidemiology of suicide

and suicide attempts




Fact:

People who talk about suicide may
be reaching out for help or support.
A signiflcant number of people
contemplating swicide are
expeonioncing anxiely, depression and
there is no other option.
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Map 1. Age-standardized suicide rates (per 100 000 population), both sexes, 2012

Suicide rate
(per 100 000 population)

[ ]<5.0 T .

[ 15099 0 850 1700 3400 Kilometres
i N

P 10.0-14] | Data not available

B =150 [ |Notapplicable

The prevalence, characteristics and methods of suicidal behaviour vary widely
between different communities, in different demographic groups and over time.
Consequently up-to-date surveillance of suicides and suicide attempts is an essential
component of national and local suicide prevention efforts. Suicide is stigmatized (or
illegal) in many countries. As a result, obtaining high-quality actionable data about
suicidal behaviour is difficult, particularly in countries that do not have good vital
registration systems (that register suicide deaths) or good data-collection systems on
the provision of hospital services (that register medically treated suicide attempts).
Developing and implementing appropriate suicide prevention programmes for a
community or country requires both an understanding of the limitations of the available
data and a commitment to improving data quality to more accurately reflect the
effectiveness of specific interventions.

Suicide mortality

The primary data source for this chapter is the WHO Global Health Estimates. The
estimates are largely based on the WHO mortality database — a global vital registra-
tion and cause-of-death registry that is created from data provided to WHO by
Member States (2). A number of statistical modelling techniques are used to arrive at

22



the estimates. The methods of generating these estimates are described in technical
documents from the WHO Department of Health Statistics and Information Systems
(3). This chapter presents global and regional results. In most cases the reported
rates are age-standardized to the age distribution of the WHO World Standard
Population, thus allowing for easier comparison across regions and over time.
Country-specific estimates of 2012 suicide rates for 172 Member States with popula-
tions of 300 000 or greater are presented in Map 1 and Annexes 1 and 2 (rates in
countries with smaller populations are unstable).

Global and regional suicide rates

As shown in Table 1, there were an estimated 804 000 suicide deaths worldwide in
2012. This indicates an annual global age-standardized suicide rate of 11.4 per 100
000 population (15.0 for males and 8.0 for females).
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Estimated numbers and rates of suicide by region and the world, 2012

% of global Number of % of Age-standardized* Male:
population suicides, global suicide rates Female
2012 suicides (per 100 000), ratio of
(thousands) 2012 age-
standardized
suicide
rates,
both females males 5q12
sexes

Global** 100.0% 804 100.0% 11.4 8.0 15.0 1.9

All high-income ° o

Member States 17.9% 192 23.9% 12.7 5.7 19.9 3.5

(Lo gnd midgle-income | 81.7% 607 755% | 112 | 87 | 137 | 16

LMICs in Africa 12.6% 61 7.6% 10.0 5.8 14.4 2.5

LMICs in the Americas 8.2% 35 4.3% 6.1 2.7 9.8 3.6

LMICs in Eastern o °

Mediterranean 8.0% 30 3.7% 6.4 52 7.5 1.4

LMICs in Europe 3.8% 35 4.3% 12.0 4.9 20.0 4.1

LMICs in South-East Asia| 25.9% 314 39.1% 17.7 13.9 21.6 1.6

LMICs in Western Pacific 23.1% 131 16.3% 7.5 7.9 7.2 0.9

World Bank regions**

High-income 18.3% 197 24.5% 12.7 5.7 19.9 3.5
Upper-middle-income 34.3% 192 23.8% 7.5 6.5 8.7 1.3
Lower-middle-income 35.4% 333 41.4% 14.1 10.4 | 18.0 1.7
Low-income 12.0% 82 10.2% 13.4 10.0 17.0 1.7

LMICs = Low- and middle-income countries.

* Rates are standardized to the WHO World Standard Population, which adjusts for differences

in age structure, facilitating comparisons between regions and over time.
** Includes data for three territories that are not Member States of WHO.
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The age-standardized rate of suicide is somewhat higher in high-income countries
than in low- and middle-income countries (LMICs) (12.7 versus 11.2 per 100 000
population). However, given the much larger proportion of the global population that
resides in LMICs, 75.5% of all global suicides occur in these countries (Figure 2).

Figure 2. Global suicides by age and income level of country, 2012
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Among LMICs in the six WHO regions, there is an almost three-fold range in the
age-standardized suicide rate, from a low of 6.1 per 100 000 in the Region of the
Americas to a high of 17.7 per 100 000 in the South-East Asia Region. One conse-
guence of the different suicide rates in WHO regions is that in 2012 the South-East
Asia Region accounted for 26% of the global population but for 39% of global
suicides (Figure 3).

Figure 3. Regional distribution of global suicides, 2012

21 LMICs in
Western Pacific
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11 LMICs in o
South-East Asia 45 LMICs in Africa 8%

39%

&
26 LMICs in the Americas 4%

\ 16 LMICs in Eastern Mediterranean 4%
20 LMICs in Europe 4%

LMICs = Low- and middle-income countries.

This difference in rates is even more pronounced when comparing country-level data.
In the 172 countries with populations of over 300 000, the age-standardized suicide
rates range from 0.4 to 44.2 per 100 000 — a 110-fold range. The magnitude of these
differences has been fairly stable over time: in 2000 the range in age-standardized
suicide rates in the 172 countries was from 0.5 to 52.7 per 100 000 (a 105-fold
difference).
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There are several important caveats that need to be considered when evaluating
these suicide mortality data. Of the WHO 172 Member States for which estimates
were made, only 60 (Map 2 and Annexes 1 and 2) have good-quality vital registration
data that can be used directly to estimate suicide rates. The estimated suicide rates
in the other 112 Member States (which account for about 71% of global suicides) are
necessarily based on modelling methods. As might be expected, good quality vital
registration systems are much more likely to be available in high-income countries.
The 39 high-income countries with good vital registration data account for 95% of all
estimated suicides in high-income countries, but the 21 LMICs with good vital
registration data account for only 8% of all estimated suicides in LMICs.

Quality of suicide mortality data, 2012

Data quality
] Comprehensive vital registration with at least five years of data

[ Vital registration with low coverage,
a high proportion of indeterminate causes or no recent results

I Sample registration of national population
I No vital registration

[ ]Data not available 0 850 1700 3400 Kilometres
|| Not applicable B
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This problem of poor-quality mortality data is not unique to suicide, but given the
sensitivity of suicide — and the illegality of suicidal behaviour in some countries — it is
likely that under-reporting and misclassification are greater problems for suicide than
for most other causes of death. Suicide registration is a complicated, multilevel proce-
dure that includes medical and legal concerns and involves several responsible
authorities that can vary from country to country. Suicides are most commonly found
misclassified according to the codes of the 10th edition of the International Classifica-
tion of Diseases and Related Health Conditions (ICD-10) as “deaths of undetermined
intent” (ICD-10 codes Y10-Y34), and also as “accidents” (codes V01-X59),
“homicides” (codes X85-Y09) and “unknown cause” (codes R95-R99) (4,5,6). It is
possible that the very wide range in estimated suicide rates reported for different
countries and regions is an artefact of different reporting and recording practices. In
the 60 countries with good vital registration systems there is a 32-fold range in nation-
al age-adjusted suicide rates for 2012 (from 0.89 to 28.85 per 100 000). Regional
differences have persisted despite decades of work on improving the accuracy of
country-specific mortality data. The possibility that a considerable part of these
observed differences are, in fact, real differences must also be considered.

This leads to the following key questions: 1) How can countries improve monitoring of
suicidal behaviour? 2) What is causing such huge differences in suicide rates across
regions and between countries? 3) Among the many factors that influence suicide
rates, which factors can be modified by policies or programmes? This and subse-
quent chapters of this report will try to answer these questions.
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Suicide rates by sex

Suicide rates vary by sex (Map 3 and Figure 4). For many years the conventional
wisdom was that globally three times as many men died by suicide as did women.
This high male-to-female ratio is, however, primarily a phenomenon in high-income
countries where the 2012 ratio of age-standardized suicide rates is 3.5. In LMICs the
male-to-female ratio is a much lower 1.6, indicating that the suicide rate is 57% (not
300%) higher in men than in women.

Nevertheless, there are large differences between regions and between countries. As
shown in Table 1, regional sex ratios in LMICs range from 0.9 in the Western Pacific
Region to 4.1 in the European Region, a 4.5-fold difference. Among the 172 Member
States with populations over 300 000, the mean male-to-female sex ratio is 3.2, the
median ratio is 2.8, and the ratio ranges from 0.5 to 12.5 (i.e. a 24-fold difference).

Map 3. Male:Female ratio of age-standardized suicide rates, 2012
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As shown in Figure 5, there are also differences in the sex ratio by age. There are
many potential reasons for different suicide rates in men and women: gender equality
issues, differences in socially acceptable methods of dealing with stress and conflict
for men and women, availability of and preference for different means of suicide,
availability and patterns of alcohol consumption, and differences in care-seeking
rates for mental disorders between men and women. The very wide range in the sex
ratios for suicide suggests that the relative importance of these different reasons
varies greatly by country and region.
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Countries

Male:Female ratio

Figure 4. Age-standardized suicide rates in different regions of the world, 2012
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Figure 5. Male:Female ratio of suicide rates by age group and income-level of country, 2012
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Suicide rates by age

With regard to age, suicide rates are lowest in persons under 15 years of age and highest in
those aged 70 years or older for both men and women in almost all regions of the world,
although the age-by-sex patterns in suicide rates between the ages of 15 and 70 years vary
by region. In some regions suicide rates increase steadily with age while in others there is a
peak in suicide rates in young adults that subsides in middle age. In some regions the age
pattern in males and females is similar while in other regions it is quite different. The major
differences between high-income countries and LMICs are that young adults and elderly
women in LMICs have much higher suicide rates than their counterparts in high-income
countries, while middle-aged men in high-income countries have much higher suicide rates
than middle-aged men in LMICs. As is true of the overall suicide rates, the variability in
suicide rates by age in different countries is even greater than the variability by region.

The relative importance of suicide as a leading cause of death

In 2012 suicide accounted for 1.4% of all deaths worldwide, making it the 15th leading
cause of death. These unexpected deaths — that predominantly occur in young and
middle-aged adults — result in a huge economic, social and psychological burden for
individuals, families, communities and countries. Suicide is a major public health problem in
every country and every community worldwide.

In high-income countries, the proportion of all deaths due to suicide (1.7%) is higher than
the corresponding proportion in LMICs (1.4%). This is primarily due to the higher numbers of
deaths from infectious diseases and other causes in LMICs than in high-income countries.
With the notable exception of LMICs in the Western Pacific Region, in all other regions of the
world the proportion of all deaths due to suicide is greater in males than in females and the
rank of suicide as a cause of death is higher in males than females.

The proportion of all deaths due to suicide and the rank of suicide as a cause of death vary
greatly by age. Globally, among young adults 15-29 years of age suicide accounts for 8.5%
of all deaths and is ranked as the second leading cause of death (after traffic accidents).
Among adults aged 30-49 years it accounts for 4.1% of all deaths and is ranked the fifth
leading cause of death. Remarkably, in high-income countries and in LMICs of the South-East
Asia Region suicide accounts for 17.6% and 16.6% respectively of all deaths among young
adults aged 15-29 years and represents the leading cause of death for both sexes.

Another method of assessing the importance of suicide as a public health problem is to
assess its relative contribution to all intentional deaths, which include deaths from interper-
sonal violence, armed conflict and suicide (i.e. violent deaths). Figure 6 shows the propor-
tion of all violent deaths that are due to suicide in different regions of the world. Globally,
suicides account for 56% of all violent deaths (50% in men and 71% in women). In high-in-
come countries suicide accounts for 81% of violent deaths in both men and women, while in
LMICs 44% of violent deaths in men and 70% of violent deaths in women are due to suicide.
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Figure 6. Proportion of all violent deaths that are suicides in different regions of the world, 2012
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Changes in suicide rates from 2000 to 2012

Despite the increase in the global population between 2000 and 2012, the absolute
number of suicides has fallen by about 9%, from 883 000 to 804 000. However, very
different patterns are seen by region: the percentage change in the total number of
suicides ranges from an increase of 38% in LMICs in the African Region to a drop of
47% in LMICs in the Western Pacific Region.

The global age-standardized suicide rate (which adjusts for differences in the size and
age structure of populations over time) has fallen 26% (23% in men and 32% in women)
during the 12-year period from 2000 to 2012. Age-standardized rates have fallen in all
regions of the world except in LMICs in the African Region and among men in LMICs in
the Eastern Mediterranean Region.

This global and regional analysis masks country-specific changes in suicide rates.
Among the 172 Member States with populations of over 300 000 (see Annexes 1 and
2), the 2000-2012 change in age-standardized suicide rates ranged from a decline of
69% to an increase of 270%. Among these 172 countries, 85 (49.4%) experienced a
drop in age-standardized suicide rates of over 10%, 29 (16.9%) experienced an
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increase of over 10%, and 58 (33.7%) had relatively small changes in age-standardized
suicide rates over the 12-year period (from -10% to +10%).

The reasons for such rapid changes in suicide rates are unknown. One possible partial
explanation is the dramatic improvement in global health over the past decade. From 2000
to 2012 global age-standardized mortality for all causes dropped by 18%. The drop in
suicide rates has been faster than the drop in overall mortality (26% versus 18%), but only
by 8%. If this trajectory can be maintained, the goal specified in the 2013-2020 WHO Mental
Health Action Plan (1) of reducing suicide rates by 10% by 2020 may be achievable.

Methods of suicide

Most persons who engage in suicidal behaviour are ambivalent about wanting to die at
the time of the act, and some suicidal acts are impulsive responses to acute psychosocial
stressors. Means restriction (restricting access to the means of suicide) is a key component
of suicide prevention efforts because it provides an opportunity for these individuals to reflect
on what they are about to do and, hopefully, for the crisis to pass. However, devising
appropriate means restriction policies (e.g. limiting access to pesticides and firearms; putting
barriers on subways, bridges and iconic buildings; changing packaging regulations for
medication) requires a detailed understanding of the methods of suicide used in the commu-
nity and of the method preferences of different demographic groups within the community.

Unfortunately, national-level data on the methods used in suicide are quite limited. The
ICD-10 includes X-codes that record the external causes of death, including the method
of suicide, but many countries do not collect this information. Between 2005 and 2011
only 76 of the 194 WHO Member States reported data on methods of suicide in the WHO
mortality database. These countries account for about 28% of all global suicides, so the
methods used in 72% of global suicides are unclear. As expected, the coverage is much
better for high-income countries than for LMICs. In high-income countries, hanging
accounts for 50% of the suicides, and firearms are the second most common method,
accounting for 18% of suicides. The relatively high proportion of suicides by firearms in
high-income countries is primarily driven by high-income countries in the Americas where
firearms account for 46% of all suicides; in other high-income countries firearms account
for only 4.5% of all suicides.

Given the lack of national-level data about suicide methods from LMICs in the WHO
mortality database, researchers need to rely on data published in the scientific literature
to assess the patterns of suicide methods used in these regions (7). One of the key
methods of suicide in LMICs, particularly in countries with a high proportion of rural
residents engaged in small-scale agriculture, is pesticide self-poisoning. A systematic
review (8) of world data for 1990-2007 estimated that around 30% (plausible range 27—
37%) of global suicides are due to pesticide self-poisoning, most of which occur in
LMICs. Based on this estimate, pesticide ingestion is among the most common methods
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of suicide globally. If true, this would have major implications for prevention because
pesticide restriction, though difficult, is often more feasible to implement than restricting
the means of hanging.

Other research shows that the most prevalent method of suicide in a community can be
determined by the environment, can change rapidly over time and can be disseminated
from one community to another. In highly urbanized areas such as China, Hong Kong
SAR and Singapore, where a majority of the population live in high-rise apartment
complexes, jumping from high buildings is a common method of suicide. An epidemic in
the use of barbecue charcoal to produce the highly toxic carbon monoxide gas as a
means of suicide began in China, Hong Kong SAR in 1998 and rapidly spread to Taiwan,
China where it became the most common method of suicide within eight years (9). Other
methods that have recently become popular in some locations include mixing chemicals
to produce hydrogen sulphide gas (e.g. in Japan) and the use of helium gas. These
findings highlight the importance of ongoing monitoring of the methods employed in both
suicide and suicide attempts in order to ensure that means restriction efforts and associ-
ated community educational efforts are responsive to the ever-changing patterns of
suicide. However, many of the new emerging methods of suicide cannot be specifically
identified using current ICD-10 external cause codes, so they will not be evident in mortal-
ity registry systems unless local officials promulgate the use of unique, method-specific
ICD-10 sub-codes (see Box 1).

Box 1. The National Violent Death Reporting System in the USA

The Centers for Disease Control and Prevention (CDC) in the USA has a National
Violent Death Reporting System (NVDRS) which is a surveillance system that
collects detailed information on violent deaths, including suicides (10, 11). The
NVDRS serves as a data repository that links pertinent information on each
incident from a variety of sources, including the victim’s death certificate, toxicol-
ogy and autopsy reports, and various investigative reports from law enforcement,
coroner, medical examiner or death scene investigators. The NVDRS provides
details on demographic characteristics of the deceased person, the mecha-
nisms/weapons involved in the death, other incident characteristics (e.g. location
and time of death), and the decedent’s health and life-stress-related circumstanc-
es that were believed to have contributed to the death on the basis of findings
from death scene investigations, witness testimonies, decedent disclosures and
other material evidence (e.g. suicide notes). Currently the NVDRS collects data
from 18 of the 50 states in the USA. States manage data collection through state
health departments or subcontracted entities such as medical examiner offices.
The data are gathered and coded by trained abstractors. CDC is planning to
expand the NVDRS to all states in the USA as funding becomes available.
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Another important caveat regarding use of regional or country-specific data about
suicide is that these data are of limited use in designing targeted suicide prevention
programmes because they are insensitive to the substantial within-country variability
in the rates, demographic patterns and methods of suicide. There is ample evidence
of large differences in the rates and demographic characteristics of suicide between
different locations within countries — e.g. between urban and rural areas of China (12)
and between different states in India (13). In this situation, national data do not help to
determine the geographical regions or the demographic groups that should be
prioritized for intervention efforts. National estimates of the proportions of all suicides
by different methods provide a focus for national means restriction efforts, but these
efforts often need to be adapted for different regions in each country. For instance,
pesticide-ingestion suicides primarily occur in rural areas, so pesticide restriction
measures would probably not be a primary focus of suicide prevention programmes
in urban areas of countries that may have a high proportion of pesticide-ingestion
suicides nationally.

Suicide attempts

Suicide attempts result in a significant social and economic burden for communities
due to the utilization of health services to treat the injury, the psychological and social
impact of the behaviour on the individual and his/her associates and, occasionally,
the long-term disability due to the injury. More importantly, a prior suicide attempt is
the single most important predictor of death by suicide in the general population:
individuals who have made prior suicide attempts are at much higher risk of dying by
suicide than individuals who have not made prior suicide attempts. Identifying these
high-risk individuals and providing them with follow-up care and support should be a
key component of all comprehensive suicide prevention strategies.

Monitoring the prevalence, demographic patterns and methods used in suicide
attempts in a community provides important information that can assist in the devel-
opment and evaluation of suicide prevention strategies. When combined with informa-
tion on suicide deaths, data on the rates and methods of suicide attempts can be
used to estimate the case fatality rate of suicidal behaviour (i.e. the proportion of all
suicidal acts that result in death) by sex, age and method. This information helps in
identifying the high-risk groups in the community that should be the target of selective
psychosocial interventions and the high-risk methods that should be the target of
means restriction interventions.

There are two primary methods for obtaining information about national or regional

rates of suicide attempts: from self-reports of suicidal behaviour in surveys of repre-
sentative samples of community residents, and from medical records about treatment
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for self-harm in representative samples of health-care institutions (usually hospitals) in
the community. WHO does not routinely collect data on suicide attempts, but it has
supported the activities of the WHO World Mental Health Surveys (14) which collect
information about suicide attempts. Moreover, the WHO STEPwise approach to chron-
ic disease risk factor surveillance (STEPS) includes questions intended to collect data
on suicide attempts (15). Additionally, WHO has released a resource booklet, in addi-
tion to one on suicide case registration (16), about establishing hospital-based case
registries for medically treated suicide attempts (17).

Self-reports of suicidal behaviour from surveys

Many community surveys about psychosocial issues include self-report questions
about suicidal behaviour. When the same survey is administered to the same popula-
tion over time, reasonable conclusions can be drawn about changing trends in
self-reported suicidal behaviour. One example of this is the biannual Youth Risk
Behavior Surveillance System (YRBSS) in the USA (18). However, it is much more
difficult to interpret results when different survey instruments are employed or when
the same survey is administered to different populations (particularly if it uses different
languages). Beyond the standard methodological problems associated with commu-
nity surveys (such as ensuring that the survey sample is truly representative of the
target population), there are several potential confounding factors that can affect
self-report rates of suicidal ideation and suicide attempts. Such factors include the
literacy level of the population, the specific wording used in the questionnaire, the
length of the questionnaire, the interpretation (i.e. the exact meaning and implications)
of the wording in the local language, the time frame considered, and — most impor-
tantly — the extent to which respondents are willing to reveal this information.

Willingness to report prior suicidal behaviour may vary by age, sex, religion, ethnicity
and other factors, so one must be cautious when comparing self-reported rates of
suicidal behaviour in different demographic or cultural groups. Comparison of self-re-
ported rates of suicidal ideation across groups is particularly problematic because
suicidal ideation is often a fleeting, fluctuating experience that is not observable by
others. Moreover, comparison of self-reported lifetime rates of suicidal ideation and
suicide attempts — which may be of limited value in assessing the current risk of
suicide — are also confounded by the different ages of respondents and by recall
biases in remembering long-distant events. Thus, the most useful, and arguably the
most reliable, measure generated by community-based self-report surveys is the occur-
rence of suicide attempts (that result in some level of physical injury) in the prior year.

The WHO World Mental Health Surveys (14) use the WHO Composite International

Diagnostic Interview (CIDI) that includes a series of standardized questions about the
occurrence, timing, method(s) and medical treatment (if any) of suicide attempts. The
available report on the 12-month prevalence of suicide attempts among individuals 18
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years of age and older (collected in studies conducted from 2001 to 2007) is based
on data from 10 high-income countries (nine used nationally representative samples)
with a combined sample of 52 484 individuals, six middle-income countries (four used
nationally representative samples) with a combined sample of 25 666 individuals, and
five low-income countries (one used a nationally representative sample) with a com-
bined sample of 31 227 individuals (19). The reported prevalence of having made one
or more suicide attempts in the prior year was 3 per 1000 individuals (i.e. 0.3%) in
both males and females from high-income countries, 3 per 1000 in males and 6 per
1000 in females from middle-income countries, and 4 per 1000 in both males and
females from low-income countries. Applying the prevalence in high-income, mid-
dle-income and low-income countries to the adult populations (i.e. 18 years and
above) of all countries in each of these World Bank income strata, the estimated
global annual prevalence of self-reported suicide attempt is approximately 4 per 1000
adults. Given the estimated 2012 global suicide rate of 15.4 per 100 000 adults of 18
years and over, this would indicate that for each adult who died of suicide there were
likely to be more than 20 others who made one or more suicide attempts. However, as
is the case for the rates of suicide and suicide attempts, there is wide variation in the
attempt-to-death ratio and in the case fatality rate of suicidal behaviour by region, sex,
age and method.

Hospital-based data on medically treated suicide attempts

The other sources of information about the rates of suicide attempts are records of
medical treatment for self-injury from emergency and outpatient departments of hos-
pitals and from other health facilities. Unlike the recording of deaths, there are no
internationally accepted methods for standardizing the collection of information about
suicide attempts, so a number of methodological issues need to be considered when
comparing rates across different jurisdictions. Estimates of the rates of medically
treated suicide attempts based on hospital reports may be inaccurate if the selected
hospitals are not representative of all hospitals in the community or if a substantial
proportion of suicide attempts are treated only by local clinics and therefore do not
reach a hospital. Moreover, the reported rates of medically treated suicide attempts
are heavily influenced by the recording processes in hospital settings. These may not
be fully reliable because they:

e may not distinguish individuals from treatment episodes (so individuals with multiple
suicide attempts in a year are duplicated);

e may not exclude those who die in the hospital during treatment for the suicidal act
or are discharged so they can die at home (and thus are not suicide attempts);

e may not distinguish those with non-suicidal self-injury from those with suicidal
self-injury;
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e may not include individuals treated in hospital emergency departments who are
subsequently discharged before formal inpatient hospital admission;

* may not include individuals directly admitted to hospital wards without going
through the emergency department;

e may not record the method of the suicide attempt (which makes it impossible to
assess method-specific case-fatality rates); and most importantly

e may systematically record suicide attempts as “accidents” because of stigma, lack
of insurance coverage for suicidal behaviour or concern about potential legal com-
plications.

Standardizing these recording processes within countries, and subsequently between
countries, is one of the basic tasks needed in countries’ efforts to understand and
eventually reduce suicides (see Box 2).

Box 2. The National Registry of Deliberate Self-Harm in Ireland

The National Registry of Deliberate Self-Harm (NRDSH) in Ireland is a national
system of population monitoring for occurrence of deliberate self-harm. The
registry was established at the request of the Department of Health and Children
by the National Suicide Research Foundation and is funded by the Health
Service Executive’s National Office for Suicide Prevention. The purpose of this
national registry is to determine and monitor the incidence and repetition of
self-harm presentations to hospital emergency departments with the aim of
identifying high-incidence groups and areas, and informing services and
practitioners concerned with the prevention of suicidal behaviour (20, 21).
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Only some suicide attempts result in injuries that receive medical treatment, so
case-fatality estimates based on medically treated suicide attempts will necessarily
be higher than those based on self-reported rates of suicide attempts from community
surveys. Very few countries have developed national or nationally representative
registry systems of medically treated suicide attempts so it is only rarely possible to
integrate hospital-level data with national suicide rates. Case-fatality measures can be
computed when nationally representative data about medically treated suicide
attempts are available. Unfortunately, there are no examples available from LMICs so
examples are limited to four high-income countries: the Flanders region of Belgium
(22), Ireland (20), Sweden (23), and the USA (24). There was a four-fold range in the
overall case fatality of “medically serious suicidal behaviour” (operationally defined as
suicidal behaviour that results in medical treatment or death) in the four countries from
4.2% in Ireland to 17.8% in Flanders. The pattern of case fatality by sex and age is
identical across the four countries: medically serious suicidal behaviour is much more
likely to be fatal in men than in women and there is a clear stepwise increase in the
case fatality of medically serious suicidal behaviour by age. This finding is consistent
with previous subnational reports of the case fatality of medically serious suicidal
behaviour (25, 26).

Another potentially useful measure — which is also available for specific locations in
several LMICs - is the in-hospital case fatality for specific methods (i.e. the number of
in-hospital deaths from a method divided by the number of persons treated in
hospitals who used the method to attempt suicide). Determination of method-specific
in-hospital case fatality can identify highly lethal methods that should be a focus of
both community-based means restriction preventive efforts and hospital-based efforts
to improve the medical management of self-harm behaviours. For example, the
medical management of pesticide-ingestion suicide attempts is often technically
difficult and may require advanced equipment that is not available in rural hospitals of
many LMICs. In these settings, providing training and equipment to local medical
personnel is an essential component of the suicide prevention effort (27). Data on the
in-hospital case fatality of different pesticides — which can range from 0% to 42% — is
essential in determining the type of training and equipment that is most needed (28).
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Risk and protective factors,

and related interventions




Fact:

Jhe majonity of suicides have been
preceded by warning signs, whether
verbal or behavioural. Of cournse
there are some swucides that occuwn
without woevwung. But it is important
to understand what the wawung
signs are and look out for them.
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The foundation of any effective response in suicide prevention is the identification of
suicide risk factors that are relevant to the context and their alleviation by implement-
ing appropriate interventions. Suicidal behaviours are complex. There are multiple
contributing factors and causal pathways to suicide and a range of options for its
prevention. Usually no single cause or stressor is sufficient to explain a suicidal act.
Most commonly, several risk factors act cumulatively to increase an individual’s vul-
nerability to suicidal behaviour. At the same time, the presence of risk factors does
not necessarily lead to suicidal behaviour; not everyone with a mental disorder, for
instance, dies from suicide. Effective interventions are imperative as they can mitigate
the risk factors identified. Protective factors are equally important and have been
identified as improving resilience. Therefore, enhancing protective factors is also an
important aim of any comprehensive suicide prevention response.

Risk factors

A wide spectrum of risk factors has been recognized and key ones are illustrated in
Figure 7. The diagram includes a wide range of factors. For the ease of navigation
they have been grouped into areas that span across systemic, societal, community,
relationship (social connectedness to immediate family and friends) and individual
risk factors that are reflective of an ecological model.

It is important to note firstly that the risk factors listed are far from exhaustive. Many
others exist that may be classified and categorized differently. The importance of
each risk factor and the way it is classified will depend on each context. These factors
can contribute to suicidal behaviours directly but can also contribute indirectly by
influencing individual susceptibility to mental disorders. It would be a mistake to
assign a clear distinction between the areas identified. Just as each individual risk
factor interrelates with others, the areas are not mutually exclusive. It is far more
useful to view the areas as moving from systemic through to individual. Specific risk
factors could actually sit within more than one of the areas simultaneously. For
instance, loss of a job or financial support could influence a person individually and
could lead to the deterioration of immediate relationships, but it could also be linked
to an economic recession at systemic level. The groups assigned help to simplify the
exhaustive risk factors that exist and to identify relevant interventions more easily.
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Interventions

Evidence-based interventions for suicide prevention are organized in a theoretical
framework that distinguishes between universal, selective and indicated interventions
(29, 30). Figure 7 links these interventions to corresponding risk factors. These linkag-
es are not finite, and in reality should be context-driven. The interventions are of three
Kinds:

1. Universal prevention strategies (Universal) are designed to reach an entire popula-
tion in an effort to maximize health and minimize suicide risk by removing barriers to
care and increasing access to help, strengthening protective processes such as
social support and altering the physical environment.

2. Selective prevention strategies (Selective) target vulnerable groups within a popula-
tion based on characteristics such as age, sex, occupational status or family history.
While individuals may not currently express suicidal behaviours, they may be at an
elevated level of biological, psychological or socioeconomic risk.

3. Indicated prevention strategies (Indicated) target specific vulnerable individuals
within the population — e.g. those displaying early signs of suicide potential or who
have made a suicide attempt.

Given the multiple factors involved and the many pathways that lead to suicidal
behaviour, suicide prevention efforts require a broad multisectoral approach that
addresses the various population and risk groups and contexts throughout the life
course.
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Figure 7. Key risk factors for suicide aligned with relevant interventions
(Lines reflect the relative importance of interventions at different levels for different areas of risk factors)
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Health system and societal risk factors

Taboo, stigma, shame and guilt obscure suicidal behaviour. By proactively address-
ing these, supportive health systems and societies can help prevent suicide. Some of
the key risk factors related to the areas of health systems and society are presented
below.

Barriers to accessing health care

Suicide risk increases significantly with comorbidity, so timely and effective access to
health care is essential to reducing the risk of suicide (37). However, health systems
iINn many countries are complex or limited in resources; navigating these systems is a
challenge for people with low health literacy in general and low mental health literacy
in particular (38). Stigma associated with seeking help for suicide attempts and
mental disorders further compounds the difficulty, leading to inappropriate access to
care and to higher suicide risk.

Access to means

Access to the means of suicide is a major risk factor for suicide. Direct access or
proximity to means (including pesticides, firearms, heights, railway tracks, poisons,
medications, sources of carbon monoxide such as car exhausts or charcoal, and
other hypoxic and poisonous gases) increases the risk of suicide. The availability of
and preference for specific means of suicide also depend on geographical and
cultural contexts (39).

Inappropriate media reporting and social media use

Inappropriate media reporting practices can sensationalize and glamourize suicide and
increase the risk of “copycat” suicides (imitation of suicides) among vulnerable people.
Media practices are inappropriate when they gratuitously cover celebrity suicides, report
unusual methods of suicide or suicide clusters, show pictures or information about the
method used, or normalize suicide as an acceptable response to crisis or adversity.

Exposure to models of suicide has been shown to increase the risk of suicidal
behaviour in vulnerable individuals (31, 32, 33). There are increasing concerns about
the supplementary role that the Internet and social media are playing in suicide commu-
nications. The Internet is now a leading source of information about suicide and
contains readily accessible sites that can be inappropriate in their portrayal of suicide
(34). Internet sites and social media have been implicated in both inciting and facilitat-
ing suicidal behaviour. Private individuals can also readily broadcast uncensored
suicidal acts and information which can be easily accessed through both media.

45



Stigma associated with help-seeking behaviour

Stigma against seeking help for suicidal behaviours, problems of mental health or
substance abuse, or other emotional stressors continues to exist in many societies
and can be a substantial barrier to people receiving help that they need. Stigma can
also discourage the friends and families of vulnerable people from providing them
with the support they might need or even from acknowledging their situation. Stigma
plays a key role in the resistance to change and implementation of suicide prevention
responses.

Relevant interventions for health system and societal risk factors

1. Mental health policies

In 2013, WHO launched the comprehensive Mental Health Action Plan 2013—
2020 (1). The plan encourages countries to work towards their own mental health
policies with a focus on four key objectives:

1. Strengthen effective leadership and governance for mental health.

2. Provide comprehensive, integrated and responsive mental health and social
care services in community-based settings.

3. Implement strategies for promotion and prevention in mental health.

4. Strengthen information systems, evidence and research for mental health.

The suicide rate is an indicator and its decrease is a target in the action plan.

46



Relevant interventions for health system and societal risk factors contd.

2. Policies to reduce harmful use of alcohol

Policy options and interventions to reduce harmful use of alcohol have been
published in WHO’s Global strategy to reduce the harmful use of alcohol (35). At
the same time, these offer measures for effective suicide prevention and include
the following:

. Leadership, awareness and commitment.

. Health services’ response.

. Community action.

. Drink-driving policies and countermeasures.

. Availability of alcohol.

. Marketing of alcoholic beverages.

. Pricing policies.

. Reducing the negative consequences of drinking and alcohol intoxication.

. Reducing the public health impact of illicit alcohol and informally produced
alcohol.

10. Monitoring and surveillance.
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In populations with a lower prevalence of heavy drinking, strategies such as
awareness-raising can be implemented through general media campaigns,
school health promotion activities or information targeted at vulnerable individu-
als through health professionals (36). The alcohol culture of specific regions
should be considered carefully before strategies are selected in order to ensure
that the strategies are effective in the context. A functioning legal system is also a
prerequisite for enforcing these strategies effectively.

3. Access to health care

Adequate, prompt and accessible treatment for mental and substance use
disorders can reduce the risk of suicidal behaviour (37) (see also Box 6). Imple-
menting health literacy policies and practices throughout health systems and
institutions, and especially at community health centres, is a key way to improve
access to health-care services in general and mental health care in particular.
Practices include clear messaging to users on available services, appropriate
use of language by health-care providers, and clearer pathways for patients
through the system. In particular, mental health literacy should be included in
health literacy strategies and policies (38).
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Relevant interventions for health system and societal risk factors contd.

4. Restriction of access to means

The most common means of suicide worldwide are self-poisoning with
pesticides, hanging and jumping (39, 40). Restricting access to the means of
suicide is effective in preventing suicide — particularly impulsive suicide — as it
gives those contemplating suicide more time to reconsider (41). Implementation
of strategies to restrict means can occur both at national level, through laws and
regulations, and at local level, for instance by securing risk environments (42).

The key interventions in restricting access to the means of suicide include the
following:

e Access to pesticides

Pesticides account for an estimated one third of the world’s suicides (8). Suicide
by intentional pesticide ingestion primarily occurs in rural areas of low- and
middle-income countries in Africa, Central America, South-East Asia and the
Western Pacific. Measures proposed to prevent suicide by pesticides include:
ratifying, implementing and enforcing relevant international conventions on
hazardous chemicals and wastes; legislating to remove locally problematic
pesticides from agricultural practice; enforcing regulations on the sale of
pesticides; reducing access to pesticides through safer storage and disposal by
individuals or communities; and reducing the toxicity of pesticides (43, 44). In
addition, the medical management of those who attempt suicide by self-ingestion
of pesticides should be optimized. Specific information can be found in three
WHO booklets regarding the prevention of suicide by pesticides (27, 45, 46).

e Access to firearms

Suicide by firearms is a highly lethal method, accounting for the majority of
suicides in some countries, such as the USA (47). Available data show a close
correlation between the proportions of households owning firearms and the
proportion of firearm suicides (48).

Legislation restricting firearm ownership has been associated with a reduction in
firearm suicide rates in many countries, including Australia, Canada, New
Zealand, Norway and the United Kingdom. Possible legislative and regulatory
action to reduce firearm-related suicide includes tightening of rules on availability
of firearms in private households and of procedures for obtaining licenses and
registration; limiting personal gun ownership to hand guns; extending the waiting
period for purchases; enforcing safe storage requirements; decreeing a minimum
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Relevant interventions for health system and societal risk factors contd.

age for firearm purchase; and implementing criminal and psychiatric background
checks for firearm purchases. Community education on regulations is also imper-
ative in countries where guns are a familiar element in society (49).

¢ Bridges, buildings and railroads

Suicide by jumping — from bridges, high buildings or in front of trains — is a
common method of suicide in view of its easy accessibility. Structural interven-
tions to restrict access are effective in preventing suicides (50).

e Accessibility of poisonous gases

Historically, intentional carbon monoxide poisoning has been one of the most
common methods of suicide. Legislative and pragmatic changes to domestic
gas at national and regional levels have substantially reduced suicide by this
method (51). Collectively, evidence indicates that reducing the lethality of carbon
monoxide has a direct effect on decreasing overall suicide rates.

Charcoal-burning poisoning is a recent method of suicide by toxic gas that has
rapidly become a common method in some Asian countries (9). Removing
charcoal packs from open shelves into a controlled area in major store outlets in
China, Hong Kong SAR has significantly reduced charcoal-related suicide
deaths (52).

¢ Access to pharmacological agents

In most European countries, self-poisoning with medication is the second or third
most common method of suicide and suicide attempts (53). Restricting access to
and availability of medications that are commonly used in suicide has been
shown to be an effective preventive measure (54). Health-care providers can
play a critical role by restricting the amount of medication dispensed, informing
patients and their families about the risks of treatment with medicines, and stress-
ing the importance of adhering to prescribed dosages and disposal of excess
unused tablets.
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Relevant interventions for health system and societal risk factors contd.

Figure 8. Suicide deaths prevented by proposed interventions approximating
a 20% reduction in 2010 suicide deaths in the USA (55)
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Figure 8 displays a combination of three approaches that, if fully implemented,
could save many thousands of lives in just one year in the USA. However, it is
important to note that the figure comes from modelling of optimal implementation
of just a few approaches (55).

5. Responsible media reporting

Responsible reporting of suicide in the media has been shown to decrease suicide
rates (40). Important aspects of responsible reporting include: avoiding detailed
descriptions of suicidal acts, avoiding sensationalism and glamorization, using respon-
sible language, minimizing the prominence of suicide reports, avoiding oversimplifica-
tions, educating the public about suicide and available treatments, and providing
information on where to seek help (56). Media collaboration and participation in the
development, dissemination and training of responsible reporting practices are also
essential for successfully improving the reporting of suicide and reducing suicide
imitation (57). These improvements were demonstrated in Australia and Austria follow-
ing active media involvement in the dissemination of media guidelines (58).

Use of the Internet and social media has a potential role as a universal suicide preven-
tion strategy. Some websites that promote mental health are already showing promis-
ing results in promoting help-seeking behaviours, but there is little evidence of effec-
tiveness in preventing suicides (59). The best examples of online suicide prevention
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Relevant interventions for health system and societal risk factors contd.

strategies are online chats with professionals for suicidal people, self-help pro-
grammes and online therapy (60). A website in the United Kingdom has clips of young
people speaking about suicide attempts. These allow young people to feel empathy
with others in similar situations (61). Alternatives, when computers are not available,
include text messaging and the growing use of social media services on mobile devic-
es for individual support and therapy.

6. Raising awareness about mental health, substance use disorders and suicide

Stigma and negative attitudes surround mental disorders and help-seeking among the
public. Awareness campaigns (see also Boxes 3 and 6) aim to reduce the stigma
related to mental disorders and help-seeking for suicide, and to increase access to
care. There is little evidence linking awareness campaigns to a reduction in suicide,
but they have had a positive impact on community attitudes, thus increasing the
opportunity for public dialogue on these issues. Effective mental health awareness
campaigns focus on only one or two disorders, using different types of exposure (e.g.
television, print media, Internet, social media, posters) in order to reinforce the mes-
sages, appropriately adapting messages, combining several strategies, and organiz-
ing programmes at local level by targeting specific populations (62, 63).

The Saving and Empowering Young Lives in Europe study

A multicomponent mental health awareness programme for young people
was developed and tested in the Saving and Empowering Young Lives in
Europe (SEYLE) project. SEYLE is a preventive programme which was tested
in 11 European countries and which aims to promote mental health among
school-based adolescents in European schools (64). Each country per-
formed a randomized controlled trial consisting of three active interventions
and one minimal intervention which served as a control. The active interven-
tions comprised gatekeeper training, a mental health awareness pro-
gramme, and professional screening for at-risk adolescents (65).

Compared to those in the minimal intervention, adolescents who took part in
the mental health awareness programme had significantly lower rates of both
severe suicidal ideation/plans and suicide attempts at 12-month follow-up.
For optimal implementation of awareness programmes it is important to con-
sider the help and support of local politicians, schools, teachers and other
stakeholders (66).
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Community and relationship risk factors

The communities that people live in have an important association with suicide risk
factors. Worldwide, different cultural, religious, legal and historical factors have shaped
the status and understanding of suicide, leading to the identification of a wide range of
community factors that influence suicide risk. A person’s immediate relationships with
family, close friends and significant others can also have an impact on suicidal
behaviours. Some of the key factors related to these areas are described below.

Disaster, war and conflict

Experiences of natural disaster, war and civil conflict can increase the risk of suicide
because of the destructive impacts they have on social well-being, health, housing,
employment and financial security. Paradoxically, suicide rates may decline during
and immediately after a disaster or conflict, but this varies between different groups of
people. The immediate decline may be due to the emergent needs for intensified
social cohesion. Overall, there seems to be no clear direction in suicide mortality
following natural disasters as different studies show different patterns (67).

Stresses of acculturation and dislocation

The stresses of acculturation and dislocation represent a significant suicide risk that
has an impact on a number of vulnerable groups, including indigenous peoples, asy-
lum-seekers, refugees, persons in detention centres, internally displaced people, and
newly arrived migrants.

Suicide is prevalent among indigenous peoples: native American Indians in the USA,
First Nations and Inuits in Canada, Australian aboriginals, and aboriginal Maori in New
Zealand all have rates of suicide that are much higher than those of the rest of the
population (68, 69). This is especially true for young people, and young males in par-
ticular, who constitute some of the most vulnerable groups in the world (70). Suicidal
behaviour is also increased among native and aboriginal communities undergoing
transition (71). Among indigenous groups, territorial, political and economic autonomy
are often infringed and native culture and language negated. These circumstances
can generate feelings of depression, isolation and discrimination, accompanied by
resentment and mistrust of state-affiliated social and health-care services, especially
if these services are not delivered in culturally appropriate ways.

Discrimination

Discrimination against subgroups within the population may be ongoing, endemic and
systemic. This can lead to the continued experience of stressful life events such as loss
of freedom, rejection, stigmatization and violence that may evoke suicidal behaviour.
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Some examples of linkages between discrimination and suicide include:

e people who are imprisoned or detained (72);

e people who identify themselves as lesbian, gay, bisexual, transgender and intersex (73);
* people who are affected by bullying, cyberbullying and peer victimization (74);

e refugees, asylum-seekers and migrants (75).

Trauma or abuse

Trauma or abuse increases emotional stresses and may trigger depression and suicidal
behaviours in people who are already vulnerable. Psychosocial stressors associated
with suicide can arise from different types of trauma (including torture, particularly in
asylum-seekers and refugees), disciplinary or legal crises, financial problems, academ-
ic or work-related problems, and bullying (76). In addition, young people who have
experienced childhood and family adversity (physical violence, sexual or emotional
abuse, neglect, maltreatment, family violence, parental separation or divorce, institution-
al or welfare care) have a much higher risk of suicide than others (77). The effects of
adverse childhood factors tend to be interrelated and correlated, and act cumulatively
to increase risks of mental disorder and suicide (78).

Sense of isolation and lack of social support

Isolation occurs when a person feels disconnected from his or her closest social
circle: partners, family members, peers, friends and significant others. Isolation is
often coupled with depression and feelings of loneliness and despair. A sense of
isolation can often occur when a person has a negative life event or other psychologi-
cal stress and fails to share this with someone close. Compounded with other factors,
this can lead to an increase in risk for suicidal behaviour — particularly for older per-
sons living alone since social isolation and loneliness are important contributing fac-
tors for suicide (71).

Suicidal behaviour often occurs as a response to personal psychological stress in a
social context where sources of support are lacking and may reflect a wider absence of
well-being and cohesion. Social cohesion is the fabric that binds people at multiple
levels in a society — individuals, families, schools, neighbourhoods, local communities,
cultural groups and society as a whole. People who share close, personal and enduring
relationships and values typically have a sense of purpose, security and connected-
ness (134, 135).
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Relationship conflict, discord or loss

Relationship conflict (e.g. separation), discord (e.g. child custody disputes) or loss
(e.g. death of a partner) can cause grief and situational psychological stress, and are
all associated with increased risk of suicide (79). Unhealthy relationships can also be
a risk factor. Violence, including sexual violence, against women is a common occur-
rence and is often committed by an intimate partner. Intimate partner violence is asso-
ciated with an increase in suicide attempts and suicide risk. Globally 35% of women
have experienced physical and/or sexual violence by an intimate partner or sexual

violence by a non-partner (80, 81).
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Relevant interventions for community and relationship risk factors

1. Interventions for vulnerable groups

A number of vulnerable groups (see also Boxes 4 and 6) have been identified as
having a higher risk of suicide. While rigorous evaluation is lacking, some examples of
targeted interventions are included below.

e Persons who have experienced abuse, trauma, conflict or disaster: On the basis of
evidence from studies that have investigated these relationships, interventions should
be targeted at groups that are most vulnerable following conflict or a severe natural
disaster. Policy-makers should encourage preservation of existing social ties in
affected communities (82, 83).

¢ Refugees and migrants: Risk factors vary between groups, so it may be more
effective to develop interventions tailored to specific cultural groups rather than
treating all immigrants as if they are the same (84).

¢ Indigenous peoples: A review of intervention strategies in Australia, Canada, New
Zealand and the USA found that community prevention initiatives, gatekeeper
training (see next page) and culturally tailored educational interventions were
effective in reducing feelings of hopelessness and suicidal vulnerability. Most
effective were interventions with high levels of local control and involvement of the
indigenous community to ensure that the interventions were culturally relevant (85).

* Prisoners: A review of risk factors among prisoners in Australia, Europe, New Zealand
and the USA showed that prevention interventions should aim to improve mental
health, decrease alcohol and substance abuse, and avoid placing vulnerable
individuals in isolated accommodation. All individuals should also be screened for
current or past suicidal behaviours (86).

e | esbian, gay, bisexual, transgender and intersex (LGBTI) persons: Efforts to reduce
the suicide risk among LGBTI persons should focus on addressing risk factors such
as mental disorders, substance abuse, stigma, prejudice, and individual and
institutional discrimination (87).

¢ Postvention support for those bereaved or affected by suicide: Intervention efforts for
individuals bereaved or affected by suicide are implemented in order to support the
grieving process and reduce the possibility of imitative suicidal behaviour. These
interventions may comprise school-based, family-focused or community-based
postventions. Outreach to family and friends after a suicide has led to an increase in
the use of support groups and bereavement support groups, reducing immediate
emotional distress such as depression, anxiety and despair (88).
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Relevant interventions for community and relationship risk factors contd.

Interventions among military and veteran populations

There is mounting evidence that risk of suicide is elevated among some
military and veteran populations (89). Epidemiological studies such as the
Army Study To Assess Risk and Resilience in Service members (Army
STARRS), conducted in the USA, have identified several factors, including
diagnosis with a mental illness, rank and gender (90, 91), as factors that
increase the risk of suicide among persons currently serving in the military
and those with a history of military service.

In 2007, the USA’ s Department of Veterans Affairs implemented a national
toll-free hotline, the Veterans Crisis Line, for United States military veterans
and their families. In 2009, the crisis line service was extended to further
encompass the military community.

In recent years, the Department of Veterans Affairs and the United States’
Department of Defense have contributed considerable resources to identify
characteristics associated with increased risk of suicide and with implemen-
tation of interventions designed to reduce risk among vulnerable popula-
tions. These efforts have identified several factors associated with increased
risk of suicide as well as strategies for identifying and engaging those at risk.
Examples of these activities include strategies for enhanced case manage-
ment, promotion of resilience, peer support, and patient-led planning
designed to increase safety outside of clinical settings.

Current activities include efforts to identify individual and population charac-
teristics associated with increased suicide risk that may be more prevalent
among persons who volunteer for United States military service, methods for
engaging at-risk persons in evidence-based treatment for underlying disor-
ders, and management of periods of increased risk — particularly when asso-
ciated with periods of transition (92).
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Relevant interventions for community and relationship risk factors contd.

2. Gatekeeper training

Individuals at risk of suicide rarely seek help. Nevertheless, they may exhibit risk
factors and behaviours that identify them as vulnerable. A “gatekeeper” is
anyone who is in a position to identify whether someone may be contemplating
suicide. Key potential gatekeepers include (93) :

e primary, mental and emergency health providers;

e teachers and other school staff;

e community leaders;

e police officers, firefighters and other first responders;
e military officers;

e social welfare workers;

e spiritual and religious leaders or traditional healers;

e human resource staff and managers.

Gatekeeper training programmes aim to develop participants’ knowledge,
attitudes and skills for identifying individuals at risk, determining the level of risk,
and then referring at-risk individuals for treatment (see also Box 6). All training
content should be culturally adapted and should include local information about
accessibility to health care. Adapted programmes have shown promising results
when tailored to specific populations, such as Aboriginal groups (85). Studies
show that 25-50% of women who display suicidal behaviour saw a health-care
provider in the preceding four weeks; therefore gatekeeper training provides an
opportunity to begin interventions with these individuals (94).

Gatekeeper training is a best practice for which no conclusive link has so far

been made with reduced rates of suicide or suicide attempts (95). See also Box
5 for a programme targeted to gatekeepers and their own health.
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Relevant interventions for community and relationship risk factors contd.

A workplace suicide prevention programme that decreased suicide

A multifaceted comprehensive police suicide prevention programme in Mon-
treal, Canada, led to a significant decrease of 79% in suicide rates among
police in Montreal. The programme consisted of half-day training on suicide
for all officers in the police force, focusing on risk identification and how to
help. Supervisors and union representatives received a full day of training on
risk assessment and providing help. A volunteer police telephone helpline
manned by specially trained officers was established and there was a pub-
licity campaign on resources for help and on the importance of working
together in suicide prevention (96).

Comprehensive suicide prevention programmes tailored to the culture of the
work environment may be effective in improving attitudes, knowledge and
behaviours and may significantly affect suicide rates.

3. Crisis helplines

Crisis helplines are public call centres which people can turn to when other
social support or professional care is unavailable or not preferred. Helplines can
be in place for the wider population or may target certain vulnerable groups. The
latter can be advantageous if peer support is likely to be helpful.

Helplines in the USA have been shown to be effective in engaging seriously suicidal
individuals and in reducing suicide risk among callers during the call session and
subsequent weeks (97). A study of telephone and chat helpline services in Belgium
suggests that these strategies might also be cost-effective for suicide prevention
(98). Helplines have proved to be a useful and widely implemented best practice.
However, despite reducing suicide risk, the lack of evaluation means that there is no
conclusive association with reducing suicide rates.
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Individual risk factors

Risk of suicide can be influenced by individual vulnerability or resilience. Individual
risk factors relate to the likelihood of a person developing suicidal behaviours.

Previous suicide attempt

By far the strongest indicator for future suicide risk is one or more prior suicide
attempts (99). Even one year after a suicide attempt, risk of suicide and premature
death from other causes remains high (100).

Mental disorders

In high-income countries, mental disorders are present in up to 90% of people who
die by suicide (101), and among the 10% without clear diagnoses, psychiatric symp-
toms resemble those of people who die by suicide. However, mental disorders seem
to be less prevalent (around 60%) among those who die by suicide in some Asian
countries, as shown in studies from China and India (12, 102).

This risk factor should be approached with some caution. Depression, substance use
disorders and antisocial behaviours are relatively common and most people suffering
from them will not display suicidal behaviour. However, people dying by suicide or
making suicide attempts may have a significant psychiatric comorbidity. Suicide risk
varies with the type of disorder, and the most common disorders associated with
suicidal behaviour are depression and alcohol use disorders. The lifetime risk of
suicide is estimated to be 4% in patients with mood disorders (103), 7% in people
with alcohol dependence (104), 8% in people with bipolar disorder (105, 106), and
5% in people with schizophrenia (107). Importantly, the risk of suicidal behaviour
increases with comorbidity; individuals with more than one mental disorder have
significantly higher risks (101).

Harmful use of alcohol and other substances

All substance use disorders increase the risk of suicide (108). Alcohol and other
substance use disorders are found in 25-50% of all suicides (104), and suicide risk is
further increased if alcohol or substance use is comorbid with other psychiatric
disorders. Of all deaths from suicide, 22% can be attributed to the use of alcohal,
which means that every fifth suicide would not occur if alcohol were not consumed in
the population (109). Dependence on other substances, including cannabis, heroin or
nicotine, is also a risk factor for suicide (110).
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Job or financial loss

Losing a job, home foreclosure and financial uncertainty lead to an increase in the risk
of suicide through comorbidity with other risk factors such as depression, anxiety,
violence and the harmful use of alcohol (111). Consequently economic recessions, as
they relate to cases of individual adversity through job or financial loss, can be
associated with individual suicide risk (112).

Hopelessness

Hopelessness, as a cognitive aspect of psychological functioning, has often been used
as an indicator of suicidal risk when coupled with mental disorders or prior suicide
attempts (113). The three major aspects of hopelessness relate to a person’s feelings
about the future, loss of motivation and expectations. Hopelessness can often be
understood by the presence of thoughts such as “things will never get better” and “l do
not see things improving”, and in most cases is accompanied by depression (114).

Chronic pain and illness

Chronic pain and illness are important risk factors for suicidal behaviour. Suicidal
behaviour has been found to be 2-3 times higher in those with chronic pain
compared to the general population (115). All ilinesses that are associated with pain,
physical disability, neurodevelopmental impairment and distress increase the risk of
suicide (116). These include cancer, diabetes and HIV/AIDS.

Family history of suicide

Suicide by a family or community member can be a particularly disruptive influence
on a person’s life. Losing someone close to you is devastating for most people; in
addition to grief, the nature of the death can cause stress, guilt, shame, anger, anxiety
and distress to family members and loved ones. Family dynamics may change, usual
sources of support may be disrupted, and stigma can hinder help-seeking and inhibit
others from offering support (117). Suicide of a family member or loved one may lower
the threshold of suicide for someone grieving (118). For all these reasons, those who
are affected or bereaved by suicide have themselves an increased risk of suicide or
mental disorder (119).

Genetic and biological factors

Genetic or developmental alterations in a number of neurobiological systems are
associated with suicidal behaviour. For instance, low levels of serotonin are
associated with serious suicide attempts in patients with mood disorders,
schizophrenia and personality disorders. A family history of suicide is a strong risk
factor for suicide and suicide attempt (120).
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Relevant interventions for individual risk factors

1. Follow-up and community support

Recently discharged patients often lack social support and can feel isolated
once they leave care. Follow-up and community support have been effective in
reducing suicide deaths and attempts among patients who have been recently
discharged (121). Repeated follow-ups are a recommended low-cost intervention
that is easy to implement; existing treatment staff, including trained
non-specialized health workers, can implement the intervention and require few
resources to do so (122). This is particularly useful in low- and middle-income
countries. The intervention can involve the use of postcards, telephone calls or
brief in-person visits (informal or formal) to make contact and encourage
continued contact (123, 124). Involving available community support — such as
family, friends, colleagues, crisis centres or local mental health centres — in
aftercare is important as these can regularly monitor people and encourage
treatment adherence (122).

2. Assessment and management of suicidal behaviours

It is important to develop effective strategies for the assessment and
management of suicidal behaviours. WHO’s mhGAP Intervention Guide
recommends assessing comprehensively everyone presenting with thoughts,
plans or acts of self-harm/suicide. The guide also recommends asking any
person over 10 years of age who experiences any of the other priority conditions,
chronic pain or acute emotional distress, about his or her thoughts, plans or acts
of self-harm/suicide (122). A careful assessment should be carried out through
clinical interviews and should be corroborated by collateral information (125).

Education and training of health workers, with a focus on emergency care staff, is
needed to ensure that psychosocial support is provided to those in need and that
there is systematic follow-up and community support. In addition to contributing
to the management of individual risk factors, assessment and management of
suicidal behaviours also addresses risk factors in relationships.

3. Assessment and management of mental and substance use disorders
Training health workers in the assessment and management of mental and
substance use disorders is a key way forward in suicide prevention. A large
number of those who die by suicide have had contact with primary health care
providers within the month prior to the suicide (126). Educating primary health
care workers to recognize depression and other mental and substance use
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Relevant interventions for community and relationship risk factors contd.

disorders and performing detailed evaluations of suicide risk are important for
preventing suicide. Training should take place continuously or repeatedly over
years and should involve the majority of health workers in a region or country
(42). It is important to consider local risk factors and to tailor the training
programme to these in order for the programme to be successful within countries
and cultures.

The WHO mhGAP Intervention Guide, which is directed primarily at the training of
non-specialized health workers, provides guidance on the assessment and
management of the following priority conditions: depression, psychosis,
epilepsy/seizures, developmental disorders, behavioural disorders, dementia,
alcohol use disorders, drug use disorders and self-harm/suicide (122).

It is important, however, to take into consideration the fact that multiple factors
are related to the poor assessment and management skills of health workers —
such as low mental health literacy and experience, stigma, lack of cooperation
with psychiatrists and poor interviewing skills. Addressing these issues, for
instance through education curricula and training, may therefore be important for
improving assessment and management.
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Box 4. Multicomponent interventions

There are multiple causes and pathways for suicide. Interventions that contain
more than one prevention strategy might therefore be particularly useful for pre-
venting suicide. Indeed, research suggests that multicomponent programme
strategies are associated with successful reductions in suicide rates.

For example, the United States Air Force programme, consisting of 11 community
and health-care components with accountability and protocols, was shown to be
highly effective in preventing suicides in the Air Force (127).

A multicomponent programme targeting depressive disorders in Nuremberg,
Germany, significantly reduced suicide and attempted suicide rates (128). The
programme consisted of four different interventions: a public relations campaign
targeting the general public; training of community facilitators such as teachers,
journalists and police; training of general practitioners; and supporting patients
and their families. This multifaceted intervention has now been applied by the
European Alliance against Depression, which comprises partners from 17 coun-
tries (129).

Multicomponent interventions for high-risk individuals also appear to be effective.
A United Kingdom study examined the effect of nine components of health-ser-
vice reform on suicide outcomes (130), showing that health trusts that implement-
ed more service reforms showed larger reductions in suicides. Three pro-
grammes were particularly associated with suicide reductions: a 24-hour crisis
response, dual diagnosis policies, and a multidisciplinary review after a suicide
death. These studies collectively demonstrate that there may be additive and
synergistic effects of integrating multiple interventions.
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What protects people from the risks of suicide?

In contrast to risk factors, protective factors guard people against the risk of suicide.
While many interventions are geared towards the reduction of risk factors in suicide
prevention, it is equally important to consider and strengthen factors that have been
shown to increase resilience and connectedness and that protect against suicidal
behaviour. Resilience has a buffering effect on suicide risk; for persons who are
highly resilient the association between the risk of suicide and suicidal behaviour is
diminished (131). Some protective factors counter specific risk factors while others
protect individuals against a number of different suicide risk factors.

Strong personal relationships

The risk of suicidal behaviour increases when people suffer from relationship conflict,
loss or discord. Conversely, the cultivation and maintenance of healthy close relation-
ships can increase individual resilience and act as a protective factor against the risk
of suicide. The individual's closest social circle — partners, family members, peers,
friends and significant others — have the most influence and can be supportive in
times of crisis. Friends and family can be a significant source of social, emotional and
financial support, and can buffer the impact of external stressors. In particular, resil-
ilence gained from this support mitigates the suicide risk associated with childhood
trauma (51). Relationships are especially protective for adolescents and the elderly,
who have a higher level of dependency.

Religious or spiritual beliefs

When considering religious or spiritual beliefs as conferring protection against sui-
cide, it is important to be cautious. Faith itself may be a protective factor since it typi-
cally provides a structured belief system and can advocate for behaviour that can be
considered physically and mentally beneficial (132). However, many religious and
cultural beliefs and behaviours may have also contributed towards stigma related to
suicide due to their moral stances on suicide which can discourage help-seeking
behaviours. The protective value of religion and spirituality may arise from providing
access to a socially cohesive and supportive community with a shared set of values.
Many religious groups also prohibit suicide risk factors such as alcohol use. However,
the social practices of certain religions have also encouraged self-immolation by fire
among specific groups such as South Asian women who have lost their husbands
(133). Therefore, while religion and spiritual beliefs may offer some protection against
suicide, this depends on specific cultural and contextual practices and interpretations.
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Lifestyle practice of positive coping strategies and well-being

Subjective personal well-being and effective positive coping strategies protect
against suicide (134). Well-being is shaped in part by personality traits which deter-
mine vulnerability for and resilience against stress and trauma. Emotional stability, an
optimistic outlook and a developed self-identity assist in coping with life’s difficulties.
Good self-esteem, self-efficacy and effective problem solving-skills, which include the
ability to seek help when needed, can mitigate the impact of stressors and childhood
adversities (135). Willingness to seek help for mental health problems may in particu-
lar be determined by personal attitudes. As mental disorders are widely stigmatized,
people (and especially males) may be reluctant to seek help. People who are unlikely
to seek help can compound their mental health problems, increasing the risk of sui-
cide that may otherwise have been effectively prevented through early intervention.
Healthy lifestyle choices which promote mental and physical well-being include regu-
lar exercise and sport, adequate sleep and diet, consideration of the impact on health
of alcohol and drugs, healthy relationships and social contact, and effective manage-
ment of stress (136, 137).

Use of “upstream approaches” such as addressing risk and protective factors early in
the life course has the potential to “shift the odds in favour of more adaptive out-
comes” over time. Moreover, upstream approaches may simultaneously impact a
wide range of health and societal outcomes such as suicide, substance abuse, vio-
lence and crime (138) (see Box 7).
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Box 7. Theoretically valid upstream prevention approaches

Childhood adversity (e.g. child maltreatment, exposure to domestic violence,
parent mental disorder) and other risk factors appearing early in life (e.g. bully-
ing, delinquency) have been linked to later morbidity and mortality, including
suicide (139). Similarly, protective factors (e.g. connectedness) acquired in child-
hood may reduce later suicide risk. While effective upstream strategies exist,
they remain largely unevaluated with regard to their impact on suicide and
attempted suicide; however, they are theoretically valid and provide promising
directions for future suicide prevention and evaluation.

Examples of upstream strategies include:

e Early childhood home visits to provide education by trained staff (e.g. nurses)
to low-income expectant/new mothers (140, 141).

* Mentoring programmes to enhance connectedness between vulnerable young
people and supportive, stable and nurturing adults (142).

e Community-wide prevention systems to empower entire communities to
address adolescent health and behaviour problems through a collaborative
process of engagement (143).

e School-based violence prevention and skill-building programmes to engage
teachers/staff, students and parents in fostering social responsibility and
social-emotional skills-building (e.g. coping, problem-solving skills, help-seek-
ing) (144).
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Suicide is a major public health problem worldwide but it is preventable. It is impera-
tive that more governments — through their health, social and other relevant sectors —
invest human and financial resources in suicide prevention (145). Health ministries
play a central role in government efforts to reduce suicide. However, reducing suicide
nationally must be a multisectoral effort in order to be effective. Thus, health ministries
have a responsibility to lead the engagement of other ministries, as well as stakehold-
ers beyond the government sector, as part of a comprehensive national effort.

What is known and what has been achieved

Knowledge about suicidal behaviour has grown enormously in the past few decades.
It is worth examining some achievements in suicide research, policy and practice.

Research achievements

1. Recognition of multicausality: The interplay of biological, psychological, social,
environmental and cultural factors in the determinism of suicidal behaviours is now
well recognized. The contribution of comorbidity (e.g. mood and alcohol use
disorders) in increasing the risk of suicide has become evident to researchers and
clinicians alike.

2. Identification of risk and protective factors: Many risk and protective factors for
suicidal behaviours have been identified through epidemiological research both in the
general population and in vulnerable groups (146). There has been an increase in
knowledge about psychological factors and several cognitive mechanisms related to
suicidal behaviour, such as feelings of hopelessness, cognitive rigidity, feelings of
entrapment, impaired decision-making, impulsivity and the protective role of social
support and good coping skills.

3. Recognition of cultural differences: Cultural variability in suicide risk factors has
become apparent. This is especially evident in the less relevant role of mental
disorders in countries such as China (12) and India (13). There is increasing recogni-
tion that psychosocial and cultural/traditional factors can play a very important role in
suicide. However, culture can also be a protective factor; for instance, cultural
continuity (i.e. the preservation of traditional identities) has been established as an
important protective factor among First Nations and indigenous communities in North
America (147).
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Policy achievements

1. National suicide prevention strategies: In recent decades, and particularly since
2000, a number of national suicide prevention strategies have been developed. There
are 28 countries known to have national strategies demonstrating commitments to
suicide prevention.

2. World Suicide Prevention Day: International recognition of suicide as a major
public health problem culminated in the creation of World Suicide Prevention Day on
10 September 2003. This observance — held on the same date every year — is
organized by the International Association for Suicide Prevention (IASP) and has been
cosponsored by WHO. This day has spurred campaigns both nationally and locally
and has contributed to raising awareness and reducing stigma around the world.

3. Education about suicide and its prevention: At the academic level, many suicide
research units have been created, as well as graduate and postgraduate courses.
During the past 15 years the delivery of training packages on suicide prevention has
also become widespread, with specific modules for different settings such as
schools, military environments and prisons.

Practice achievements

1. Utilization of non-specialized health professionals: Guidelines have been devel-
oped that expand the capacity of the primary health care sector to improve manage-
ment and assessment of suicidal behaviours by involving non-specialized health
workers. This has been an important factor in low- and middle-income countries
where resources are limited (122, 148).

2. Self-help groups: Establishment of self-help groups for survivors, both of suicide
attempts and for those bereaved by suicide, has substantially increased since 2000
(149).

3. Trained volunteers: Trained volunteers who provide online and telephone counsel-
ling are a valuable source of emotional help for individuals in crisis (150). Crisis
helplines, in particular, have gained international recognition for their important contri-
bution in supporting people during suicidal crises (151).
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What are countries doing about suicide prevention now?

In 2013, IASP and the Department of Mental Health and Substance Abuse of WHO
initiated the IASP-WHO global survey on suicide prevention to ascertain what informa-
tion exists on national strategies and activities in this area. Questionnaires were sent
predominantly to members of IASP in 157 countries, with 90 countries responding (a
global response rate of 57%). According to WHO regions, responses were received
from 18 countries in the African Region, 17 in the Region of the Americas, 11 in the
Eastern Mediterranean Region, 26 in the European Region, 7 in the South-East Asia
Region and 11 in the Western Pacific Region. Caution should be exercised when
interpreting the findings as they cannot be generalized to all countries.

National responses to suicide

In 55 (61%) of the responding countries, suicide was perceived to be a significant
public health concern. Within the different WHO regions, this varied from 20 (77%) in
the European Region to 2 (29%) in the South-East Asia Region.

In 28 (31%) of the responding countries a comprehensive national strategy or action
plan was adopted by the government (Table 2). In the vast majority of countries, this
has developed since 2000.

Table 2. Numbers of responding countries with a national strategy on
suicide prevention adopted or under development

Number of countries with Number of countries where

a national strategy or action plan  a national strategy or action
plan is under development

African Region 0 3
Region of the Americas 8 2
Eastern Mediterranean Region 0 1
European Region 13 5
South-East Asia Region 2 0
Western Pacific Region 5 2
Total number of countries 28 13
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In 48 countries (53%) an NGO was noted as specifically dedicated to the prevention
of suicide. Within the regions this ranged from 22 in the European Region to 1 in the
Eastern Mediterranean Region. In 20 (22%) of the responding countries there was a
national centre or institute dedicated to suicide research and/or prevention. National
centres were most prevalent in the European Region (10) and least prevalent in the

African and Eastern Mediterranean regions (1 each).

Among the countries that did not have a national strategy, a number of suicide
prevention activities were carried out in the 47 countries (52%) which provided a
response to this specific question (Table 3).

Activities of responding countries without a national strategy on suicide prevention

Type of programme

Characteristics

Number of countries

National programme

A programme or initiative which
addresses one or more of the key
areas for suicide prevention at
national level with leadership from an
NGO or academic institution.

Setting-specific programme

One or more comprehensive,
multifaceted suicide prevention
initiatives managed by an institution,
the private sector, or other.

Scattered programmes

Isolated/scattered programmes or
activities addressing one or more key
suicide prevention areas at subna-
tional level with leadership from state,
regional or local authorities.

26

Integrated programme

No specific stand-alone strategy or
programme, but suicide prevention is
integrated into health policies as a
sub-item in another area (e.g. mental
health, alcohol, noncommunicable
diseases).
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Training on suicide risk assessment and intervention

In 34 (38%) of the responding countries, training in suicide assessment and interven-
tion was widely available for mental health professionals. Availability ranged from 14
countries in the European Region to 3 countries in the African Region.

Training for general practitioners was available in 23 (26%) of the responding coun-
tries. Within the regions this ranged from 9 countries in the European Region to 1
country each in the African and Western Pacific regions.

Suicide prevention training for non-health professionals — such as first responders,
teachers or journalists — was available in 33 (37%) of the responding countries. Within
the regions this ranged from 15 in the European Region to none in the African Region.

Support groups for people bereaved by suicide

In 38 (42%) of the 90 countries responding, self-help groups were available for
people bereaved by suicide. Availability ranged from 20 countries in the European
Region to none in the Eastern Mediterranean Region. In 25 (66%) of the 38 countries,
some, but not all, of the support groups were led by accredited professionals, and in
9 (24%) of the 38 countries all support groups were led by accredited professionals.
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Current legal status of suicide around the world and
perspectives for change

At the beginning of the nineteenth century, most countries around the world had laws
that provided for punishment, including jail sentences, for persons who attempted
suicide. However, in the last 50 years the situation has changed significantly. Most,
but not all, countries have decriminalized suicide.

Of 192 independent countries and states investigated (152), 25 currently have specif-
ic laws and punishments for attempted suicide. An additional 10 countries follow
Sharia law and in these countries people who have attempted suicide may be pun-
ished. Penalties stipulated in the laws range from a small fine or short period of
imprisonment to life imprisonment. However, many of the countries with laws stipulat-
iIng punishments do not actually prosecute people who attempt suicide. The complex-
ities of the situation are illustrated by the following examples that exist in different
countries:

* People who have attempted suicide are consistently arrested, but they are generally
not prosecuted at the first attempt and leave the police station with a severe warning
of the consequences of a repeated attempt. After a second attempt, a jail sentence
is usually given.

* People who attempt suicide are consistently jailed; a group of volunteer lawyers
work to provide them with counsel, help to obtain their release and refer them for
treatment.

¢ Police occasionally arrest people who have attempted suicide, but judges release
them afterwards.

What are the effects of decriminalization?

No data or case-reports indicate that decriminalization increases suicides; in fact,
suicide rates tend to decline in countries after decriminalization. It is possible that
decriminalization will increase the reporting of suicides once fear of legal recrimina-
tions is eliminated. This allows for more accurate estimates of the true extent of the
issue. When suicide is considered a criminal act, suicide attempts are often hidden
and suicide deaths are unreported, thus giving the false impression that suicidal
behaviours are less prevalent. All countries should review their legal provisions in
relation to suicide to ensure they do not deter people from seeking help.
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living with mental disorders are not
affected by suicidal behaviows, and
not all people who take their own
lives have a mental disorden.
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Establishing a country’s national response to suicide prevention presents an opportu-
nity to tackle the task of preventing suicides across the world in a way that is mean-
ingful to a country’s context. Regardless of where a country currently stands in terms
of commitment to and resources for suicide prevention, the process of establishing a
national response itself can improve prevention. The creation of a national response
provides a rallying point for bringing together a diversity of stakeholders in suicide
prevention and for building on their expertise through a participatory approach. The
result is a convergence of stakeholders from government, NGOs, and health and
non-health sectors that can contribute to country-specific, national long-term strate-
gies that follow a public health model. Many stakeholders, from survivors’ support
groups to advocacy groups for vulnerable populations, are already active in suicide
prevention activities within countries. Ministries of health and national policy-makers
play an integral role in coordinating this process since strong leadership ensures
well-defined and measurable aims and goals.

To be effective, national suicide prevention objectives could be designed to:

® enhance surveillance and research;

e identify and target vulnerable groups;

e improve the assessment and management of suicidal behaviour;

e promote environmental and individual protective factors;

¢ increase awareness through public education;

* improve societal attitudes and beliefs and eliminate stigma towards people with
mental disorders or who exhibit suicidal behaviours;

* reduce access to means of suicide;

® encourage the media to adopt better policies and practices toward reporting
suicide; and

e support individuals bereaved by suicide.

In addition, all countries should review their legal provisions in relation to suicide to
ensure they do not act as a barrier to seeking help.

The lack of a fully-developed comprehensive national strategy should not be an
obstacle to implementing targeted suicide prevention programmes since these can
contribute to a national response. Such programmes firstly aim to identify groups
vulnerable to the risk of suicide, and secondly they improve access to services and
resources for the identified groups. The programmes are designed to promote mental
well-being and reduce suicide risk. When designing targeted suicide prevention
programmes it is important to account for cultural diversity, utilize advances in
technology and incorporate prevention training and education for groups (153).

Evaluation of an overall national response is important and needs to be implemented
into all targeted prevention programmes and interventions, but it continues to be a
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challenge (154). Resources and sKkills in programme evaluation are limited in all
service systems involved in suicide prevention. Establishing the training and educa-
tion infrastructure to address this is a priority, as are creation and support of opportu-
nities for sharing information on evaluation methods.

Case example: Japan - suicide prevention in the face of socioeconomic change

Context

In 1998, the number of suicides in Japan rose remarkably to 32 863 from 24 391 the
previous year. In the period 1978-1997 the annual suicide number had averaged
approximately 25 000. Most people considered this rapid increase to have arisen
from the country’s socioeconomic problems. The increase in suicide rates was
found in all age groups, but particularly among middle-aged men. Despite the
commonly recognized risk factors, suicide remained a social taboo in Japan. It was
considered a personal problem and was not widely or publicly discussed.

Drivers of change

In 2000, the situation began to change when children who had lost their parents
to suicide began to break the taboo by speaking out in the media about their
experiences. In 2002, the Ministry of Health, Labour and Welfare held an “expert
roundtable on suicide prevention measures”. The ensuing report outlined that a
suicide prevention policy must not only address mental health issues correctly
but must also include a multifaceted examination of psychological, social, cultur-
al and economic factors. However, this report was treated simply as recommen-
dations from experts and it was not fully reflected in any actual policies.

Suicide began to be viewed as a “social problem” in Japan around 2005-2006
and this triggered concrete actions. In May 2005, the NGO LIFELINK collaborat-
ed with a member of the parliament to bring about the first forum on suicide. At
the forum, LIFELINK and other NGOs submitted urgent proposals for comprehen-
sive suicide prevention. The Minister of Health, Labour and Welfare, who attend-
ed the forum, vowed on behalf of the government to tackle the issue of suicide.
This vow was widely reported in the media.
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Case example: Japan - suicide prevention in the face of socioeconomic change contd.

Legislation

Subsequently, a bipartisan parliamentary group was formed in 2006 in support of the
formation of a suicide prevention policy. Buoyed by a petition with more than 100 000
signatories calling for suicide prevention legislation, Japan’s Basic Act for Suicide
Prevention was signed into law in June 2006. Following this, the driving force for
suicide prevention shifted from the Ministry of Health, Labour and Welfare to the
Cabinet Office, and suicide prevention became an overarching government policy that
was not limited to a single ministry. In 2007, the “General principles of suicide preven-
tion” policy was enacted, aimed at preventing suicide and providing support to
survivors. Underlying it was the philosophy that a suicide prevention policy would help
build a society in which citizens live purposeful lives, and various responsibilities were
attributed to the state. The principles of the Basic Act reflect the idea that suicide
prevention activities should take account of the complexity of suicide-related factors
and should not only focus on mental disorders. Thus, suicide prevention activities
should include prevention, intervention and postvention, with close cooperation
between stakeholders.

Following the global economic crisis in 2008, the Japanese government secured
funding in 2009 through the “Regional comprehensive suicide prevention emergency
strengthening fund”, or Regional Fund. The Regional Fund was mainly directed at
reinforcing local suicide prevention activities, including intensive public awareness
campaigns during the crucial month of March — a time when it was recognized that the
rate of suicide increased. In 2010, the government designated March as National
Suicide Prevention Month. It also introduced reforms to data collection, mandating the
National Police Agency to release detailed municipal-level suicide statistics monthly.
This facilitated the promotion of suicide prevention measures aligned with local needs.

In 2012, the “General principles of suicide prevention” policy was revised to empha-
size support for young people and for those who had previously attempted suicide.

Results

Following a gradual decrease beginning in 2009, the number of suicides in
Japan fell below 30 000 in 2012 for the first time since 1998. Most of this
decrease occurred in urban areas. The suicide rate for young people continued
to rise, signalling the need for new targeted interventions. However, the rates of
suicide among middle-aged and older persons had decreased, resulting in the
overall decline. Data from the National Police Agency also showed a marked
decrease in suicides related to economic and livelihood issues.

Source: Communication from the Suicide Prevention Center, Japan.
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How can countries create a comprehensive national
strategy and why is it useful?

One systematic way of developing a national response is through the creation of a
national suicide prevention strategy. A national strategy indicates a clear commit-
ment of a government to prioritizing and dealing with the issue of suicide. It also
provides leadership and guidance regarding what the key evidence-based suicide
prevention activities are and what should be prioritized. A strategy allows for the
transparent identification of stakeholders who are accountable for specific tasks,
and outlines ways to coordinate between them effectively (145).

The explicit inclusion and mainstreaming of suicide prevention within other priority
health programmes and partnerships (such as HIV/AIDS, women's and children's
health, noncommunicable diseases, and the Global Health Workforce Alliance), as well
as within other relevant sectors' policies and laws (such as those dealing with educa-
tion, employment, disability, the judicial system, human rights protection, social protec-
tion, poverty reduction and development), are important means of meeting the multidi-
mensional requirements of a suicide prevention strategy and of ensuring sustainability.

A national strategy does not need to be the starting point for suicide prevention.
Many countries have existing activities and responses already in place. However,
a national strategy can assist in providing a broad plan. Regions within a country
can then implement the plan at the relevant level.

Guiding principles for the development and implementation of
national strategies

After consultations with a variety of experts and with technical support from
WHO, the United Nations published Prevention of suicide: guidelines for the
formulation and implementation of national strategies (155). This seminal docu-
ment emphasized the need for intersectoral collaboration, multidisciplinary
approaches, and continued evaluation and review.

The United Nations document highlighted some activities and approaches for
attaining the goals of national strategies. Since then, a number of typical compo-
nents of national suicide prevention strategies have evolved (Table 4).

When the United Nations guidelines were initially prepared, only Finland had a govern-
ment-sponsored systematic initiative for developing a national framework and programme
for suicide prevention. Fifteen years later, more than 25 countries — in the high-, middle- and
low-income categories — have adopted national (or in some cases regional) strategies for
the prevention of suicidal behaviours. Most of these countries acknowledge the impor-
tance of the United Nations guidelines in the development of their national strategies.
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Typical components of national strategies

Component Goals and objectives

Surveillance

Increase the quality and timeliness of national data on suicide and suicide
attempts. Support the establishment of an integrated data collection system
which serves to identify vulnerable groups, individuals and situations.

Means restriction

Reduce the availability, accessibility and attractiveness of the means to
suicide (e.g. pesticides, firearms, high places). Reduce toxicity/lethality
of available means.

Media

Promote implementation of media guidelines to support responsible
reporting of suicide in print, broadcasting and social media.

Access to services

Promote increased access to comprehensive services for those vulnera-
ble to suicidal behaviours. Remove barriers to care.

Training and
education

Maintain comprehensive training programmes for identified gatekeepers
(e.g. health workers, educators, police). Improve the competencies of
mental health and primary care providers in the recognition and
treatment of vulnerable persons.

Treatment

Improve the quality of clinical care and evidence-based clinical interven-
tions, especially for individuals who present to hospital following a suicide
attempt. Improve research and evaluation of effective interventions.

_Crisis _
intervention

Ensure that communities have the capacity to respond to crises with
appropriate interventions and that individuals in a crisis situation have
access to emergency mental health care, including through telephone
helplines or the Internet.

Postvention

Improve response to and caring for those affected by suicide and
suicide attempts. Provide supportive and rehabilitative services to
persons affected by suicide attempts.

Awareness

Establish public information campaigns to support the understanding
that suicides are preventable. Increase public and professional access
to information about all aspects of preventing suicidal behaviour.

Stigma reduction

Promote the use of mental health services, and services for the preven-
tion of substance abuse and suicide. Reduce discrimination against
people using these services.

Oversight and
coordination

Establish institutions or agencies to promote and coordinate research,
training and service delivery in respect of suicidal behaviours. Strength-
en the health and social system response to suicidal behaviours.




Key elements to keep in mind when creating a national strategy are as follows:

a) Make suicide prevention a multisectoral priority, regardless of resources

The overarching aim of a national suicide prevention strategy is to promote, coordi-
nate and support appropriate intersectoral action plans and programmes for the
prevention of suicidal behaviours at national, regional and local levels. Partnerships
are required with multiple public sectors (such as health, education, employment,
judiciary, housing, social welfare) and other sectors, including the private sector, as
appropriate to the country.

b) Tailor for diversity

Although existing national strategies have similar components, no two national strate-
gies are identical, in part because the problem of suicide is different in each country.
Suicide depends on a number of factors, and its expression is influenced by social
and cultural contexts. While common risk factors have been identified globally, the
goals, objectives and interventions must be tailored to the specific context.

c) Establish best practices

A closer look at the components of existing national strategies indicates that they are
compilations of individual evidence-based interventions and best practices that, taken
together, represent a comprehensive approach to addressing a broad range of risk
and protective factors that are common to a specific country. Developing, implement-
ing and evaluating pilot projects, targeted programmes and action steps is an essen-
tial basis for developing a suicide prevention strategy.

d) Allocation of resources (finances, time, staff)

In order for a suicide prevention strategy to be coordinated and comprehensive, it
should have specified financial and human resources, a time frame for implementa-
tion, and short-to-medium and long-term objectives. Developing a national suicide
prevention strategy requires having a financially sustainable model in order to accom-
plish desired goals. A logical framework is one of many programme planning and
evaluation tools that can be used to help display the connections between the
problem to be addressed, the activities to be implemented and the expected results.

e) Effective planning and collaboration

Regardless of what tools countries choose to employ, their planning and evaluation
should be done collaboratively. Creation of a national planning group allows stake-
holders to address their underlying assumptions, identify the resources and inputs
needed, and plan the activities that will lead to desired outcomes.

f) Use of evaluation findings and sharing lessons learned

The suicide prevention strategy and its components should be evaluated, and the
findings and lessons learned should be shared with relevant stakeholders. Evaluation
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findings are likely to be better used if they are tailored to specific audiences with
appropriate recommendations. All those involved in the evaluation should receive
feedback and should be supported in implementing change after receiving the evalu-
ation results. Dissemination involves sharing the results and lessons learned from the
evaluation with relevant audiences in a timely, unbiased and consistent manner. The
reporting strategy should consider the intended users and other stakeholders, and
the information provided (e.g. style, tone, format) should be appropriate to the
audience.

Case example: Chile - the start of a new system

Context

Suicide rates have been growing quite rapidly in Chile in the last 20 years, and
particularly since 2000. Rates are highest among older males and have
increased most among young people. To respond to these trends, several steps
have been taken:

1. Access to mental health care has improved significantly with the new legisla-
tion "Universal guarantees in health care" which was enacted in 2005. The
legislation improves access to health care and covers four mental disorders —
each a significant risk factor for suicide.

2. A National Suicide Prevention Plan, first designed in 2007 and recently
officially approved, includes evidence-based prevention strategies proposed
by WHO, namely:

e regional and national surveillance of all cases of suicide and suicide attempts
in order to define regional risk profiles and monitor health-care provision;

e 15 regional, intersectoral prevention plans coordinated by the regional health
authority;

e training of health-care personnel, particularly primary health care and emergen-
cy room staff;

e preventive programmes in schools, focused on social-environmental protection,
training in self-esteem, life skills, coping with crisis situations and decision-mak-
ing competencies;

e a crisis help system, including a helpline, Internet webpage and an intervention
programme in each of the 29 general health services in the country; and

* a media education programme designed to reduce inappropriate reporting and
to promote awareness of the protective role the media may play.
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Case example: Chile - the start of a new system contd.

Future goals

Chile’s National Strategy on Health 2011-2020 has a goal of achieving a 10%
decrease in the youth suicide rate.

Source: Communication from the Ministry of Health, Chile.

Implementation of a national suicide prevention strategy

When implementing a national suicide prevention strategy it is important to be clear of
the inputs, outputs and related outcomes in order to determine how to move forward.
Depending on the focus of the strategy, it may be nationally led but put into action
locally. Examples of these first three elements (i.e. inputs, outputs and outcomes) of a
logical framework are provided below. Evaluation of the outputs, outcomes and
impacts are considered in more detail in the next section.

Inputs
The resources, contributions and investments that are needed to carry out activities, such as:

¢ a funding source and sustained funding;

e sufficient numbers of trained personnel, or capacity-building;
¢ sustained leadership and collaboration;

e culturally-relevant evidence-based prevention programmes;
e access to data;

e dentified implementation partners; and

e political will.

Outputs
The activities, products and services that reach the intended audiences, such as:

e training programmes for gatekeepers;

® public education campaigns;

® access to care;

e community programmes and helplines;

e treatment and continuity-of-care programmes;
e postvention;

e interventions to restrict access to means;

e media guidelines; and

¢ policy implementation.
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Outcomes

The changes, results and benefits achieved for individuals, groups, agencies,
communities and/or systems due to the activities and other outputs. Specific
outcomes should be categorized as short-term, intermediate or long-term and should
be measurable, such as:

e numbers of suicides and suicide attempts;

e numbers trained or otherwise influenced by individual activities;

* hours of accessible services;

* numbers treated;

e measures reflecting a decrease in perceived stigma regarding help-seeking;

e improvement in provision of mental health services;

e mental health, well-being or connectedness;

e measures reflecting cost-effectiveness; and

e reduced rates of hospitalizations due to suicide attempts, or deaths by suicide.

The importance of data

When implementing a national response, the problem to be solved, reduced,
changed or prevented must first be understood. Surveillance refers to the systematic
collection of outcome-specific data (most importantly on suicides and suicide
attempts) “...for use in the planning, implementation, and evaluation of public health
practice” (156). Many countries have no or, at best only very basic, systems of
surveillance that provide routine suicide data that is collected systematically and that
can inform both programmatic targets for interventions and the development of policy
initiatives. Significantly, many countries do not know the key methods used for suicide
or the proportion of all suicides who have previously made attempts. Measuring the
success, or lack thereof, of efforts to reduce suicides, suicide attempts or the impact
of suicide on society at large requires access to reliable and valid data (see also Box
9). Quality improvement depends on having data that point to where the needs for
improvement exist.

Adapting programmes for implementation

Often there are programmes in place that can be expanded or adapted to address the
populations targeted and the outcomes identified in a national strategy. On other
occasions new programmes need to be developed and implemented. The context of
each country and its approach to suicide prevention will need to be considered. For
example, if the data reflect high youth suicide among specific cultural groups within a
country, the national suicide strategy will need to be implemented with a focus on youth
in mind. There is no one-size-fits-all approach to suicide; interventions that work in one
country or region cannot be expected to work effectively in another without consider-
ation of the context and adaptation of the intervention to ensure it is fit for purpose.
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Prioritization

Given the fiscal realities in most countries, multicomponent strategies for preventing
suicide will probably need to be phased in one by one. It is important to define a
country’s priorities in order to make the most of limited resources, including staff and
funding. A situation analysis of sectors’ needs in terms of personnel, leadership
and/or collaboration is imperative for implementing a strategy. Particularly for
countries with strained resources, it is vital to identify the greatest opportunities for
immediate action based on existing programmes or on those that can easily be
adapted. Countries that have achieved short-term goals in suicide prevention may
have the resources to begin focusing on longer-term systemic change.

Challenges to implementation

The implementation of a national suicide prevention strategy often requires change in
the way individuals and their organizations operate. Challenges in achieving the
changes depend on the context but may include (157):

e |imited knowledge of stakeholders about how to change the way they work to align
with evidence;

e personal beliefs, attitudes and perceptions regarding the change, and perceived
risks and benefits;

e individual skills and capacities to carry out the change in practice;

e poor leadership and collaboration;

e practical barriers, including lack of resources, equipment or staffing;

e the political or social environment.

Potential barriers need to be identified and addressed. A participatory, consultative
approach with buy-in from, and feedback to, stakeholders will reduce barriers at
individual level. Training in new skills and competencies should be an essential part
of any national strategy.
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Case example: Switzerland - responding to diversity

Background

Suicide rates in Switzerland are in the middle range compared to other European
countries: 1034 persons died by suicide in Switzerland in 2011.

Switzerland has a federal structure, with the Swiss Federal Office of Public Health
taking care of overarching issues such as health insurance and health informa-
tion. The 26 cantons are primarily responsible for suicide prevention, making the
coordination of an overall national response a challenge. Despite this, suicide
prevention activities, such as the Suicide Prevention Strategy 2010-2015 of the
canton of Zug, have met with success at the cantonal level. Examples of prog-
ress in suicide prevention in the Swiss cantons include:

* means reduction projects;

* media monitoring;

e surveillance;

e short-term interventions and follow-up of people who have attempted suicide;
e gatekeeper training;

e \World Suicide Prevention Day awareness-raising activities;

e self-help groups for the bereaved;

e crisis helplines.

Challenges of a federated country

Despite the success of suicide prevention activities and the responses at local level,
the lack of national coordination remains a challenge for the cantons. This can result in:

e a lack of opportunities for cantons to share best practices and learn from each other;

e a lack of national coordination in resource allocation and surveillance;

® an imbalance between cantons as they may not have the same resources and
activities because suicide prevention interventions are driven by the motivation
of each canton.

The way forward

Since 2011 the political pressure to become active in suicide prevention has
increased at national level. A motion was accepted by the Parliament requesting
the Federation (the Swiss Federal Office of Public Health respectively) to develop
an action plan for suicide prevention. All stakeholders (cantons, NGOs, etc.)
need to be involved in this process and the legal basis needs to be established.

Source: Communication from the Federal Office for Public Health, Switzerland.
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How can progress be tracked when evaluating
a national suicideprevention strategy?

Evaluation is an integral component of any national suicide prevention strategy and
adds value in the following ways:

Knowledge production: Evaluation provides stakeholder groups with important infor-
mation on the strategy’s progress and on its strengths and weaknesses. This informa-
tion can be used to monitor the success of the strategy in achieving short-term, inter-
mediate and long-term outcomes and is a basis for making modifications as needed
and for guiding future planning and resource allocation (158).

Planning and management: Evaluation offers ways to improve how the national strate-
gy and its component activities are planned and managed. It enables the develop-
ment of clear outcome-oriented plans and inclusive partnerships, as well as systems
for data-gathering and feedback that encourage learning and ongoing improvement
(154).

Accountability: Evaluation is a tool for demonstrating accountability to funders, legisla-
tors and the general public. It helps ensure that the most effective approaches are
maintained and that resources are not wasted on ineffective programmes (158).

Many national strategies cover a defined time frame of 5-10 years and include multi-
ple objectives, actions and targets. In the course of those years, certain planned and
intended interventions may not be implemented or sustained. If reduction in suicidal
behaviours, mitigation of risk factors and strengthening of protective factors are not
achieved by a national strategy, it is critical to know whether this was due to lack of
implementation.

While increasing numbers of countries develop and implement national suicide pre-
vention strategies, systematic and comprehensive evaluations are limited (159, 160,
161). Evaluations of the effectiveness of national suicide prevention strategies reveal
inconsistent outcomes, with some countries showing significant reductions in suicide
rates for the total population (e.g. Finland, Scotland), but with limited effects in others
(e.g. Australia, Norway, Sweden) (159, 162). However, caution is advised in interpret-
ing the evaluation outcomes as the quality of information regarding the implementa-
tion of actions is limited. Analyses of changes in suicide rates or risk and protective
factors also vary across countries, making comparisons difficult,
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Case example: Scotland - a comprehensive multisectoral strategy

Initiative

In 2002, a national strategy and action plan to prevent suicide, called Choose Llife,
was launched with the aim of reducing the suicide rate in Scotland by 20% by 2013.
Scotland had seen an increasing rate of suicide, particularly among men, which was
27 per 100 000 in 2001 (the rate for women being 9 per 100 000). Choose Life was
developed and implemented within a national public mental health programme,
which is part of broader Scottish policy commitments to improve population health,
promote social justice and tackle inequalities. This allows suicide prevention work to
be undertaken within a wider framework of policy objectives and initiatives that share
the overarching goal of improving population mental health.

A national network was formed with representatives of local councils, police, ambu-
lance, accident and emergency services, prison services and key NGOs, and a
national training and capacity-building programme was established. An implementa-
tion plan was developed, concentrating on 32 local council areas, with each local
plan focusing on three key objectives:

¢ Achieve coordinated action for suicide prevention across health-care services,
social- care services, education, housing, police, welfare and employment services.

e Develop multi-professional training programmes to build capacity for supporting
the prevention of suicide.

¢ Provide financial support for local community and neighbourhood interventions.

Between 2002 and 2006, the Scottish Government invested £20.4 million in imple-
mentation of the Choose Life strategy.

Results

In 2006, an independent process evaluation and assessment of intermediate out-
comes was conducted of the first phase of the strategy implementation. The evalua-
tion indicated that considerable progress had been made in achieving many mile-
stones but that there was a need to put more emphasis on sustainability by continu-
ing to incorporate Choose Life objectives into other national policy streams. The
evaluation also underlined the need for targeted action such as improved integration
of clinical services, including substance misuse treatment services, at national level.
Over the period 2000-2002 to 2010-2012 the suicide rate in Scotland fell by 18%.
An evaluation of Choose Life was completed in 2012; however, it is difficult to deter-
mine if the decline can be attributed to the programme as a whole or to any particular
elements of it.

Source: Suicide Prevention Strategy 2013-2016, Scottish Government, 2013.
90




Challenges in evaluation

The evaluation of a national suicide prevention strategy does not occur in a vacuum
but is influenced by real-world constraints (158). Evaluations need to be practical and
feasible, and they have to be conducted within the limits of resources, time and the
political, social and economic context of a country. There is no such thing as the right
evaluation but, over the course of a strategy, any number of evaluations may be
appropriate. Comparisons of regional variations in suicide prevention efforts across
states/territories and local communities can provide valuable lessons on the types of
delivery structures that are most efficient and effective (163). In countries where sui-
cidal behaviour is still considered illegal, and socially and religiously is not accepted,
both the implementation and the evaluation of suicide prevention strategies will be
complicated by high levels of stigma around suicide and the lack of accurate suicide
mortality data (164, 165).

A major design concern of any evaluation plan is the difficulty in attributing observed
outcomes or impacts to the prevention strategy since many other factors could exert
an influence on suicide rates and other indicators (166). For example, increased
awareness and improved data may result in greater disclosure and more accurate
information about suicides that would previously have been missed. This could result
in apparently higher rates (159, 167). Also, major changes such as economic crises
can adversely affect population health and suicide by, for instance, reducing the
financial capacity to respond to these issues. Consequently, understanding a strate-
gy’s context (history, organization, and broader political and social setting) is essen-
tial and will improve how evaluations are conceived and conducted (154).

There is a gap in the rigorous evaluation of promising suicide prevention strategies.
While many new and innovative interventions have been noted and implemented inter-
nationally, they are yet to be evaluated. This is an issue particularly for low-income
countries that may have learned valuable lessons in the implementation of suicide pre-
vention that are lost due to a lack of data. The result is a bias towards interventions and
recommendations from countries with an active academic sector. An increase in evalu-
ations, particularly in low-income countries, could remedy this crucial gap.
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The cost and cost-effectiveness of
suicide prevention efforts

It is important to build into evaluation an assessment of the costs and resources required
to implement interventions in different settings, cultures and contexts, and to include
qualitative information on both success and the obstacles to implementation (168). Eco-
nomic evaluations which take issues of context and implementation into account can help
to determine whether interventions that are both effective and cost-effective in one coun-
try are feasible in others. In countries with limited resources, assessing cost-effectiveness
can help determine where resources will be best allocated.

In addition to evidence on the effect or impact of suicide prevention strategies, health
planners and decision-makers require information on the expected costs of implemen-
tation and also on cost-effectiveness in order to ensure that such strategies represent
good value for money. For instance, an economic study of self-poisoning in Sri Lanka
was able to estimate that resource needs for treatment in the country would amount to
US$ 866 000 in 2004 (each treated case costing an average of US$ 32) (169).

Globally there is a lack of robust economic studies to inform planners and policy-makers
of the budgetary requirements and return on investment associated with efforts to prevent
suicide (168). A recent WHO review of suicide prevention strategies that included cost as
a parameter of interest showed that two thirds of the strategies assessed as being effec-
tive or promising were categorized as low-cost and that low cost was also closely associ-
ated with universal or selective (as opposed to indicated) prevention approaches (40).

The inclusion of an economic component in funded clinical trials in some countries
has resulted in some evidence on the cost-effectiveness of certain strategies, such as
online self-help to reduce suicidal ideation in the Netherlands (170) or cognitive
behavioural therapy for persons with a history of self-harm in the United Kingdom
(171). Other economic studies have employed a modelling approach to assess
expected costs and benefits over time, such as Australia’s Assessing Cost-Effective-
ness (ACE) in Prevention project which assessed the comparative cost-effectiveness
of a number of interventions, including (172):

e reducing access to means of suicide through revised legislation on gun ownership (at a
cost of more than 50 000 Australian dollars gained for each additional healthy life year);

e guidelines for more responsible media reporting (27 000 Australian dollars per
healthy life year gained so long as at least one suicide is averted).

Such studies provide good examples of how economic analyses can be carried out
and how they can inform national suicide prevention strategies.

1 A healthy life year can be thought of as one year spent alive in full health,

free of disability or morbidity.
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The way forward

for suicide prevention




Fact:

around suicide, most people who are
contemplating suictde do not know
who to speak to. Rather than
encowaging swcidal behavious,
talking openly can give an
individual other options or the time
to rethink hisl her decision, thereby
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What can be done and who needs to be involved?

Action is needed to make prevention possible. Suicide prevention approaches have
evolved as communities and countries have changed their attitudes and beliefs
regarding suicide. Stigma against seeking help for suicide has been reduced in many
contexts. Now the challenge for policy-makers and other stakeholders is to embrace
the increase in public dialogue about suicide and take advantage of the environment
to implement a response. For many countries there is still a long way to go, and
significant obstacles to implementing suicide prevention strategies remain. This
section of the report offers countries pathways for moving forward, regardless of
where they are on their way forward to suicide prevention.

Forging a way forward

Ministers of health have a critical role to play in providing leadership and in bringing
together stakeholders from other sectors in their country. They can help coordinate
across sectors — including education, public media, justice, labour, social welfare,
religion, transportation and agriculture — to effectively engage them in suicide preven-
tion activities that use the current knowledge base about prevention. This involvement
can then be built on.

The steps a country should take next will depend on where the country is on the way
towards suicide prevention. Table 5 lists examples of strategic actions that countries
can take to advance suicide prevention on the basis of the best available evidence

described throughout this report. The table shows the range of current activities and
options for preventive actions that can be considered in a number of strategic areas.

Countries that have no current activity

In countries where suicide prevention activities have not yet taken place, the emphasis
Is on action. These countries can seek out stakeholders and develop activities opportu-
nistically where there is greatest need or where resources already exist. They may find
in the course of doing so and analysing the situation that some community groups have
already been working on small-scale activities for suicide prevention. Such groups will
often require further support in order to increase in scale or scope, and this can be
achieved through further collaboration. In addition, it is important to improve surveil-
lance at this stage, though countries can do this concurrently with, and not at the
expense of, initiating relevant suicide prevention interventions.
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Countries that have some activity

In countries that have some existing suicide prevention activities, it may be productive
to focus first on consolidation by conducting a situation analysis. These countries can
identify gaps in services and can work towards a comprehensive national response
by identifying and mapping all stakeholders and by delegating roles and responsibili-
ties within the national response. Particular attention can be given to the context and
to vulnerable groups, with risk factors prioritized accordingly.

Countries that have a national response

For countries that already have a fairly comprehensive national response the empha-
sis can be on evaluation and improvement. While evaluation is equally important for
continuous improvement at earlier stages, at this stage resources may often be more
readily available for in-depth evaluations. The emphasis for these countries is on the
timely inclusion of new data and ensuring that the national response improves in
effectiveness and efficiency.

Effective suicide prevention will require a continuous cycle of learning and doing.
Ministers of health and other suicide prevention leaders can benefit from regular
efforts to reflect on progress and consider next steps. A SWOT analysis or another
situational analysis tool can be used to measure progress (see Box 8). Well conduct-
ed situational analyses can be used to identify strengths to be enhanced, weakness-
es to be corrected, opportunities to be pursued, and threats to be addressed.

Box 8. Conducting a situation analysis: SWOT example

Continuous progress on suicide prevention requires commitment and ongoing
consideration of past accomplishments and potential next steps. Ministers of
health and leaders in suicide prevention from other sectors can benefit from com-
pleting periodic situational analyses of the status of suicide prevention efforts in
the country. There are several models for conducting situational analyses and it
will be important to choose one that is familiar and is considered appropriate for
local needs. One relatively straightforward approach is the SWOT analysis, a
planning tool that can be used to set objectives and determine the steps neces-
sary to reach those objectives. The SWOT analysis involves answering questions
to determine Strengths, Weaknesses, Opportunities and Threats relating to sui-
cide prevention. When conducting situational analyses using SWOT or other
models, it is important to consider existing resources, political will, policy and
legislative opportunities, and partnerships across sectors.
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Box 8. Conducting a situation analysis: SWOT example

Example of a SWOT analysis for surveillance:

Strengths Weaknesses Opportunities Threats
Currently have Lack of data on Education minister Resources needed
national data on suicide attempts. proposes to add for analysis and
suicide mortality. guestions on dissemination of the
suicidal behaviour results. Partner-
to next national ships with research-
survey of high ers and the media
school students’ are limited.
drug use.

Table 5 presents areas for strategic action. These cover the engagement of appropri-
ate stakeholders who can work within their own sector or across sectors to reduce
suicide; efforts to reduce access to the means of suicide; improvement of the system-
atic collection of surveillance data to understand trends in suicide; monitoring of the
effects of prevention efforts over time; efforts to correct myths and to raise awareness
that suicide is a preventable public health problem; and mobilizing the health system.

The columns in the table contain suggestions for steps towards each strategic action
regardless of where the country is in its progress towards implementing a successful
suicide prevention strategy. The intention is that partners will use this information to
consider what strategic actions they need to implement. Stakeholders are suggested
as possible leaders for each strategic action and can use the list to help identify addi-
tional actions that will complement current activities and fill gaps in the national
approach to suicide prevention.

The foundational work of engaging key stakeholders is critical to ensuring the partici-
pation of different sectors. This table can be used both to consider how each sector is
currently contributing to suicide prevention and to identify opportunities to expand or
leverage the contributions of these sectors to engage other partners and to facilitate
progress on other suicide prevention actions.




Table 5. Proposed strategic actions for suicide prevention

(categorized by current implementation levels)

Areas of strategic
action

Engage key
stakeholders

Lead stakeholders

Ministry of Health
as lead, or other
coordinating
health body

No activity
(currently there is
no suicide preven-

tion response at
national or local
level)

Initiate identifica-
tion of and
engagement with
key stakeholders
on country
priorities, or
where activities
already exist.

Some activity
(some work has
begun in suicide
preventionin
priority areas at
either national or
local level)

|dentify all key
stakeholders
across sectors
and engage them
comprehensively
in suicide preven-
tion activities.
Assign responsi-
bilities.

Established
suicide prevention
strategy exists at
national level

Assess the roles,
responsibilities,
and activities of
all key stakehold-
ers on a regular
basis. Use the
results to expand
sector participa-
tion and increase
stakeholder
involvement.

Reduce access

Legal and judicial

Begin efforts to

Coordinate and

Evaluate efforts to

to means system, reduce access to | expand existing reduce access to
policy-makers, means of suicide | efforts to reduce the means of
agriculture, through commu- | access to the suicide. Use the
transportation nity interventions. | means of suicide | evaluation results
(including laws, to make improve-
policies and ments.
practices at
national level).
Conduct Ministry of Health, | Begin surveil- Put a surveillance | Monitor key
surveillance and | Bureau of lance, prioritizing | system in place to | attributes such as
improve data Statistics, all mortality data, monitor suicide quality, represen-

quality

other stakehold-
ers, and particu-
larly the formal
and informal
health systems to
collect data

with core informa-
tion on age, sex
and methods of
suicide. Begin
identification of
representative
locations for
development of
models.

and suicide
attempts at
national level
(including
additional
disaggregation)
and ensure the
data is reliable,
valid and publicly
available.
Establish feasible
data models that
are effective and
can be scaled up.

tativeness,
timeliness,
usefulness and
costs of the
surveillance
system in a timely
manner. Use the
results to improve
the system. Scale
up effective
models for
comprehensive
data coverage
and quality.
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Raise awareness

All sectors, with
leadership from
the Ministry of
Health and the
media

Organize
activities to raise
awareness that
suicides are
preventable.
Ensure that
messages reach
some of the
regions or
populations
targeted and are
delivered through
at least one
widely accessed
channel.

Develop strategic
public awareness
campaigns and
implement them
using
evidence-based
information at
national level.
Use methods and
messages that
are tailored to
target popula-
tions.

Evaluate the
effectiveness of
public awareness
campaign(s). Use
the results to
improve future
campaigns.

Engage the Media and Begin dialogue Approach major Evaluate media
media Ministry of Health | with the media on | media organiza- reporting of
in partnership responsible tions within the suicide events.
reporting of country to Engage and train
suicide. support the all media about
development of responsible
their own reporting.
standards and Establish timely
practices to training for new
ensure responsi- | workers in the
ble reporting on media.
suicide. Work
with media
stakeholders to
promote preven-
tion resources
and appropriate
referrals.
Mobilize the Formal and Begin planning Provide accessi- Implement
health system informal health and implement- ble regular monitor-
and train health | gystems, ing care for evidence-based ing and evalua-
workers education sector | People who crisis care, tion of existing

attempt suicide,
and train health
workers.

clinical care and
postvention
services at
national level.
Provide refresher
training to health
workers. Adapt
curricula for
health workers.

services. Use the
results to improve
ongoing care.
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Change attitudes

Media, health

Begin implemen-

Change attitudes

Conduct periodic

and beliefs services sector, tation of activities | towards the use evaluations to
education sector, | to reduce stigma | of mental health monitor changes
community associated with services, and in public attitudes
organizations seeking help for reduce discrimi- and beliefs about
suicide. Increase | nation against suicide, mental
help-seeking users of these and substance
behaviour. services. use disorders
and help-seek-
ing.
Conduct Relevant commu- | Begin planning Expand existing Conduct periodic
evaluation and nity health and prioritizing research, assign- | assessment of
research services, the required ing resources to the portfolio of

education sector
and Ministry of
Health

suicide preven-
tion research,
and collate the
existing data

inform and
evaluate efforts to
prevent suicide at
regional and/or

research to
monitor scientific
progress and
identify

(e.g. suicide national level. knowledge gaps.
deaths). Redirect resourc-
es on the basis of
the evaluation.
Develop and Ministry of Health | Begin to develop | Continue to Evaluate and
implement a a national suicide | develop the monitor strategy

comprehensive
national suicide
prevention
strategy

prevention
strategy to serve
as a rallying
point, even if data
and resources
are not yet
available.

national strategy
to ensure it is
comprehensive,
multisectoral and
covers all gaps in
service and
implementation.

implementation
and outcomes in
order to identify
the most effective
components. Use
the results to
update the
strategy continu-
ously.
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Table 5 is by no means exhaustive and is intended to encourage continuous improve-
ment and to offer ideas for actions that can be pursued. The cells of the table include
examples of strategic actions or ways to think about progress. The table is not intend-
ed to provide a formula or prescription for suicide prevention.

While moving forward, there are two key points to consider. First, suicide prevention
activities should be implemented simultaneously with data collection (see Box 9). The
collection and collation of accurate data on suicide and suicide attempts are import-
ant and have been a major challenge in most countries; however, waiting for a perfect
surveillance system is not the answer. Improvements to surveillance should be made
as the country moves forward in implementing suicide prevention interventions, with
changes being made in response to the data as necessary.

Second, some countries may feel that for various reasons they are not ready to have a
national response to suicide prevention. However, the process of consulting stake-
holders about a national response often creates an environment for change. Through
the process of creating a national response to suicide, stakeholders become
engaged, public dialogue on issues of stigma is encouraged, vulnerable target
groups are identified, research priorities are set, and both public and media aware-
ness are increased. Consequently, rather than seeing the creation of a national
response as an end-result, it is more accurate to view the development of a national
response as one important element on the path towards effective suicide prevention.
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Box 9. Key actions in surveillance

Improved surveillance and monitoring of suicide and suicide attempts are required
for effective suicide prevention. As there are limited resources available for suicide
prevention, administrators, public health agencies and other stakeholders must
decide what proportion of the funds and resources available for suicide prevention
should be allocated to monitoring and how they should be distributed between the
various types of monitoring activities. The situation varies greatly between coun-
tries, so there is no one-size-fits-all manual for making these decisions. There are,
however, some general principles for key actions that may be useful across most
jurisdictions:

» Establish a permanent task force that is specifically responsible
for monitoring and improving the quality of suicide-related data as
an integral component of the overall suicide prevention effort.

Improving the quality of suicide-related information is such an essential component
of suicide prevention efforts and of every national suicide prevention strategy that a
dedicated group (task force) should be assigned to focus on this activity. After a
situation analysis of the current status of suicide-related data has been conducted,
a plan to improve data availability, comprehensiveness and quality would be devel-
oped, its implementation monitored and the plan periodically updated.

 Conduct periodic assessments about the availability, comprehen-
siveness and quality of data about suicides and suicide attempts.

Periodic assessment and improvement of the quality of data is important for each
of the three main data sources:

— Improve the quality of vital registration data on suicide. The activities needed to
establish or improve recording of deaths by suicide will vary according to the cur-
rent status of the vital registration system in the country.

— Improve the quality of data about medical treatment for suicide attempts. Devel-
opment of a hospital-based monitoring system is a complicated process but a start
can be made by developing a feasible method of data collection in a few represen-
tative locations and subsequently scaling it up to the whole country.

— Improve the quality of community surveys about suicidal behaviour. This must
take into account the fact that the sample size should be large enough to be repre-
sentative of the community or country. Standardized questions should be used, the
most important and useful being about suicide attempts in the previous year.
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Box 9. Key actions in surveillance

* Give preference to having high-quality data from several represen-
tative locations over poor-quality data that covers the entire nation.

In most low- and middle-income countries and some high-income countries, finan-
cial, personnel or technical limitations make it unfeasible to develop national monitor-
ing systems for suicides and suicide attempts or to conduct national surveys regular-
ly. In this situation it is better to identify several representative target sites and then
scale up to the national level.

* Integrate the suicide monitorin?_ effort with other activities when-
ever possible rather than establishing stand-alone activities.

Suicide deaths are usually collected as part of the overall death registration system
and not in a stand-alone monitoring system. The monitoring of suicide attempts
treated in emergency departments is best organized as part of an overall monitor-
ing system for injuries. Community surveys about suicidal behaviour can easily be
integrated into other community surveys about physical or mental health.

 Include stigma-reducing efforts in the overall plan to improve
data quality.

Perhaps the greatest barrier to good-quality data about suicide is the stigma associat-

ed with suicidal behaviour. Working with the media to change public perceptions and

with medical and nursing schools to change medical professionals’ attitudes (e.g. by

framing suicide as a major treatable public health problem) are important steps

towards achieving the long-term goal of reducing the stigma associated with suicide.

e Find a balance between the need for national data and the need
for community-specific data.

National data can be of limited use in devising and monitoring local prevention
strategies because there may be substantial demographic, economic or cultural
differences between different regions of the country. It is important to determine the
extent to which the local profile of suicide diverges from the national profile.

e Ensure that the monitorin? system is used to assist in the devel-
opment and assessment of suicide prevention activities.

All large government-sponsored suicide prevention studies should require the use

of suicide or suicide attempt as the key outcome measures and should allocate an

adequate portion of the budget to the monitoring of these outcomes.
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What does success look like?

In addition to helping countries plan their inputs and actions, a logical framework
such as the one shown in Figure 9 can be used with other monitoring and evaluation
tools to track progress and measure success. After exploring possible inputs, outputs
and activities for planning and implementing a national suicide prevention strategy, it
is important to revisit the outcomes and to look further at the impacts that are
achieved in order to move ahead with evaluation.

Figure 9. The logical framework applied to suicide prevention

Inputs: financial Actvities: e.g. Outputs: e.g.
and human means reduction, number of inter-
resources community ventions deliv-
awareness etc. ered, number of
gatekeepers
trained

Outcomes: per- Impact: a society

centage reduction that is socially

in suicide rate connected, sup-
portive of people
with suicidal
behaviours, and
that increases
resilience
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Outcomes

Quantitative indicators that measure the principal outcomes of a national strategy are
useful indicators of progress. These can include:

® a percentage reduction in the suicide rate;
e the number of suicide prevention interventions successfully implemented;
e a decrease in the number of hospitalized suicide attempts.

Countries that are guided by the Mental Health Action Plan 2013-2020 (1) can aim
for a 10% reduction in the suicide rate. Some countries may go further; for instance,
England in its previous national health strategy Saving lives: our healthier nation,
1999 (173) set a target in the area of mental health to reduce the death rate from
suicide and undetermined injury by at least 20% by 2010. This target was success-
fully met by 2008 (174). Quantitative indicators attached to key activities provide
important milestones for the coordinated national response across all sectors.

Impacts

While the main target outcomes are important and may show progress, they may miss
other important qualitative information. Sometimes suicide rates do not decline due to
an increase in the reporting of suicide, or due to other contextual factors. Countries
should look beyond the principal outputs and outcomes towards broader impacts in
order to obtain a complete understanding of progress and success. Measures of
broader impact may include quantitative and qualitative indicators such as:

e communities where organizations (schools, religious organizations, workplaces,
etc.) are providing support to the population and are connected sufficiently to pro-
vide appropriate referrals for those needing assistance;

e families and social circles that provide social support, enhance resilience, recog-
nize risk factors for suicide, and intervene effectively to help loved ones;

¢ a social climate in which help-seeking for suicidal behaviour is no longer taboo and
public dialogue on the issue is encouraged.

These indicators are often more difficult to measure but are important because they can

signal significant progress in suicide prevention and should be considered equally
important when a country assesses the progress made and what success will look like.
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Key messages




Suicides take a high toll. Over 800 000 people die due to suicide every
¥ear and it is the second leading cause of death in 15-29-year-olds.

here are indications that for each adult who died of suicide there may
have been more than 20 others attempting suicide.

Suicide is a global phenomenon. All countries are affected. Despite preconceptions
that suicide is more prevalent in high-income countries, in reality 75% of suicides
occur in low- and middle-income countries. Suicide is an important cause of death
across the lifespan. In addition to the impact on individuals who attempt and die from
suicide, the powerful ripple effect that suicide has on families, friends, communities
and countries is far-reaching.

Suicides are preventable. For national responses to be effective, a
comprehensive multisectoral suicide prevention strategy is needed.

To ensure that it is effective, the national strategy should include collaboration
between health and non-health sectors at governmental and nongovernmental levels.
It should involve communities and also the media to encourage responsible reporting
of suicide. The strategy should improve surveillance as well as policies relating to
mental health and alcohol in particular. Early prevention should be a core component
of any strategy developed.

Restricting access to the means for suicide works. An effective strategy for
preventing suicides and suicide attempts is to restrict access to the most
common means, including pesticides, firearms and certain medications.

Restriction of access to means plays an important role in suicide prevention, particu-
larly in the case of suicides that are impulsive. Implementation of effective policies
coupled with community interventions has been instrumental in reducing suicide
through means restriction.
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Health-care services need to incorporate suicide prevention as a core
component. Mental disorders and harmful use of alcohol contribute to
many suicides around the world. Early identification and effective man-
agement are key to ensuring that people receive the care they need.

Improving the quality of care for people seeking help can ensure that early interven-
tions are effective. Improved quality of care is the key to reducing suicides that arise
as a result of mental and alcohol use disorders and other risk factors. Mental health
and alcohol policies should prioritize care, promote its successful integration into
overall health-care services, and support sufficient funding for the improvement of
these services.

Communities play a critical role in suicide prevention. They can pro-
vide social support to vulnerable individuals and engage in follow-up
care, fight stigma and support those bereaved by suicide.

In all countries, particularly those with limited resources, the importance of communi-
ties and their support programmes in suicide prevention cannot be overstated. Effec-
tive social support within communities and individual resilience can help protect vul-
nerable persons from suicide by building and improving social connectedness and
skills to cope with difficulties. Specifically, the community can provide help in crisis
situations, keep in regular contact with people who have attempted suicide, and sup-
port persons bereaved by suicide.
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ANNEXES

Annex 1. Estimated numbers and rates of suicide by sex and age, 2000 and 2012*

Country

Number Crude all ages and age-specific

Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
poray e T bl e [ o
2012 ages years years years years ye;rs (2%‘?'"21 00 000), [2%351 00 000), 2000-2012

_ both | 1205 140/08|75 6.1/83/126/ 5.7 6.1 -5.9%
f}ff’ha“"‘ta“ females 643 4409|9854 5485 5.3 4.7 14.4%
males | 562 |37 07/51/67/114179 6.2 76 | -17.6%

_ both. | 205 [65/08|53|70/91(193 5.9 7.0 -15.3%
fpania | naes 93 |59 1.0 49 5883174 5.2 56 | -7.0%
males | 112 |71/ 06|57/83]99 214 6.6 85 | -22.0%

_ both. | 677 11803 22 21 25 6.1 1.9 2.2 -12.8%
ﬂ?er'a females 277 | 1503 20161851 1.5 1.9 -16.8%
males | 400 |21 04|23]26[32/ 73] 23 26 | -10.6%

both | 2206 106/ 2.3 21.4/17.4/137/188  13.8 9.2 50.3%

0n9°  lfemates| 612 |58 |19(117/82(79 (107 7.3 44 | 64.8%
males | 1594 |155 2.7 31.3/26.8/20.2/29.3 20.7 14.3 | 451%

~ beth [ 4418 [10.8/1.1 /138109158216 10.3 12.4 | -17.1%
frgentina [ rates 901 4309 53 47 5970 4.1 51 | -20.4%
males | 3517 |17.5 1.2(219/17.3/269/456  17.2 20.6 | -16.5%

_ both. | 08 |/33/03/28/36/46/88 29 3.2 -8.1%
f\z"]me“'a females] 17 |12/02]09|07[12[52] 0.9 1.0 5.2%
males | 81 |53 04|43]64|83/140 5.0 59 | -14.8%

~|bath 12679 (116 06 /122/17.2/132/129  10.6 11.9 | -10.6%
pstralia | omaies 649 |56 08 65 79 62 54 5.2 5.0 4.6%
males | 2030 |17.7 0.4 |17.5/26.5/204/222]  16.1 18.9 | -15.1%

_ both . | 1319 1156 1.0 9.5/14.3[215[329] 11.5 16.3 | -29.7%
‘[‘\1‘;5‘”’“ femates] 330 | 7.6 07|33 /65122140 5.4 74 | 27.2%
males | 989 |239 1.3[155/221/31.3[61.21 18.2 26.7 | -32.1%

_ |both | 154 |17 02161826 52 1.7 1.7 -4.6%
(nerPAAN froaies 48 1002 1.2/08 1343 1.0 09 | 17.6%
males | 106 | 2303 21/29/41]66| 2.4 27 | -12.8%

120




Country Sex Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
A Pl age] I oo efoser  oocide s
2012 ages years years years years ye;rs [2%91"21 COR0OF (2%%'61 COODOK [2000a20(2
both 9 |23/02 10/18|45148 23 3.0 -23.6%
F{’}hamas femalessy 3 |14/02]06/09|22(92] 1.3 2 1 39.7%
males | 6 |33|03|14|27|71[236] 3.6 42 | 13.2%
_ both | o5 73/11/87 8289364 8.1 8.0 0.1%
F{‘ihra'“ femates; 11 |22 03|29 2232166 2.9 3.0 3.4%
males | 85 103 1.7 121/11.012257.1] 11.6 118 | -1.8%
Bangladesh both (10 16766 | 1.0| 8164136289 7.8 7.8 0.1%
% females| 5773 | 7.6 | 1.3 108/ 66139316 8.7 8.2 5.8%
males | 4394 |56 |07 |55 6.1 |13.4/264] 6.8 7.3 6.8%
both [ 7 Togl02[22/ 22140 81] 23 3.4 | -33.6%
parbados | aes 1 0.7/ 0.1 05060825 06 1.0 | -44.7%
males | 6 |46 0337 37 74167 4.1 6.0 | -31.3%
Celarus both [ o051 [21.8/091/20.1[272[26031.7] 18.3 35.5 | -48.4%
(1) femaless 400 |[79/05/6.2/89|95 134 6.4 8.8 -27.9%
males | 1651 |37.8| 1.2 |33.4466/47.0766 32.7 66.2 | -50.6%
_ both [ 1955 [17.7/ 0.7 | 9.5 |24.1[246 251 14.2 180 | -21.1%
Fﬁlg'“m femates 548 |97 05|49 111164124/ 7.7 92 | -16.4%
males | 1407 |259 0.8 |14.0/36.8133.01438] 21.0 27.4 | -23.1%
_ both 6 |(20/03|16/27 25219 2.6 3.9 -32.6%
hoize females] 1 |06/00|12/08|00|00| 05 06 | -12.1%
males | 6 |35|05| 19|47 50486 4.9 7.3 | -32.2%
Benin both | 368 37 /07|55 4580 265 5.7 6.0 -5.5%
7 fematesy 105 | 2.1/05|31 2250 141] 3.1 3.2 22%
males | 262 |52/1079 67113447 88 9.6 77%
both | 119 160 1.9]15.7/246/288/379 17.8 238 | -251%
ﬁf}“ta" femates 35 |102| 14 (131/142/167[191] 11.2 16.1 | -30.5%
males | 83 |209| 2.4 180324382530/ 23.1 306 | -24.5%
B both [ 1204 [11.7/48[206/13.3/120[139] 122 125 | 2.2%
Eovia fomates 450 |86 49(17.2 77|55 86| 8.5 93 | -9.4%
males | 774 148 48 239191192209 16.2 15.9 2.0%
Bosniaand | ESf. | 532 1139/04 6.8 132238290 10.8 120 | -10.6%
Herzegovina | fematesl 114 | 58|03 14 44 103151 4.1 49 | -16.5%
(2] males | 418 22305 |12.0/22.11388/482] 18.0 20.2 | -10.7%
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Country
(quality of
mortality
data**)

Sex

Number
of
suicides

Crude all ages and age-specific
suicide rates (per 100 000), 2012

ENELE N

5-14 15-29 30-49 50-69 70+

Age-
standardized standardized age-
suicide
rates***

suicide
rates***

Age-

% change in

standardized
suicide rates,
(per 100 000), (per 100 000), 2000-2012

2012 ages years years years years years 551, 2000

both . 64 [32 0645 38/52[126] 3.8 4.1 7.8%

Botswana o
(4) females, 17 | 1.7/03/22/14 3487 20 2.3 11.8%
males | 48 |47 08/69|59|74(194 57 6.2 7.0%

Brazil both. 111821/60/04/67/84/80/98 58 5.3 10.4%
(1) females, 2623 |26/03 /2637|3833 25 2.1 17 8%
males | 9198 |94 04[10.7/13.3[12.7/185] 9.4 8.7 8.2%

Brunei both | 25 162/02/60/80 112151 6.4 5.5 16.9%
Pzé;russalam femaless 10 |49/02 456193137 5.2 4.2 24.2%
males | 15 |74 02 75/100130167] 7.7 6.8 12.6%

_ both [ 1054 (1450880 144212241 10.8 155 | -30.5%
Bulgaria | maies 288 | 7.7 0532 69106149 5.3 80 | -34.3%
males | 766 216 1.1]125/215/33.1/386 16.6 235 | -29.3%

Burkina both. | 485 |30 0648 39 641215 4.8 4.8 0.0%
Faso females, 151 | 18|04 /29 19|45/127] 238 2.6 8.1%
(4) males | 334 |41/08/67 5990360 7.3 7.6 3.8%
~ |beth. | 1617 [16.4]5.227.3[21.0/202/82.4]  23.1 19.6 17 8%
parundi - iomates| 401 | 8042|114/ 70(167708 125 103 | 21.7%
males | 1216 250 6.3 |44.2/35.1/41.7/965] 34.1 29.6 15.4%

both 19 139 03|25/2772|387 438 5.4 -12.3%
papoverde [aes 4 15 0106 0828 142 1.6 20 | -182%
males | 16 |64 06|43|45(128/77.7] 9.1 10.0 8.7%

~|beth | 1339 190 |2.1/130/128 9.4 158 9.4 11.5 -18.0%
Cambodia | rates| 474 6218|8769 92 115 6.5 85 | -04.2%
males | 865 119/ 24[17.2[192/97[219 12.6 149 | -15.2%

both. | 1070 |49 /12 79 /60 86305 7.0 6.8 3.1%

[AMETOM femaies 257 24 0732 2756 1561 3.4 34 | 09%
males | 814 75|17/125/92/118/496 10.9 10.5 3.6%

both | 3983 |11.4/ 06(10.015.2/156/11.3] 9.8 11.0 -11.1%

Canada  |romaes| 958 |55/0552|7.1/80 33| 48 49 | 28%
males | 3026 17.5/ 0.6 |14.6/123.2/235/220 14.9 172 | -13.5%

Central  |both, = 356 |79 14/131116113[17.8] 9.5 7.8 22.7%
Qfer[;mic femaless 100 |44 13[67 56 75/118 5.3 4.5 18.4%
(4) males | 256 115 16(19.6/17.7/159/26.1]  14.1 113 | 24.6%
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Country Sex Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
mortality suicides suicid*i . suicid*t-i . standardized
data*) lall ages), AU 5-14 15-2930-4950-69 70+ {22500 000y [oer 100000, 2000-2012
ages years years years years years 5412 2000

both. | 336 [27|05|4.1/40|74 214 47 4.5 4.2%

fhad females| 81 |13 04 17|15 48106 2.3 21 | 85%
males 255 141107 64|65 /10.3/34.5 7.4 7.2 2.4%

chile both | 2262 1130 1.0 165160162168 12.2 10.7 14.3%
(1) femaless 533 |6.0/1.1/80/79/69 |50 58 2.9 98.6%
males | 1729 |20.0| 0.9 |24.8/24.2/26.11339  19.0 19.1 0.7%

_ both . 120730/ 87 05|42 /51157515 7.8 19.4 | -59.6%
China  femates 67 542/101/ 05 |59 | 7.1 1701477 87 | 217 | -50.7%
males |53 188| 74|04 |27 |32[14.4/558 7.1 17.4 | -59.3%

Colombia both. | 2517 153 /1.1/80 64 66 7.1 5.4 7.0 -22.8%
(1) females 471 | 19/12/36/16/22/04 1.9 3.0 -35.6%
males | 2046 | 8.7 09(12.4/11.4/115/163 9.1 113 | -19.3%

both. | 75 1105/ 19 12.9/13.0286/82.1| 16.9 15.6 8.6%

LOmOros  ftomates. 21 |60 1565 55/163/670 10.3 9.6 7.4%
males | 54 |14.9/2.2[19.2/205/41.41016 24.0 21.9 9.7%

both | 338 78|14 144117101168 9.6 10.5 -8.7%

CoNge  females 82 |38 10 67 53 53 91 46 56 | -17.6%
males | 256 |118/1.7(221[18.1[15.1[262 14.7 15.6 -5.6%

_ |both | 331 |69|06|79|104/85|72 6.7 7.0 -3.7%

ﬁ‘}“a Rica | mates] 53 |22]02|32|32|25|06| 2.2 1.8 24.6%
males | 278 |11.4/10[123[17.4/145[151 11.2 12.1 7.8%

Cote dilvoire both. | 1063 |54 /158568 9.1 267 7.4 6.5 15.0%
() females 279 |29 /10 41|37 62137 4.1 3.5 16.3%
males | 785 |7.8/20(128/9.7(11.4[37.7 106 9.2 15.5%

_ both | 709 165 0.4 80146232372 11.6 16.4 | -29.1%
f{fa“a females) 155 |7.0/01 275197160 45 69 | -355%
males | 554 |26.7|06/13.0/239/37.8/730 19.8 27.4 | -27.8%

both . ' 1648 [14.6/ 0.8 | 6.0 [14.824.4/36.1] 11.4 146 | -21.9%

faba females. 334 |60 15 15 42134120 45 87 | -481%
males | 1315 232/ 0.1]10.2/25.0/35.7/65.1  18.5 20.8 | -11.3%

both. | 58 |52/00/59|78|50(47| 4.7 1.3 269.8%

ﬁy,p”‘s femaless 9 |16/00|24 20/15/15| 15 1.1 41.5%
males | 49 | 86/00/90/131/86/87| 7.7 15 | 416.9%
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Country Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
mortality suicides sutlt:lde suticide stqn_c(l’ardifed
data**) (allages), Al 5-14 15-2930-4950-6970+ Fates>  ratestx o suicide rates,
2012 ages years years years years years [2?1"21 00 000), [2%%'61 00 000), 2000-2012
Czech both | 1663 |15.6) 0.2/10.6/17.8/23.8/19.4) 12.5 13.7 -8.4%
Republic | females] 269 |50 00 36 /556873 39 52 24.8%
(1) males | 1394 266 0.3 17.1295420390 215 23.0 6.5%
Democratic | 29th - - - -] - - _ _ _
PeoPlel-s females - - - - - - - - - -
Republic
of Korea (4) | males - - - - - - - - - -
Democratic 28¥ls 5248 8019 149125110152 10.1 8.0 26.3%
Republic (. esl 1287 (3916|7249 57 84| 438 3.6 32.7%
of the Congo
(4) males | 3961 |12.1) 2.3 22.61203/16.8/243 15.8 12.8 23.6%
- ) both | G625 [112/02]57 /129183169 8.8 12.0 | -27.0%
[1‘?“"“" females. 154 1 55/01/29 519884 4.1 6.0 31.6%
males | 471 1700284 207269282 13.6 184 | -26.2%
 lbheth T 90 107/18[125/98[227/853 15.1 14.7 2.9%
:’lf;'”““ temales. 27 |63 1464 44 134699 95 9.3 2.1%
males | 65 |150/ 2.2 /1851513241039 20.9 20.2 3.4%
Dominican |28 | 375 37/04 334771138 4.1 59 31.1%
Republic | femaless 95 |19|04 14 21 40 79| 2.1 3.1 34.2%
(2] males | 280 |54 03|52|7.3]103/203] 6.1 8.6 -29.4%
cua both 1 1377 [89120/15.7/86/10.7/159] 9.2 8.9 3.4%
(2“]“"" OF  temates 410 53|18 109/40 44|94 53 57 -8.0%
males | 967 125/ 221204134 17.4234] 13.2 12.1 9.0%
both [ 1264 [16/03/19/20]24/53] 17 26 _33.6%
Fzglypt females|] 433 |11/02(13]12[16|42| 1.2 2 1 ~45.3%
males | 831 |21|04|24|28(33(71| 24 3.1 241%
both | 806 [12.8 1.6 17.6/18.1/175206 13.6 13.7 13%
El Salvador °
2) females;] 191 |58 18|96 /59 6569 5.7 7.5 -24.5%
males | 615 206 15/258/34.032.139.3] 235 213 10.1%
Equatorial |28 | 102 [139/27[24.8[183195[30.1] 16.6 13.8 20.4%
Guinea temales] 26 | 7421 143/75/104/164 86 6.3 35.6%
(4) males | 76 |20.1|32|352/28.1|272/448 241 20.8 15.9%
e both . | 510 183/10/83 116350790 16.3 16.4 -0.4%
[[]'"ea females 124 |40 0630 4.1/180/57.8 8.7 9.2 5.5%
males | 386 |12.6/ 1.3/136/19.45511166 25.8 253 2.0%
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Country Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012 standardized standardized age-

) i o e Saniees
' o AL 14 152930495049 70-  ferToouu fpr o000, 350-202

_ both. | 206 175 1.6/13.3/15625.1336/ 13.6 25.0 -45.9%
:51"’)“""’" femalesy 46 6600|3731 73195 3.8 95 | -59.7%
males | 181 130.2| 3.0 |22.6/28.3/47.8/655 24.9 43.6 -42.8%

Ethiopia both. | 6852 | 7511710781 /159613 11.5 13.1 -12.7%
(@) females] 1781 |39 /121412795522 6.7 7.5 11.1%
males | 5071 [11.1] 2.1[17.2/136229/71.4| 16.5 18.9 -13.0%

both 52 |159/03 38/6.1(145365 7.3 8.5 -13.7%
::2”)' females] 14 |32/02/17 2678270 4.1 55 | -25.4%
males | 38 185|/03|58 94 213/484 10.6 11.5 -8.4%

_ both | 901 16.7/0.3/188121.021.2165 14.8 20.8 -28.9%
::1';“""“ females 224 | 8101107100109 56 7.5 100 | -253%
males | 677 |255/05 26.6/31.531.8/33.3] 22.2 31.8 -30.2%

France both . 110 093|158/ 06 | 7.6 |19.3]23.1289 12.3 14.9 -17.2%
(1) females] 2618 | 7910513288 /130127 6.0 7.4 -19.5%
males | 7475 242/ 06(11.8/20934.1/54.0, 19.3 23.3 -17.4%

both | 114 |70/09 120 8896|204 8.2 7.9 3.8%

&"’;b” females] 31 |38 0862 45 57 121 45 43 3.0%
males | 83 (10.1/1.1[17.6/113.1/13.7|315 12.1 11.7 3.2%

Gambia both 58 3208 54/43|/63209] 5.0 5.2 -3.1%
() femaless 15 |16/05/23/22/43/99| 26 2.7 -4.8%
males | 43 149/12/87/66/83[31.7 76 7.7 -1.9%

_ both | 165 3804 29 4447 81 3.2 4.3 -26.1%
fze)“g'a females. 32 | 1401 1408 1344 1.0 14 25.2%
males | 132 16.4/06|45/84/88(143 57 7.6 -25.3%

R both . 110 745130 0.3 | 7.7 12.7/169/23.7 9.2 11.1 -17.0%
(1) females] 2621 621021315680 /116 4.1 5.2 -20.2%
males | 8124 120.0/ 0.3[12.019.4/26.0/40.7] 14.5 17.5 -17.4%

Shana both | 577 |23/05 34 24 41137 3.1 2.6 18.0%
() femaless 205 | 16/04/20/16/35/96| 22 1.8 19.4%
males | 372 130/06|47/33/48[19.7 4.2 3.4 23.4%

both | 548 49/01 305964 76| 3.8 3.4 10.5%

fzr)eece femaless, 99 |1.8/00 09|19 24 /28| 1.3 12 8.5%
males | 449 182/01/50/9.7 106/141 6.3 5.7 10.3%
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Age-
standardized standardized age-
suicide
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suicide
rates***

Age-

% change in

standardized
suicide rates,

data™] lzi,liggeS]'A“ 5-14 15-2930-4950-6970+ (01100 000), (per 100 000), 2000-2012
ages years years years years years 5012 2000

both | 1101 | 7.3 15[12.8/10.3/99 150 8.7 7.2 20.6%

g‘;atemala femates] 317 |41 15|84 45|33 49| 423 3.4 27.2%

males 784 107 16 172175174267 13.7 114 | 20.1%

_ both. | 377 |33/09/53/40/59177 4.7 4.7 -1.3%

&‘]"“ea femates; 95 |17/06|23/18/39/91| 24 25 3.7%

males | 282 |49|12/82|61|81282] 7.1 7.1 0.7%

Guinea- Bt [ 51 [31/06 48/30]67 231 47 4.3 7.9%

Bissau femates. 14 |16 /04|25 12 41118 24 2.4 1.3%

(4) males | 38 | 45|08 72 48|94 369 7.2 6.6 9.5%

both | 277 134.8/29|29.764.081.495.1 44.2 48.3 -8.5%

fz‘;ya"a females] 72 |18.3/28(17.6/290.3/385/51.1] 221 246 | -10.0%

males | 205 50.8| 2.9 |41.6/98.312662069 70.8 722 | 1.9%

N both. | 235 |23 /1.1/25/29 4680 28 3.1 -9.7%

:*2“;'“ femates. 107 | 2113|2423 38 63| 24 25 5.6%

males 128 |25 09 26|37 54 101] 3.3 38 | -13.0%

both [ 386 (49/14/73/65/7.1/96| 55 5.6 21%

:*4‘;“"“”“5 females| 110 |28 |12|53|28|20|30| 28 29 | -45%

males | 277 |70 |15 93]103/123/17.4 823 8.4 “0.8%

both [ 0519 [253/0.6(10926.241.1/423  19.1 057 | -25.8%

:"1‘;"9’"” femates 567 |10.8/ 05|34 92 176204 7.4 10.6 | -29.7%

males | 1952 41206 18.1/42.8/606/84.4 32.4 431 | 24.7%

both. | 49 [151/0.0 82284229/ 70| 14.0 16.4 -14.5%

:‘1"]3“"“" females| 12 75|00 459817125 6.7 60 | 11.8%

males | 37 225 00 119464286125 21.0 265 | 20.7%

_ both . 1258 075/20.9 2.0 355280200209 21.1 23.3 -9.2%

:gf"a females| 99977 |16.7 2.4 36.1/17211.1112 16.4 20.3 | -19.1%

males | 158 098 24.7 1.6 1349380289327 25.8 262 | -1.6%

~|beth . | 9105 |37/03/36/39 /74184 4.3 5.4 -19.6%

:2;“"95""' females| 5206 |42 |04 36|42 90 221 49 59 | -18.4%

males | 3900 |31 0236|3658 135 3.7 47 | 21.0%

Iran (Islamic| 23%s | 4069 53 /07|78 56 50 161 52 7.2 -28.0%

Republic of) | femates) 1369 3.6 0.6 5530 37 134 3.6 6.4 | -43.7%

(2) males | 2700 | 7.0 0.8/100/ 81 65186/ 6.7 7.9 15.5%
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Country Sex Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
mortality suicides suicid*i . suicid*t-i . standardized
data™] lallages) AU 5-14 15-29.30-4950-69 70+ (22500 00g), (oer 100 000), 2000-2012
ages years years years years years 5012 2000
- both. | 376 [12(03|14(17|25|7.1 1.7 1.4 16.0%
2] females] 246 | 15|03 /202027 /91| 2.1 19 11.8%
males | 130 | 08|02 07|14 |21/43] 1.2 1.0 22.2%
both T 504 [115/08 145/157 154/ 71  11.0 12.1 9.0%
::‘]’la“d femates, 126 |55 0562 74 83 34 52 42 | 23.0%
males | 398 |17.5 10 231242226120 16.9 199 | -15.3%
both T 470 [62]02]47]78[115/147] 5.9 6.5 -8.2%
A females] 94 |24|01/18|33|50|34| 23 26 | -10.7%
males | 377 100 02|74 /125/1851303] 9.8 106 | -6.9%
taly both [ 3908 (64 /02]34/67/89/108 4.7 5.0 7.4%
(1] females 817 |26 /01|13 2737 40| 1.9 2.4 | -22.4%
males | 3091 105 0.3 |54 10.7/144206] 7.6 8.0 “4.3%
_ both T 33 [12]02[12/14[15/46] 12 1.1 4.4%
fza)"‘a'ca femaless 10 |07/02|08/07|08(27| 07 0.6 7.8%
males 23 1.7/03(15/22123|70 1.8 1.7 4.2%
both 109 442[23.1/ 05 184/26831.8/255 18.5 188 | -1.9%
ff]pa“ females| 8554 13.1/0.3/10.8/14.3/16.217.1] 10.1 9.9 21%
males |20 888/33.7/ 0.7 |25.7/38.0/48037.6] 26.9 28.1 4.0%
both T 114 [16/03][22/21][27]68] 20 24 | -15.0%
(Jz")rda" femalesy 54 |16/03|24 /202161, 1.9 2.1 10.8%
males | 60 |1.7|03|20|22|33|75| 22 27 | -18.0%
Kazakhstan both . | 3912 124.0/ 3.2 30.8/34.4/28.8/288 23.8 37.6 -36.7%
(1) females 788 | 9.4 24150105/ 95119 9.3 126 | -26.1%
males | 3123 |30.8| 4.0 |46.659.8/53.6/63.4 40.6 66.9 @ -39.3%
both T 4647 [10.8/ 2.4 [16.2[132214]787 16.2 165 | -1.6%
(K:i“ya females] 1050 |49 | 16|57 | 43109624, 8.4 9.2 -8.8%
males | 3597 |16.7 3.2 2682201332988 24.4 24.0 1.7%
_ both | 33 10/03 14 /1312 00| 0.9 1.4 -35.0%
(‘(1‘]""""‘" femates 12 0904 1413 03 00 0.8 13 | -39.4%
males | 21 | 11/02/13/13/17/ 00/ 1.0 14 | -33.6%
a—— both. | 476 187 /0.8/11.6/13.3/11.3]14.4/ 9.2 15.4 -40.2%
() females) 123 | 4404735531122 45 58 | -22.2%
males | 353 |13.1)1.2[15921.3[21017.9] 14.2 26.0 | -451%
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EWELE T

5-14 15-29 30-49 50-69 70+

Age-
standardized standardized age-
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rates***

suicide
rates***

Age-

% change in

standardized
suicide rates,
(per 100 000), (per 100 000), 2000-2012

2012 ages years years years years years g1, 2000

Lao People's 24 = 422 6404 6984 156364 8.8 14.4 | -38.9%
Democratic | femates 161 | 4.8 03|47 56133292 6.6 1.8 | -44.2%
Republic (4] |\ 261 7905 911151811459 11.2 172 | -34.6%
tia both [ 419 20.4/0.3/13.8[239[304262] 16.2 290 | -44.2%
) females; 68 | 61|03 28|49 94107 4.3 93 | -541%
males | 351 |37.3/0.3 2454355820624 30.7 528 | -42.0%

both . | 43 '09/01/06 06/ 15 56| 09 1.7 -46.4%
LoPAnONemaies 14 0601 07 04 06 34 06 12 | -52.5%
males | 29 |12 0106 082379 12 22 | -455%

both [ 110 |54 |14 83|63]72/168 6.1 4.0 53.7%

{',35°th° females] 32 |3.1|11|46/30 45101 3.4 2.3 49.8%
males | 78 |7.7|17|120/96 115276 9.2 6.0 53.8%

Liberia both. | 109 2605|3729 67 213 43 5.0 -14.1%
() females, 26 1203|1511 40101 2.0 22 29.0%
males = 84 |40 06 58 46 96346 6.8 79 | -14.8%

_ both | 90 15|02 14|17 30 84| 18 27 | -33.7%
T females] 38 |12|02|15 141758 1.4 20 | -31.8%
males | 53 |1.7|02]12(19(42[117] 22 33 | -32.9%

_ _ |beth | 1007 |33.3/ 0.6 26.8/46.6/43.6/35.3 28.2 44.9 -37.2%
pAhuania | omates 177 10904 65 140113202 8.4 15.0 | -44.4%
males | 830 |59.5 0.7 46.580.8/86.0725 51.0 793 | -35.6%

both. | 56 108 03|6.1 129189134 8.7 13.3 -34.7%
}-1”]"emb°“r9 females] 14 |55|00|44 57|80 96| 44 71 | -385%
males | 42 |16.1/06 7.7 |19.9296/190] 13.0 200 | -35.0%

both | 1625 [ 73] 22/106/80 160524 11.0 10.8 | 1.0%

VaUAGISCAN | (omaes 474 |42 15 56 32103443 6.9 72 | 36%
males | 1151 |10.4 29 1561292221618 15.2 146 | 3.8%

— |beth 11376 |87]16/105/ 9.7 247/967] 16.0 131 | 225%
f:‘]’law' females] 370 |47 | 14|50 28 124/700 8.9 7.1 26.0%
males | 1006 |12.6 1.8 |159/16.4/30.41290 23.9 196 | 22.1%

~ both T 772 [26/0.1/23 2855133 3.0 40 | -23.9%
alaysia | fonates 183 12101 10| 14 2977 15 23 | -35.4%
males | 588 |42 02|38 47 81186 47 57 | -18.1%
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Age-

Age-
standardized standardized age-

suicide suicide

% change in

standardized

data**) (allages), AL 5-14 15-29 30-49 50-69 70+ [r;;ﬁ*;goom_ {;';ﬁ*g; 000), Sulce pates,
ages years years years years years 5012 2000

_ both 17 |50/05|4.1 /41119402 6.4 20.9 -69.4%
IAlAVES | fomates 6 | 36042224 99369 4.9 183 | -73.0%
males | 11 | 64|05 59|60/138/430] 7.8 233 | -66.4%

_ both. | 410 |28 /06433563258 4.8 5.2 -7.7%
o femates, 129 |17 05129 18 40126 2.7 28 | -42%
males | 282 | 38|06 55|53 /92 421] 7.2 7.8 -8.8%

both T o9 [68/00]40/112/86/56] 6.0 6.0 -0.3%

HEE femalesy 2 | 0.7]/00/21]/00|12/00| 07 22 | -68.8%
males | 27 (128 00 58218161130 11.1 9.8 13.0%

~ [bth T gg [18]03/24]/18/40/[176] 2.9 3.1 5.6%
f:‘;‘“”ta“'a females, 18 |10/02/1208|25/92| 15 1.6 -5.6%
males | 49 | 260435 2756291 45 4.8 5.0%

N both. | 105 |85/08/10.7/12.1/88 74| 8.0 9.8 -18.5%
("1'?“”"“5 females; 19 |30|14]45]/30(34[28] 29 5.0 42 7%
males | 86 |14.1/0.2(16821.1|14514.4 13.2 148 | -10.6%

_ both T 4951 [41/09]60/53]/51 58] 4.2 3.6 16.6%
(“'1",”"“ females] 1055 | 1.7 1083120 13|05 1.7 1.1 55.1%
males | 3896 67 10 89191 96 127 7.1 6.5 10.0%

~ [beth T oG1 19407[89/157/136/190] 9.8 104 | -6.3%
f:‘,’“g“'a fematesy 47 |34 03|34 |46 54116 3.7 56 | -34.9%

males | 214 |155| 1.0|14.3127.1/23.1/29.8] 16.3 15.4 | 59%

both. | 117 1189/ 0.8 |11.2/17.4/31.048.7 15.3 11.3 35.0%

f;‘]’“‘e"egm females 28 |9.0/03/32/58[150301 6.4 5.0 28.8%
males | 89 (290 1.2/188293/481749 247 182 | 36.2%

both. | 1628 |[50/09 5964 |72 144 5.3 2.7 97.8%

17O females 198 120217 13 13/37 1.2 13 | -61%
males | 1431 |89 |15(10.1/120/135130.1] 9.9 42 | 135.0%

~[beth 4360 [17.3/5.0(252/19.236.71447 27.4 246 | 11.5%
ﬂ‘,’zamb'que females| 1639 12,7/ 45 1421052941479 21.1 19.1 11.0%
males | 2721 221/ 5.4 36.329.3/4541401 34.2 309 | 105%

both T 6558 [12.4 1.3]15.7[12.7]19.4/417] 13.1 121 | 82%

f:‘,’a“mar femates| 2704 |10.0/ 1.1 111.8/10.3115.7/316, 10.3 10.3 | -0.2%
males | 3854 150 15/19.8/15.2/238/55.8] 16.5 143 | 155%
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Country Sex Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
‘rjr;;t*il]ity f:[ilcidii] ?:tlgsd*?"* ?:tlglsd*?"* :L?Ei?iaerg;f:g,
oo AL 14 152930495049 70:  fparTooau, fpr o0 000, 3500-201
Namibia both. | 46 |20/ 04 26 25 43112 27 3.0 -7.5%
(4) femaless 13 |[1.1/02/13/12/25/60 1.4 1.7 -13.9%
males = 33 |30 06/39/39/68(189 4.4 4.5 -2.0%
N both . | 5572 120.3 2.0 |25.8/22.3145.2822| 24.9 335 -25.7%
(4) females| 2468 (175 2.1/25.4/19.8/29.057.5/ 20.0 27.1 -26.2%
males | 3104 [23.3/ 1.9 26.2/25.2/61.3110.3 30.1 40.5 -25.5%
Netherlands both . | 1666 10.0 0.3|6.7 130148119 8.2 7.9 3.3%
(1) females; 496 |59/01/36/79 84|74 438 5.1 -7.0%
males | 1171 [14.1/ 05|97 18021.1(182] 11.7 10.9 6.9%
both . | 450 10.3/ 1.3/13.0/13.2/126/10.7] 9.6 12.2 -21.4%
vowzealand [\ es| 122 5409 737155 55 5.0 43 | 15.8%
males | 337 154 1.7 [185/19.820.1(17.1] 14.4 20.6 -29.8%
Nicaragua both | 547 |9.111.4/134/139115/132 10.0 11.5 -13.1%
(2) females] 146 |48 /18|81 /5548 /55| 49 6.2 -21.5%
males | 401 (135 1.0/18.7/229 188224 154 17.0 -9.3%
S both | 315 |18|04|26|23|57(193] 3.5 3.5 2.3%
(4) femalesy 87 [10/03/14/10/38/99 1.9 1.9 0.5%
males | 227 |26/04 40/36/73/308 5.3 5.2 1.1%
Nigeria both | 7238 143/13|70/51/89(256/ 6.5 6.4 2.0%
(4] females) 1584 | 19/08/28 1850113/ 29 2.6 8.7%
males | 5653 | 6.6 1.8(11.0 82 /129/416/ 10.3 10.3 -0.7%
N both | 508 [10.2/ 0.3 10.2/12.9/14.6/10.8 9.1 11.5 -20.4%
(1) females; 145 [58|03/55|76/86|52| 5.2 5.5 -5.6%
males | 364 146 0.3 |14.7/18.020.4/185 13.0 17.5 -25.4%
orman both. ' 32 110/ 01/13/10/13/35| 1.0 2.0 -50.3%
(2) femaless 6 |05/01/07/05/10/25 0.6 1.2 -52.0%
males | 26 | 13/01/16/13/16/43] 1.2 2.5 -51.4%
_ both . 113377 75/1.1/91 /851631337 9.3 9.1 2.6%
PAKIStaN | fomales 7085 |81 16 120/ 75 154325 9.6 96 0.3%
males | 6291 6.8 /076394 17.2/348 9.1 8.7 5.0%
both | 170 45/07/58[52/80[76| 47 6.2 -23.7%
fﬁ“ama females 25 1.3/06/30/04/20/09] 13 16 -15.8%
males | 146 |7.6/08 /8498141152 8.1 10.8 -25.1%
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Number Crude all ages and age-specific

suicide rates (per 100 000), 2012

Age- Age- % change in
standardized standardized age-
suicide suicide standardized

Country
(quality of of

mortality suicides

data**) lall ages), AU 5-14 15-2930-4950-6970+ [20eS ) TRe s
ages years years years years years 5012 2000
Papua both | 550 | 7.7 066599 27.855.1] 12.4 14.8 | -15.9%
New Guinea femaless 193 | 55|05 |45 52(202520 9.1 109 | -16.8%
(4) males | 356 | 9.7 07|84 14.4/36.159.8 15.9 18.8 | -15.4%
both. | 357 153/05/63|/79/99 122/ 6.1 6.2 -1.9%
r;;rag“ay femalesy 94 | 28/06 38 34 5163 3.2 3.5 -9.5%
males | 262 | 7.8/ 05 87/123146190 9.1 9.0 0.9%
both | 942 |31/06/49/37/38|52| 3.2 4.4 27.1%
fze,r“ femates] 311 |2.1/06|40/19(20 /31| 2.1 29 | -29.6%
males | 631 |42/06 58|56 58 7.7 4.4 60 | -26.2%
o both | 2558 27103 433833 46| 29 2.6 13.5%
ﬂ‘,'“pp'“es fematesy 550 | 1.1/03/22 /13 10/19 1.2 14 | 13.0%
males | 2009 (4203 |/64 63|58 86 4.8 3.9 24 .4%
both [ 7848 205/ 05[12.7246/312[200 16.6 185 | -10.5%
roxand - femates 1028 |52 03|26 47 78 108 3.8 48 | 201%
males | 6820 |37.0 0.8 225/44257.7/612] 305 33.8 | -9.8%
both [ 1324 [125/03]38/104/163(348 8.2 8.8 7.0%
9l emaes 300 55 01 17 47 70136 35 34 4.8%
males | 1024 [199 06 59162266663 13.6 15.1 -9.6%
both | 95 47 /02 46 56|62 161 4.6 4.1 12.6%
?;‘]tar femalesss, 3 |0.7/01/08/06 20|81, 1.2 19 | -34.9%
males | 92 |59/03|566.7|77202] 57 5.2 10.7%
Republic of Sexés |17 908/36.6 12 1823575041162  28.9 13.8 | 109.4%
Korea femates| 5755 234/ 1.014.9235253/69.1 18.0 8.1 123.5%
(1) males |12 153499 1.3(21.3/47.6/76.71921 417 20.4 | 104.6%
Republic of | 2oWs | 566 16.1[21[10.1[194/289(166/ 137 15.4 | -11.1%
Moldova femaless 102 |[55/28 35|48 /9.7 80 4.8 4.0 20.6%
(1) males | 463 27.8 14 1683505191334 24.1 289 | -16.8%
~ hoth T o781 [128/10]7.8[154 206153 10.5 113 | -7.3%
ﬁ‘}ma"'a femates, 418 |37 0.7 2237 5763 29 36 | -19.5%
males | 2364 223 1.3 130267376293 18.4 19.4 | 52%
Russian | ooWs |31997/224|17 |27.3|265/226/32.1| 19.5 350 | -44.4%
Federation | females| 5781 |75 1380|7569 (154 6.2 9.6 -34.9%
(1) males |26 216/30.7 2.2 4614681437723 35.1 643 | -453%
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Country Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
mortalty e 14 1529304950t e Y st S
2012 ages years years years years ye;rs [2%91"21 LIt [2%%'61 COODUL (200202
Rwanda both | 865 |7.6/1.9/11.119.2/156/680 11.9 18.5 -35.7%
() femaless 236 |40/14/47/33/97/590 7.2 12.1 -40.3%
males | 629 [11.3/24 180[154227791  17.1 25.5 -32.7%
Saudi Arabia both. | 98 |03/01|06/03|/05/18| 0.4 0.6 -27.6%
2) females; 19 [02/01]02]/02|02]|09| 0.2 0.3 -29.6%
males = 78 |05/01/08/04/07/26 0.6 0.9 -29.4%
Senegal both . | 438 |32/05/43|/38/78/306 5.4 5.3 0.8%
() females; 119 |[17/03/22 16 48[162 2.8 3.0 -6.4%
males | 318 |47 07/64/63/11.7/494 86 8.1 5.3%
Serbia both . | 1600 [16.8/ 0.1 | 5.7 |15.2/26.8/47.3] 12.4 185 | -32.8%
1) females; 411 8401 /28/59/129/256 5.8 9.9 -41.7%
males | 1189 [255/0.1 852461419798 19.9 28.2 | -29.3%
Sierra Leone both. | 337 |56 /14107 6087 259 7.7 9.6 -20.1%
() femaless 98 33110 /58/32/64(150 4.5 5.2 -13.8%
males | 239 |81]18 157 89111372 11.0 142 | -22.6%
_ both .| 469 |89 0.7 62|82 144222 7.4 11.1 -32.9%
[51';‘9“"’"9 females] 168 | 63|05 60|49 107115 5.3 77 | -305%
males | 301 (11508 6.4(11.7/180365 9.8 14.7 | -33.3%
_ both | 687 126/ 0.3|76|137216/175 10.1 12.6 -20.0%
f‘1l]°"ak'a femalesy 90 |32 0117 30 55 54| 25 43 | -421%
males | 597 225/ 04 13.3/24.1139.7400 185 21.8 | -15.2%
Slovenia both . | 354 [17.1/0.2 84 |15626.8/32.2 124 252 | -51.0%
(1) females;, 71 [68/00|15]44 140111 4.4 123 | -64.6%
males | 283 275 0.5 |14.8/26.0139.6/67.5 20.8 398 | -47.8%
Solomon | M = 34 63|06 60|75 197616 10.6 139 | -24.0%
Islands females| 11 40105137139 /12451.6 7.2 9.7 -26.0%
(4) males | 24 |84 06/83[11.1267/71.1 139 18.0 | -22.9%
_ both | 815 |80 27 127/104/16.7/51.0 12.4 12.3 0.6%
[S,f’]ma“a females] 208 | 4.1 23|48 32102439 6.8 6.7 1.5%
males | 607 [12.0 3.2 20.6/17.8/23.7598 18.1 18.0 0.6%
South Africa both. | 1398 (27 04|28 /2856105 3.0 3.3 -8.8%
) females; 280 |10/02/10/09 2243 1.1 1.0 7.7%
males | 1117 |4.4/06 45|47 /103224 55 6.1 -10.5%
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Country
(quality of
mortality

Number
of
suicides

Crude all ages and age-specific
suicide rates (per 100 000), 2012

Age-

Age-
standardized standardized age-

suicide suicide

% change in

standardized

data**) (allages), AL 5-14 15-29 30-49 50-69 70+ [r;;ﬁ*;goom_ {;';ﬁ*g; 000), Sulce pates,
ages years years years years years 5012 2000

both [ 1470 136/ 4.1 [19.6/15.7/27.3/852 19.8 20.8 | -4.8%
f’,f’]“ths"da" femates, 443 | 82359571 184/768 128 129 | -13%
males | 1027 |189 4.6 296/24.4/368/954] 27.1 289 | -6.3%

_ both | 3206 '71/01 307896 139 5.1 6.4 -20.3%
f’ﬁa'“ femates, 730 | 31/00 11|35 4552 22 29 241%
males | 2566 |11.1/0.1 49|119150266] 8.2 10.4 | 20.7%

_ both [ 5170 [29.2[ 1.2]23.71319/483[111.1 288 52.7 | -45.4%
f’zr)' Lanka " les| 1446 |134] 09 107/10.11232/636] 128 203 | -42.5%
males | 4724 |458| 15 36.8/55.0/76.3172.1 46.4 841 | -44.8%

both [ 4286 [11.5/3.0/150/14.3/25.3/80.8 17.2 15.2 | 12.9%

(54‘;“" females 1340 |72 268162182728 115 10.6 8.4%
males | 2946 158 35 2182241320901 23.0 199 | 15.8%

_ both | 145 |27.2/29|2821379146.6479 27.8 19.8 40.4%
f’;’,”“a"‘e females, 32 |119/2820.7/72/198226 11.9 9.7 22.3%
males | 114 |42.4)3.1|355/67.4/752/84.4] 445 20.7 | 50.0%

Cwasitand both [ 65 [53/14/87/64 64173 6.2 5.6 10.6%
) femates, 22 |35 105639 51106 4.1 3.6 11.5%
males | 43 | 72/18/118/ 91|80 270 86 7.9 8.8%

both [ 1255 [132/05[11914.121.01152] 11.1 115 | -3.6%

f‘1";’ede“ femates] 341 |7.1/08 5382121 68| 6.1 70 | -12.9%
males | 914 |19.3/0.2[182[19.8/208[262] 16.2 16.3 | -0.6%

_ both T 972 [122/02]76115/196201] 9.2 15.6 | -40.9%
f’;’;"tzerla“d femates 269 |66 01 4459 117 88 51 84 | -39.3%
males | 703 |17.8 0.4 1081711275362 13.6 235 | -42.1%

Syrian Arab | Sexés | 77 |04]01/04/04/06 /17| 0.4 0.5 -13.7%
Republic |femaless 22 |02|01/03|02]02[08| 02 03 | -28.1%
(4) males | 55 |05/01/05/07 /1028 0.7 0.7 -71%
Tajikistan both | 258 3204 36 4682 119 4.2 5.0 -15.2%
) females, 85 | 21,0226 26|54 94| 28 3.4 | -17.6%
males | 173 430547 66|112149 57 6.6 | -13.4%

Thaitand both 1 8740 [13.1/0.6| 87 |10.8/202/531] 11.4 15.1 | -24.6%
2] females| 1816 |53 | 0.4 |36 |34 | 85|230 45 6.6 | -32.0%
males | 6924 212 09 139185332922/ 19.1 246 | -22.4%
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Country Number Crude all ages and age-specific Age- Age- % change in
(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
e oloach AL 514 16.29 3049 5069700 UGS rales™  Sucidarates
2012 ages y;ars ye;rs ye;rs ye;rs ye;rs (z%e.l"z1 00 000), [2%%'61 00 000}, 2000-2012
The former 2th. | 140 |67 02|21 /6.0/139/151 5.2 6.7 -22.0%
{gggﬂggof females 45 |42 00 11|44 71118 3.2 40 | -20.0%
Macedonial1) mates | 96 |9.1/0.3 /30 7.6/209/196 7.3 9.4 -22.5%
_ both. | 60 [54/07/90 74119278 8.0 12.1 -34.0%
[Tli;“°r'L°St° females| 23 | 42|06 |7.3|40[103/220] 58 83 | -298%
males 37 |6.6/08(10.7/106/136345 10.2 15.8 | -35.6%
both. | 247 1371061 41 72225/ 55 4.9 12.8%
[Tl:’]g° females. 64 |19 0628 19 47 113 2.8 26 8.0%
males 183 | 56/|13|/95 6.3/10.1366 85 75 13.2%
Trinidad and Sovas | 193 |14.4/06 | 7.6 222251/17.4) 13.0 12.6 3.8%
Tobago femalesy 46 [69|/02 42133 75 6.8 6.2 4.5 36.4%
(1) males = 146 [22.1/1.0[109/31.11434/32.7 20.4 20.8 -2.0%
o both. | 262 2403|2728 /30|73| 24 2.5 -5.6%
[Tl:‘]"'s'a females. 76 |14 02 15 14 1756 14 16 | -17.2%
males = 186 35|04 394414393 3.4 3.4 0.9%
both . | 5808 | 80|27 124103 42164 7.9 126 | -37.8%
[Tz‘;rkey females| 1613 |43 |18 7.6 |42|22|98| 42 79 | -47.0%
males = 4285 [11.8/3.6(17.0166 6.6 255 11.8 17.8 | -33.4%
Turk- both | 1003 [19.4/ 2.1 25.7\30.3/22.8/184 19.6 15.2 28.9%
menistan | femalesy 197 |7.5|/12[120 80|94 120/ 75 7.0 8.0%
(2) males | 806 |31.7/2.9/30.3/535385/286/ 325 240 | 351%
both. | 4323 1119 3.8/19.315826.091.8 19.5 18.6 5.1%
gﬂa"da females| 1278 | 7.1 30100 69 164807 123 112 | 10.0%
males = 3045 [16.7| 45|285/24.6135.91052 26.9 26.2 2.5%
_ both ' 9165 |20.1 1.4 195244229288 16.8 29.8 | -43.6%
:’1';"’"“9 femates] 1690 69 09 55 63 78 137 53 901 | -412%
males 7474 35.6| 1.8/32.8/434/433/61.7 30.3 545 | -44.4%
United Arabl o | 274 |30|04|38|31|34|137] 32 3.7 -12.9%
Emirates | females| 31 11/02(18/ 1019|109 1.7 2.5 -32.7%
(4) males = 243 |38|05/47 37 411563 3.9 4.3 -9.0%
United foth, | 4360 69/ 0.1/59 10592 63| 6.2 7.8 -21.1%
Kingdom females; 960 300112514340 3.1 2.6 3.4 -23.6%
(1) males | 3400 110/ 0.1/ 9.1 16.7/14.7/105 9.8 12.3 | -20.9%
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Country Sex Number Crude all ages and age-specific Age- Age- % change in

(quality of of suicide rates (per 100 000), 2012  standardized standardized age-
mectaty A N e
2012 ages y;ars ye;rs yee-:rs yez;rs ye;rs [2%?.21 00 000), [2%%51 00 000), 20002012

United both | 7008 [151/35(20.7/17.7/36.81332  24.9 23.8 4.6%
Efe"I?:r?;ie::nia females 2445 110.2/3.1 107/ 8.3 [27.51336 18.3 186 | -15%
(4) males | 4783 20.0/ 3.9 30.7/26.9 47.21327 31.6 29.1 8.8%
United both 143361137/ 0.8[12.7/17.41201/165  12.1 0.8 24.2%
States . les 9306 58 05 47|80 92 40| 52 3.8 36.6%

of America

(1) males |34 055/21.8/ 1.0 2041269 31,7338 19.4 16.2 | 19.9%
both | 469 [138/0.3[12.1/146/19534.4 121 147 | 17.9%

:’13“9“““’ females 108 62|01 38|74 74160 52 4.9 4.5%
males | 361 220/ 05/20.2/21933.3/659 20.0 26.2 | -23.9%

_ both | 2184 [7.7110]86/10014.4[191] 85 104 | -185%
:’flbek""ta“ females 538 |38 05 49|40 61118 4.1 49 | -16.7%
males | 1646 116/ 1.4 122163235295 13.2 16.3 | -19.0%

Venezuela |Bth. | 748 |25/ 0432353157 26 6.8 -61.3%
(Bolivarian ¢ .l 141 (1006 1210 14|14 1.0 1.9 -48.7%

Republic of)

(1) males | 607 |40|03/52/60 48[109] 4.3 118 | -63.3%
_ both. | 4600 51104 /505177 205 5.0 5.7 -12.2%
}'l:ft Nam ©  aes 1169 25 03 18 14 42151 24 30 | -20.7%
males | 3431 |7.7/05/81 87 11.7/305 8.0 8.8 9.2%

both. | 733 |3.1/08|52|46/38|67| 3.7 3.6 0.3%

:'f]me“ femates] 320 |27 071513327153 3.0 30 1.0%
males | 413 |34/09/52 /58 51[83| 43 4.4 -0.2%

_ both | 1346 |9.6|30/154/104215/827 157 24.4 | -35.4%
[Zlf‘]mb'a femates. 433 |61 30 82 43140792 108 18.8 | -42.8%
males | 913 130/ 2.9 227164293870 20.8 209 | -30.3%

_ both | 2081 [166) 4.1]309/185/16.4416 18.1 19.2 5.7%
ﬂ;“babwe females| 619 |89 381537798289 9.7 101 | -4.0%
males | 1663 |24.6 4.4 |46.7/290/251/585 27.2 8.8 5.6%

*In 172 WHO Member States with populations of 300 000 or more. These estimates repre-
sent the best estimates of WHO, computed using standard categories, definitions and
methods to ensure cross-country comparability, and may not be the same as official nation-
al estimates. The estimates are rounded to the appropriate number of significant figures.

** 1. Comprehensive vital registration with at least five years of data; 2. Vital registration with
low coverage, a high proportion of indeterminate causes or no recent results; 3. Sample
registration of national population; 4. No vital registration.

*** Standardized to the WHO World Standard Population.
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ANNEXES

Annex 2. WHO Member States grouped by WHO Region and average income per capita*

High-income

Andorra, Antigua and Barbuda, Australia, Austria, Bahamas,
Bahrain, Barbados, Belgium, Brunei Darussalam, Canada,
Chile, Croatia, Cyprus, Czech Republic, Denmark, Estonia,
Finland, France, Germany, Greece, Iceland, Ireland, Israel,
ltaly, Japan, Kuwait, Latvia, Lithuania, Luxembourg, Malta,
Monaco, Netherlands, New Zealand, Norway, Oman,
Poland, Portugal, Qatar, Republic of Korea, Russian Federa-
tion, Saint Kitts and Nevis, San Marino, Saudi Arabia,
Singapore, Slovakia, Slovenia, Spain, Sweden, Switzerland,
Trinidad and Tobago, United Arab Emirates, United
Kingdom, United States of America, Uruguay

Low- and WHO African

middle-income Region Algeria, Angola, Benin, Botswana, Burkina Faso, Burundi,

Cabo Verde, Cameroon, Central African Republic, Chad,
Comoros, Congo, Cbéte d'lvoire, Democratic Republic of the
Congo, Eritrea, Ethiopia, Equatorial Guinea, Gabon, Gambia,
Ghana, Guinea, Guinea-Bissau, Kenya, Lesotho, Liberia,
Madagascar, Malawi, Mali, Mauritania, Mauritius, Mozam-
bique, Namibia, Niger, Nigeria, Rwanda, Sao Tome and
Principe, Senegal, Seychelles, Sierra Leone, South Africa,
Swaziland, Togo, Uganda, United Republic of Tanzania,
Zambia, Zimbabwe

WHO Region of ) ) . . .
the Americas Argentina, Belize, Bolivia (Plurinational State of), Brazil,

Colombia, Costa Rica, Cuba, Dominica, Dominican Repub-
lic, Ecuador, El Salvador, Grenada Guatemala, Guyana,
Haiti, Honduras, Jamaica, Mexico, Nicaragua, Panama,
Paraguay, Peru, Saint Lucia, Saint Vincent and the Grena-
dines, Suriname, Venezuela (Bolivarian Republic of)

WHO South-

East Asia Bangladesh, Bhutan, Democratic People's Republic of
Region Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri
Lanka, Thailand, Timor-Leste

136



Low- and WHO European
middle-income Region

WHO Eastern
Mediterranean

Region

WHO Western
Pacific Region

Albania, Armenia, Azerbaijan, Belarus, Bosnia and Herze-
govina, Bulgaria, Georgia, Hungary, Kazakhstan, Kyrgyz-
stan, Montenegro, Republic of Moldova, Romania, Serbia,
Tajikistan, The former Yugoslav Republic of Macedonia,
Turkey, Turkmenistan, Ukraine, Uzbekistan

Afghanistan, Djibouti, Egypt, Iran (Islamic Republic of), Iraq,
Jordan, Lebanon, Libya, Morocco, Pakistan, Somalia, South
Sudan**, Sudan, Syrian Arab Republic, Tunisia, Yemen

Cambodia, China, Cook Islands, Fiji, Kiribati, Lao People's
Democratic Republic, Malaysia, Marshall Islands, Microne-
sia (Federated States of), Mongolia, Nauru, Niue, Palau,
Papua New Guinea, Philippines, Samoa, Solomon Islands,
Tonga, Tuvalu, Vanuatu, Viet Nam

*This regional grouping classifies WHO Member States according to the WHO
regional groupings as of 2012, and the World Bank analytical income of economies
for the fiscal year 2014, which is based on the 2012 Atlas gross national income per
capita estimates (World Bank list of economies, July 2013).

**South Sudan was reassigned to the WHO African Region in May 2013. As this revision

of global health estimates relates to time periods prior to this date, estimates for South
Sudan are included in the figures given for the WHO Eastern Mediterranean Region.
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Suicides take a high toll. Over 800 000 people die due to suicide every
year and it is the second leading cause of death in 15-29-year-olds.
There are indications that for each adult who died of suicide there may
have been more than 20 others attempting suicide.

Suicides are preventable. For national responses to be effective, a
comprehensive multisectoral suicide prevention strategy is needed.

Restricting access to the means for suicide works. An effective strategy
for preventing suicides and suicide attempts is to restrict access to the
most common means, including pesticides, firearms and certain
medications.

Health-care services need to incorporate suicide prevention as a core
component. Mental disorders and harmful use of alcohol contribute to
many suicides around the world. Early identification and effective
management are key to ensuring that people receive the care they
need.

Communities play a critical role in suicide prevention. They can provide
social support to vulnerable individuals and engage in follow-up care,
fight stigma and support those bereaved by suicide.

For more information, please contact:
Department of Mental Health and Substance Abuse
World Health Organization

Avenue Appia 20

CH-1211 Geneva 27

Switzerland

http://www.who.int/mental_health/suicide-prevention 9'789241"564878
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