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1. EXECUTIVE SUMMARY

This report provides a situation analysis of suicide deaths and non-fatal self-harm episodes, 
including suicide attempt, in the countries of the World Health Organization Regional Office for 
the Eastern Mediterranean (WHO EMRO) for the period of 2000-2020. The aim of the report is 
to provide an overview of current trends, identify main challenges and most promising strategies 
for reducing the burden of suicidal behaviour.

MAIN FINDINGS:

- For more than half of the EMRO countries, vital statistics on causes of death are 
either unavailable or evaluated to be of insufficient quality as assessed by the Global 
Health Estimate 2019. The reported suicide rates were based on multiple estimation 
processes, implying a lower level of validity.

- During 2000-2019, a 7.6% decrease in the suicide rate was observed in the EMRO 
countries. The decrease was most pronounced for females. It is estimated that more 
than 41,000 lives in this region are lost to suicide each year; corresponding to an age 
standardized rate of 6.4 suicides per 100,000 population.

- Suicidal behaviour remains a criminal act in more than half of the EMRO countries. 
It is likely that people at risk of suicide avoid seeking help due to fear of legal 
consequences.

- Self-harm incidents are only monitored in few EMRO countries.

- About one in four countries have outlined national plans for prevention of suicidal 
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behaviour.

- Implementation of result-oriented interventions is needed in order to reach the 
goal of a 33% reduction in the number of suicides by 2030, as outlined in the UN’s 
Sustainable Development Goals.  

- Several highly toxic agents, such as pesticides and black henna, are used for suicidal 
behaviour in the EMRO countries. These agents are easily available and guarded by 
few restrictions.

- Self-immolation is a frequent method in some EMRO countries. It is often an 
impulsive act that has long-lasting health consequences.

- Permissive government regulations regarding ownership of firearms, imply that guns 
are widely available in some EMRO countries and consequently frequently used as a 
means of suicide.

- Cultural and societal structures, involving a patriarchy, may prevent women from 
seeking help when in a suicidal crisis.

- Restricting access to toxic agents, such as pesticides and insecticides, has previously 
been linked to substantial suicide reductions in some countries.

- A random review of newspaper articles from the EMRO countries on suicide revealed 
a lack of compliance with the WHO media guidelines. 

- Many of the ERMO countries ishare cultural references and use the same language. 
This could allow for joint suicide preventive efforts across the region.

- Psychosocial interventions for people after self-harm tested in the region have been 
linked to reductions in suicide thoughts and self-harm in high-quality studies.
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2. INTRODUCTION

Each suicide death is a tragedy, which extends 
beyond the individual. Relatives and friends are 
left behind with an irreversible loss, many asking 
themselves why they did not see this coming and 
what they could have done to prevent it, while 
suffering a grieving loss. Similarly, those being 
close to people who self-harm or have attempted 
suicide are often shocked and desperately trying 
to support their loved ones.

The WHO’s 13th General Programme of Work 
2019-2023 included a goal of a 15% reduction 
in the suicide rate by 2023 (World Health 
Organization, 2019c). This has later been 
superseded by the United Nations Sustainable 
Development Goals, which in goal 3.4.2 sets a 
target of reducing the number of suicide death by 
33% by 2030 (United Nations, 2015). Although 
the global suicide rate seemingly has decreased 
over recent decades (Naghavi, 2019), yet, it 
remains to be determined whether the WHO 

EMRO countries remain on track for fulfilling 
these targets. 

The WHO recommends that countries have a 
strategy for suicide prevention to guide national 
efforts. The new LIVE LIFE guide builds on 
the existing evidence in suicide prevention and 
promotes four key interventions accompanied 
by seven public health pillars to support their 
implementation (World Health Organization, 
2021b). This resource may serve as inspiration for 
local stakeholders as well as government agencies. 
A strength of the LIVE LIFE guide is that the 
suggested key initiatives may be implemented at 
any scale and, thus, are equally useful for local 
volunteer organisations as for policymakers.

Suicide has previously been defined as an act of 
deliberately taking one’s life. The same behaviour 
with a non-fatal outcome may be considered as 
self-harming behaviour, also referred to as suicide 
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attempt (World Health Organization, 2014).

In the WHO EMRO countries, it is estimated 
that more than 41,000 people die by suicide each 
year and that the number of self-harm events 
might be 20 times higher. Suicidal behaviour can 
be prevented. Over recent decades, preventive 
strategies have been supported by promising, 
evidence-based findings, for instance with respect 
to restricting access to lethal means of suicide and 
providing support for people at risk of suicide. 

The WHO EMRO covers the following 22 
countries and territories: Afghanistan, Bahrain, 
Djibouti, Egypt, Iran, Iraq, Jordan, Kuwait, 
Lebanon, Libya, Morocco, Oman, Pakistan, 
Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab 
Republic, Tunisia, United Arab Emirates, West 
Bank and Gaza, and Yemen. Comprising more 
than 700 million population, many countries in 
this region have in recent decades undergone 
substantial developments and economic growth, 
securing better infrastructure and high-quality 
health care for its citizen (see Appendix 1 for some 
basic country information). Still, a large shares of 
the population live in rural areas in many of the 
EMRO countries, which implies that availability 
of public services, such as hospital care, may 
be limited. Arabic is spoken in the majority of 
countries and Islam is the dominant religion 
of the region. From an economic perspective, 
the EMRO is diverse having 10 high and upper 
middle income countries and 12 lower middle and 
low income countries.

Over the past decades, the WHO EMRO 
countries have endured immense national 
challenges, including nature disaster, famine, civil 
wars, internal uproar, and the recent COVID-19 
pandemic. Governments have been overturned, 
national crises have led to losses of human lives, 
and some countries have struggled to secure the 
safety of its citizen. Many of these events have 
triggered the displacement of people, of which 
the recipient countries, in many cases, were in the 
same region. As such several countries experience 
vast challenges and have little or no resources 
invested in national efforts of suicide prevention. 

The present report provides a situation analysis 
of the WHO EMRO countries and territories for 

the period 2000-2021. It is based on available 
evidence from official databases, peer-reviewed 
publications, government issued reports, and 
other sources identified online, such as official 
news outlets and websites from institutions 
and NGO’s operating within the field of suicide 
prevention. The goal of the report is to provide an 
overview of current trends, and to identify main 
challenges and opportunities for intervention 
to reduce the number of suicides and self-harm 
events. The report aims to provide information of 
relevance for policymakers, researchers, NGO’s 
and people who are interested in reducing the 
burden of suicide in this region. It may also serve 
as a basis for forming alliances and setting up joint 
projects in the WHO EMRO countries.

The report is divided into an epidemiological 
overview of trends in suicide rate over recent 
years and methods, followed by a presentation 
of relevant topics, such as decriminalisation and 
registration of suicidal events. Lastly, the WHO 
LIVE LIFE key interventions are presented with 
examples and suggestions for relevant measures 
based on the context of the EMRO countries.
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Information on suicide deaths are usually 
collected and published as national vital statistics. 
National statistical offices report these data to 
the WHO Mortality Database. Data on suicide 
deaths are essential in order to monitor changes 
and whether preventive efforts have the desired 
effect. Furthermore, such data allows governments 
and other stakeholders to determine whether 
countries meet jointly formulated targets, such 
as the United Nations Sustainable Development 
Goals. When information on suicide deaths 
include details regarding sex, age group and 
suicide method, it is possible to identify groups 
who might be at elevated risk. Data on suicide 
methods is particularly important as one of the 
most promising prevention strategies is based on 
restricting access to means of suicide. 

In this chapter, the recent trends in suicide deaths 
across the WHO EMRO countries are presented. 

Data derives from the Global Health Estimates 
2019 (World Health Organization, 2020a). These 
estimates are based on the best data available 
but might not be identical to the official figures 
published by the national statistical offices. 
For the Global Health Estimates, the quality of 
data reported by the individual countries were 
evaluated through different processes. Just one 
of the EMRO countries was evaluated to have 
a high data quality, two counties were rated as 
having data of moderate quality, while the other 
countries were rated as having data with severe 
quality issues or absence of data. Nevertheless, 
all data on suicides reported in the Global Health 
Estimates for the EMRO countries were based 
on estimates conducted by the Global Burden of 
Disease because the national data did not fulfil 
all requirements in terms of data quality checks 
(Vos et al., 2020). Population figures from the 
United Nations (United Nations Department of 

3. EPIDEMIOLOGICAL FINDINGS
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Economic Social Affairs, 2019). For a detailed 
account of the data used for the findings presented 
in this section, please refer to Appendix 2.

Due to uncertainties in data, suicide deaths were 
not reported by age group and suicide methods. 
Also, due to absence of data, it was not feasible to 
generate regional estimates for rates of non-fatal 
self-harm in the WHO EMRO countries. 
 
3.1 SUICIDE DEATHS

During 2000-2019, each year an estimated 41,672 
lives were lost to suicide in the EMRO countries. 
Of these, 30,703 (74%) were among males and 
10,969 (26%) among females. The majority of 
suicide deaths occurred in the most populated 
countries, namely Pakistan, followed by Iran and 
Egypt (Figure 1).

Calculated per number of population and 
standardised to account for age differences (using 
the WHO standard population), the overall 
suicide rate in the EMRO countries was 6.4 per 
100,000 population. The average suicide rate was 
9.1 for males and 3.5 for females per 100,000 
population over the entire period, resulting in a 
female to male sex ratio of 1: 2.6; implying that for 
every female suicide there were 2.6 male suicides. 
The highest overall rates were reported in Somalia 
with 14.7 suicide deaths per 100,000 population, 
followed by Djibouti and Pakistan with rates of 
11.9 and 9.8, respectively (Figure 2 and Figure A3 
in Appendix 3). Still, these levels of suicide rates 
rank among the lowest compared to other WHO 
regions.

For males, the highest rate was found in Somalia 
with 22.8 suicide deaths per 100,000 population, 
while rates of 16.3 and 14.6, respectively, were 
reported for males in Djibouti and Pakistan 
(Figure A2 in Appendix 3). The highest suicide 
rate for females was found in Djibouti with 7.6 
suicide death per 100,000 population. This was 
followed by rates of 7.1 and 5.7 for females living 
in Somalia and Afghanistan, respectively (Figure 
A3 in Appendix 3). 

Based on crude rates, the suicide rate seemingly 
decreased with 7.6%, from 6.3 to 5.9 suicides 
per 100,000 population during 2000-2019. This 
decrease was particularly pronounced among 

females, where the rate decreased with 22.2%, 
from 4.1 to 3.2 per 100,000. For females, major 
reductions in the suicide rates were noted in 
Afghanistan, Iran, and Morocco during 2000-
2019. The rate for males decreased with 1.5% 
from 8.5 to 8.3 per 100,000 population. When 
comparing the yearly changes in the suicide 
rate for both sexes, using year 2000 as a point 
of reference, major reductions were observed in 
Jordan, Qatar, and United Emirates over recent 
years. Opposite, an increasing trend was found for 
Saudi Arabia (Figure A4 in Appendix 3).

A total of 77% of all suicide deaths in the EMRO 
countries occurred in low and lower middle 
income countries where 66% of the regional 
residents live based on the level of income as 
defined by the World Bank (Figure 3).

Data on age-specific suicide deaths were not 
available in the Global Health Estimates 2019. 
However, previous estimations show that most 
people who die by suicide in the EMRO countries 
are between 20-40 years (Koronfel, 2002, Al 
Ansari et al., 2007, Al-Waheeb et al., 2020). 
Measured relative to the population in each 
age segment, however, rates of suicide might be 
highest in the oldest age groups (Naghavi, 2019).

3.2 SELF-HARM BEHAVIOUR

There is no official report on the overall rate 
of self-harm for the countries in the EMRO. 
Based on national data from Iran from 2009, 
the rate of self-harm incidents was 65.7 per 
100,000 population, the majority of cases being 
between 15-24 years of age (Hajebi et al., 2013). 
The finding that self-harm is predominantly 
observed among adolescents and young adults is 
supported by regional data from Iran, Iraq, Oman, 
Pakistan, and Qatar (Barary et al., 2021, Younis 
and Moselhy, 2010, Sankaranarayanan et al., 2020, 
Zaidan et al., 2002, Shekhani et al., 2018).

3.3 METHODS OF SUICIDE AND SELF-HARM

A precise outline of methods used for suicide and 
self-harm behaviours in the EMRO countries 
is not feasible due to lack of valid and reliable 
recordings. It is possible that certain suicide 
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methods, for instance those that resemble 
accidents, might to a larger extend be classified 
as non-suicidal related causes, including other 
violent deaths (Al Ansari et al., 2007, Safdar et al., 
2021, Pritchard and Amanullah, 2007). Based on 
historical data from 8 countries, it was estimated 
in a systematic review that 39.7% of suicide death 
in the EMRO countries occurred by hanging, 
20.3% by poisoning, 17.4% by self-immolation, 
7% by firearms, 3.1% by drowning, 2.5% by drug 
overdose, and 0.8% by jumping (Morovatdar et 
al., 2013). Still, method are likely to vary between 
countries and regions.

Hanging is estimated to be the most frequently 
used method globally (Gunnell et al., 2005). It 
has been mentioned as a frequent method in 
Bahrain, Egypt, Iran, Iraq, Kuwait, Pakistan, and 
Tunisia (Al Ansari et al., 2007, Moneim et al., 
2011, Valipour et al., 2021, Al-Waheeb et al., 2020, 
Jedidi et al., 2017, Shekhani et al., 2018).

Suicide by poisoning includes overdoses by over-
the-counter as well as prescribed medication 
but also pesticides and insecticide, which have 
been reported used, for instance, in Iran, Iraq, 
Morocco, Pakistan, Saudi Arabia and Tunisia 
(Safdar et al., 2021, Nabih et al., 2017, Kavousi-

Gharbi et al., 2017, Moazzam et al., 2009, 
Gharbaoui et al., 2019, Younis and Moselhy, 
2010, Abbas et al., 2018). This seems to be a 
particular problem among adolescents below the 
age 20 years, for instance in Tunisia and Morocco 
(Ben Khelil et al., 2021, Nabih et al., 2017). This 
is concerning as this age group are known to 
have a high level of impulsivity in their suicidal 
behaviour (Hawton and James, 2005). However, 
also adults are known to use pesticides as a means 
of suicide, for instance, in relation to domestic 
disputes (Safdar et al., 2021).

Aluminium phosphide (referred to as ‘wheat 
pills’ or ‘rice pills’) is an illegal and toxic 
insecticide used in agriculture. It is reportedly 
used for suicidal behaviour in Iran, Morocco, 
and Pakistan (Safdar et al., 2021, Valipour et 
al., 2021). Although the product is illegal in 
Iran, it is easily obtained at low price and might 
account for more than half of all poisoning 
deaths in some rural areas of Iran (Valipour 
et al., 2021, Barary et al., 2021). Another toxic 
agent, paraphenylenediamine (referred to as 
‘kala pathar’ in Urdu) is an ingredient in black 
henna and commonly used in cultural practices, 
such as colouring of hair and skin (Safdar et al., 
2021). Paraphenylenediamine is highly lethal with 

Figure 3. Distribution of suicide death in the EMRO countries by level of income as defined by 
World Bank Region
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no known antidote and high suicide mortality 
rates by this method have been reported in 
both Pakistan and Sudan (Safdar et al., 2021). 
Government-introduced restrictions, which limit 
the availably of such agents, have been associated 
with reductions in the number of suicidal 
incidents (see section 7.1).

Self-immolation or burning is considered to be 
a relatively frequent method in Iran and Tunisia 
but has also been observed in Afghanistan, Saudi 
Arabia, Iraq, and Egypt. For instance, high rates 
of self-immolation have been reported in the 
Western regions of Iran (Parvareh et al., 2018, 
Saberi-Zafaghandi et al., 2012, Paiman and Khan, 
2017). Most victims seem to be young, married 
women with lower educational levels who live 
in low income household as well as adolescents 
below the age of 20 years (Suhrabi et al., 2012, Ben 
Khelil et al., 2021). Contributing factors, such as 
mental disorders, family conflicts, physical abuse 
have been suggested as well as the easy availability 
of the method within the household (Mohammadi 
et al., 2020, Cleary et al., 2021). Opposite to other 
EMRO countries, self-immolation seems to have 
become increasingly frequent among males in 
Tunisia after 2011 after a prominent case during 
the Tunisian revolution (Jedidi et al., 2017). Here, 
co-occurring financial problems in the initial 
incident and subsequent cases suggested a copy-
cat behaviour (Khelil et al., 2016). 

A relatively high proportion of firearm suicides 
have been reported in Egypt and Pakistan 
(Moneim et al., 2011, Safdar et al., 2021). Being 
guarded by strict laws, firearms are only limited 
available in Kuwait and United Arab Emirates 
(Koronfel, 2002, Al-Waheeb et al., 2020). It seems 
that suicides, due this methods, in these countries 
are concentrated among groups who have access 
to guns through their employment, such as police 
officers and military personnel (Sanaei-Zadeh et 
al., 2004). 



15

Suicidal behaviour is a complex phenomenon 
and can seldom be attributed to one reason only. 
Often, it is due to a combination of conditions 
and events, of which mental vulnerability, 
psychological distress, and financial stressors 
are some of the contributing factors. In this 
section, the factors, which might put people at 
elevated risk of suicide, are presented as well as 
some, which might have a protective impact. A 
large body of research has been conducted in the 
EMRO region to identify groups at elevated risk 
of suicide and these findings are prioritised in this 
review. The level of evidence of these studies is 
challenged by availability and reliability of data, 
implying that some studies were limited by small 
sample sizes and absence of comparison groups. 
However, most of the presented factors have also 
been demonstrated in population-based studies 
conducted and replicated in different countries 
(Fazel and Runeson, 2020, Hawton and van 
Heeringen, 2009). 

Factors associated with suicide deaths are 
generally also associated with non-fatal suicidal 
behaviour, i.e. deliberate self-harm, or suicide 
attempt. People with a history of previous self-
harm are considered to have elevated risk of 
repetition (Shooshtary et al., 2008, Ben Khelil et 
al., 2016). One of the main differences between 
fatal and non-fatal suicidal behaviour is that 
the latter is more frequent among females and 
in younger age groups (Poorolajal et al., 2015, 
Fazel and Runeson, 2020). Self-harm in young 
age groups is characterized by a higher level of 
impulsivity and, as a result, often use of methods 
available in the home (Hawton and James, 2005). 

People with mental disorders have consistently 
been linked to elevated risks of suicidal behaviour 
(Fazel and Runeson, 2020). As many as 19% 
of self-harm incidents in Oman were reported 
to have a history of mental disorders (Zaidan 
et al., 2002). In particular disorders, such as 
depression, bipolar disorders, anxiety disorders, 

4. RISK GROUPS
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personality disorders, schizophrenia as well 
as substance misuse have been mentioned as 
risk factors for suicidal behaviour in EMRO 
countries (Shooshtary et al., 2008). Still, access 
to mental health care is limited in many EMRO 
countries and, consequently, prevalence of mental 
disorders might be under-reported (World 
Health Organization, 2021d). In addition, family 
history of mental disorder has been noted as a 
contributing factor among young persons (Ben 
Khelil et al., 2021, Shooshtary et al., 2008). On the 
other hand, mental well-being has been suggested 
as a protective factor (Akram et al., 2018). 

On a general level, being married is considered 
a protective factor with respect to suicide and 
those married tend to have lower rates of suicide 
than single, divorced and widowed (Poorolajal et 
al., 2015). However, suicide is found to be more 
frequent among married women than among 
unmarried in Pakistan (Shekhani et al., 2018), 
indicating that being married is a risk factor for 
women. Stressful situations build up psychological 
stress, which, if unsolved, can result in mental 
disorders and suicidal behaviour. Family conflicts, 
intergenerational problems, abuse, and domestic 
violence have been mentioned as reasons for 
suicidal behaviour in women (Suhrabi et al., 2012, 
Cleary et al., 2021, Rezaeian and Khan, 2020). 
Also, infertility, which in some cultural settings 
is perceived as the fault of the woman, might act 
as a stressor (Fido and Zahid, 2004). Given that 
physical partner violence has been associated with 
self-harm (Vizcarra et al., 2004), it might be of 
importance to ensure that women have access to 
support; especially for those who live in countries 
where divorce is not an option. Exposure to 
violence, including physical and sexual, in 
childhood has been linked to suicidal behaviour 
(Bruffaerts et al., 2010). In fact, conflict with 
parents, partner, or other family members are 
some of the most frequently mentioned stressors 
for suicidal behaviour (Shooshtary et al., 2008). 
In addition, international reviews have linked 
perceived or actual school failures to suicide in 
children and adolescents (Soole et al., 2015). 

Financial difficulties and unemployment have 
been linked to suicidal behaviour (Shooshtary et 
al., 2008, Ben Khelil et al., 2021). Interestingly, 
studies from Iran suggest that financial difficulties 

and unemployment might be equally strong 
predictors of suicide as mental disorders (Rasouli 
et al., 2019). It is possible that infrastructural 
challenges, in the form availability of free mental 
health care, might play a role in this comparison, 
in particular in countries with high poverty levels, 
such as Afghanistan, Pakistan, Somalia, Syria, and 
Yemen (World Health Organization, 2021d). On 
a wider scale, also legal problems, physical illness, 
grief, and assault have been linked to suicidal 
behaviour in the EMRO region (Shooshtary et al., 
2008, Ben Khelil et al., 2021).

In Kuwait, Saudi Arabia, and United Arab 
Emirates, a high share of migrant workers has 
been noted among suicide deaths, (Helaly et al., 
2015, Al-Waheeb et al., 2020, Koronfel, 2002). 
Being a migrant worker has been associated 
with risks of developing mental disorders and 
negative working conditions might lead to 
increased risks of suicide (Adhikary et al., 2011). 
However, international findings regarding this are 
inconclusive (Forte et al., 2018). 

Displacement as result of humanitarian crises 
has resulted in large groups of people living 
as refugees in the EMRO region. High rates of 
suicidal ideation have been reported for young 
Afghan mothers and Palestinian youth living in 
refugee and work camps (Rahman and Hafeez, 
2003, Itani et al., 2017). The high rates of suicidal 
ideation reported among children who live in 
institutional care in Jordan, suggest that exposure 
to trauma might be a trigging factor (Gearing et 
al., 2015). Social exclusion or exposure to social 
stigma has been linked to psychological distress 
and suicidal ideation among people with hearing 
loss (Akram et al., 2018). In addition, findings 
from Jordan suggest that youth in detention 
facilities have elevated rates of suicidal ideation 
(Schwalbe et al., 2013).

A high prevalence of suicidal ideation and 
behaviour has consistently been reported for 
sexual and gender minority groups, such as gay 
men, lesbians, and transgender persons in the 
EMRO region (Kabir and Brinsworth, 2021, 
Nematollahi et al., 2021, Wagner et al., 2019, 
Kaplan et al., 2016). In addition to stigmatisation, 
these groups may face discrimination and risk of 
legal prosecution in some countries in the region 
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(Nematollahi et al., 2021). 

4.1 THE COVID-19 PANDEMIC 

The recent COVID-19 pandemic has affected 
daily life in most countries of the world and 
sparked concerns that vulnerable groups, such as 
people with mental disorders, chronic diseases, 
or financial difficulties, might experience elevated 
risks of suicide (Gunnell et al., 2020). Relatively, 
little evidence exists regarding the impact of 
the COVID-19 pandemic on risks of suicidal 
behaviour in the EMRO region (John et al., 
2020). An international review showed that the 
first lockdown period was not associated with 
increases in the overall suicide rate in European 
countries, Japan, and the US (Pirkis et al., 2021). 
Nevertheless, case reports from Pakistan have 
attributed some incidents of suicidal behaviour 
to the COVID-19 pandemic, citing economic 
difficulties as a contributing factor (Mamun 
and Ullah, 2020). Suicidal behaviour has been 
reported among patients who tested positive for 
COVID-19 in psychiatric service facilities in 
Pakistan (Imran et al., in press). Suicidal ideation 
and suicide attempt have also been reported 
among patients seen in psychiatric liaison teams 
in Qatar (Iqbal et al., 2020). High levels of suicidal 
ideation were measured among relocated people 
from Iraq and Syria living in an Iraqi refugee 
camp during the early phase of the pandemic, 
albeit levels were comparable to those measured 
prior to the pandemic (Kizilhan and Noll-
Hussong, 2020). 
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In Egypt, Iran, Iraq, Jordan, Kuwait, Libya, Mo-
rocco, Tunisia, and United Arab Emirates, suicide 
is not considered a criminal act. However, peo-
ple with suicidal behaviour still risk facing legal 
prosecution in several countries of the EMRO (see 
Table 5.1). 

Suicide is seldom a rational choice. People in a 
suicidal crisis are suffering from psychological 
stress, i.e. an immense psychic pain, and are ex-
tremely vulnerable. They require competent care 
to improve their mental wellbeing. When sui-
cidal behaviour is considered a criminal act, this 
increases stigma and avoidance of help-seeking 
(Shahid, 2013). It is likely that persons avoid seek-
ing medical care after self-harm because of fear 
for legal consequences in some EMRO countries 
(Naveed et al., 2017). As acknowledged by WHO, 
a decriminalisation of suicide will make it easier 
for people at risk of suicide to receive support 
(World Health Organization, 2014). 

Another negative consequence of legal prosecu-
tion is that people might face imprisonment after 
suicidal behaviour. When suicidal behaviour is 
considered a criminal act, this becomes an in-
centive to avoid being detected and risk legal 
prosecution, which implies that suicides are likely 
to be under-recorded. Thus, hindering optimal 
planning and implementation of suicide preven-
tion efforts. In this context, it is important to raise 

awareness in the general population regarding 
suicide thoughts and the importance of seeking 
help. Even though decriminalisation might lead to 
an increase in the number of suicide death record-
ed, due to better reporting and less under-record-
ing (Knipe et al., 2014), it might also encourage 
people to seek help before to acting on suicidal 
impulses.

Although suicidal behaviour is prohibited in 
Islamic law (Al Ansari et al., 2007), suicide was 
decriminalised in 2000 in United Arab Emirates. 
Other governments, such as India, have recent-
ly changed the national legislation in order to 
decriminalise suicidal behaviour. In Lebanon, 
suicide behaviour remains listed as a criminal 
act but legal prosecution is no longer practiced 
(Mishara and Weisstub, 2016). Also, rather than 
listing suicidal behaviour as a right in countries 
where suicide is decriminalised, legal articles do 
not refer to suicide (Mishara and Weisstub, 2016). 
This way, there is no actual statement that suicidal 
behaviour is an accepted conduct. 

The Global Mental Health Action Network ini-
tiative, an international working group, which 
includes the World Health Organisation, actively 
encourages the decriminalisation of suicidal. As 
mentioned in the groups recent report: „The crim-
inalisation and punishment of individuals who 
engage in suicidal behaviour creates a huge obsta-

5. LEGISLATION

Table 5.1. Legal status of suicidal behavior in the EMRO countries.
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cle to accessing appropriate and adequate mental 
healthcare; which is a fundamental human right. 
It also impacts upon public health surveillance 
effects by underrepresenting the true prevalence 
rates within countries where suicidal behaviour 
remains a criminal offence” (World Health Orga-
nization, 2013). The International Association of 
Suicide Prevention (IASP), a nongovernmental or-
ganization for suicide prevention, has furthermore 
issued a position paper promoting the decrimi-
nalisation of suicide (International Association for 
Suicide Prevention, 2020).
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Reliable information on numbers of suicide 
deaths and self-harm incidents is a prerequisite 
for preventing suicide effectively (Ghaffar et al., 
2001). It is important that information on suicidal 
behaviour is being collected and that data are 
reliable and valid. 

Suicidal behaviour is generally considered to be 
under-recorded in the EMRO countries (Moneim 
et al., 2011, Hajebi et al., 2013, Rezaeian and 
Khan, 2020). Barriers to a valid registration 
include risk of legal prosecution, religious beliefs, 
social stigma, governmental neglect as well as 
other cultural barriers (Moneim et al., 2011, 
Hajebi et al., 2013). In recent years, this list also 
includes national conflicts and This might obscure 
the true scope of the problem. Under-recording 
might be more prevalent for certain suicide 
methods or specific population groups, which 
leads to bias and obscures the possibility of setting 
priorities for preventive measures. 

Different strategies have been employed to secure 
information on suicidal behaviour in countries 
with no existing systematic collection and evaluate 
the reliability of data. Examples of these are 
presented in the subsequent sections.

6. REGISTRATION OF SUICIDE AND SELF-HARM BEHAVIOUR

Example 6.1.1 Registration of suicide 
deaths in Tunisia

According to Tunisian law, cases of 
death where the cause is suspected 
to be a suicide death must be 
investigated in a legal inquiry and 
autopsy is conducted.

Source: Jedidi et al. (2017)
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6.1 RECORDS OF SUICIDE

Numbers of fatal suicide incidents are recorded 
as part of national vital statistics. The registration 
of vital events as well as general statistics on 
causes of death are considered to be incomplete 
in several EMRO countries (see Appendix 2). As 
mentioned in section 3, the WHO Global Health 
Estimate evaluated that only few of the EMRO 
countries had data of moderate or high quality 
(see Table 6.1.). 

The processes used to determine causes of 
death varies by country. In cases of unnatural 
deaths where the cause of death is suspected 
to be suicide, homicide, or accident, it is often 
determined by a legal entity, for instance through 
a legal inquiry where results from an investigation 
and forensic examinations are reviewed (see 
example 6.1.1. and 6.1.2). Ideally, this will involve 
a medical expert who helps determine whether 
the injuries might have been self-inflicted. 

Different analytic approaches have been employed 
in the EMRO countries to evaluate the reliability 
of recordings of suicide and self-harm incidents 
and compensate for under-recordings. One 
approach is the ‘network scale up’ where the 
number of suicide incidents in a small population 
sample is scaled up using estimates of network 
factors. This strategy was used to assess the 
validity of official suicide records in Iran where 
the analyses suggested that official figures might 
capture as little as 58% of all suicide deaths 
(Moradinazar et al., 2019). The authors found 
that as many as 80% of suicides due to hanging, 
cutting objects and guns were included in the 
official records but only 34-44% of all incidents 
due to self-immolation and self-poisoning were 
evaluated to be included in the official figure 
(Moradinazar et al., 2019). 

An approach of identifying better data sources, 
was used in Pakistan where national statistics on 
vital events were considered to be incomplete 
(Ghaffar et al., 2001). Here, newspaper articles 
were screened to identify suicide deaths and 

Example 6.1.2. Registration of suicide 
deaths in Iran

All unnatural deaths, including 
suicides deaths, are referred to the 
local Legal Medicine Organisation 
in Iran where an autopsy and 
examinations are conducted to 
determine the cause and manner of 
death and death certificates issued. 
Approximately 35% of all referred 
deaths are examined by the forensic 
toxicology department. As per 
legal requirements, an autopsy is 
conducted to determine the cause and 
manner of death of all suicides.

Source: Kordrostami et al. (2017). 

* Source: World Health Organization (2020b). See Appendix 2, including 
Table A2 and A3 for details. 

Table 6.1. Evaluation of data quality on cause of death data by the Global Health 
Estimate (GHE).*
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comparisons suggested that this source of 
information might provide a more accurate 
estimate than police reports (Ghaffar et al., 2001).

6.2 MONITORING SELF-HARM

Self-harm behaviour is associated with elevated 
risks of repetition and mortality (Bergen et al., 
2012). Having a surveillance system for non-fatal 
self-harming behaviour (aka suicide attempts) 
allows for identification of specific methods 
of self-harm, which might be addressed in 
preventive efforts, such as means restriction. 
Furthermore, it will allow nations to respond 
promptly to increasing incidents. For these 
reasons, the WHO recommends setting up self-
harm surveillance systems on regional or national 
level, along with examples of data sources (World 
Health Organization, 2016).

In the EMRO countries, national data on self-
harm have been collected in Iran, Lebanon, and 
Kuwait (Rezaeian and Khan, 2020, Hajebi A et al., 
2011). In Iran, the national surveillance system 
for monitoring of self-harm and suicide deaths 
is based on incidence reports from public health 
care providers in both primary and secondary 
care and from medical facilities in all districts, 
regions and provinces countrywide. The estimated 
national rate of non-fatal self-harm incidents 
based on this data source was 5-10 fold higher in 
2021 than previous figures published in 2013 and 
2016 where not all districts were covered (Hajebi 
et al., 2013, Ministry of Health and Medical 
Education, 2022, Hajebi A et al., 2016); suggesting 
a more reliable recording practice. Some 
barriers, such as securing a reliable reporting 
from the private health sector and inter-sectorial 
collaborations, have been identified (Hajebi et al., 
2013).

When national data on self-harm are not available, 
a data collection in a defined geographical area, 
such as a region or a hospital catchment area, 
might provide insights into which groups and 
methods should be targeted by suicide preventive 
efforts (see box 6.2.1). In Oman, all cases of 
deliberate self-harm admitted to hospitals within 
the Muscat area during a 5-year period were 
systematically reviewed (Zaidan et al., 2002). All 
patients who attended Emergency Departments 

and where an “overdose, ingestion, self-poisoning 
or deliberate self-harm” had been recorded in 
the patient record were included, together with 
details regarding the self-harm, such as method, 
precipitating factors, and socio-demographics. 
Next to generating valuable insights regarding 
self-harm presentations, the data also allowed 
for calculation of a rate for deliberate self-harm 
(Zaidan et al., 2002). 

Different approaches have been applied to 
evaluate the reliability of the self-harm recordings. 
Using the scale up method described in section 
6.1, it was estimated that 11% of self-harm 
incidents (including fatal suicides) in 2014 had 
not been referred to hospital in one region of Iran 
(Moradinazar et al., 2019). The same research 
team applied a different approach, truncated 
county modelling, to estimate the actual number 
of self-harm incidents (including fatal suicides) 
in the same region in 2015, i.e. one year later. 
Here, the results suggested that the true figure was 
around double as high as the figure listed in the 
official database (Moradinazar et al., 2017).

Example 6.2.1. Monitoring self-harm 
in Pakistan

In Pakistan, a locally implemented 
data collection at the Aga Khan 
University Hospital facilitates a 
monitoring system. Data on self-harm 
incidents, method, reasons, mental 
disorders, socio-demographics and 
other relevant information is collected 
from the medical records. 
The data provides an overview 
of most frequent methods and 
identification patterns of risk groups.

Source: World Health Organization 
(2021b)
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National efforts to prevent suicide should ideally 
be guided by a strategic plan, which facilitates 
planning, coordination, setting priorities as well 
as identifying national targets (World Health 
Organization, 2018). A national plan typically 
involves multiple components, addresses different 
risk groups, and provide support for people at risk 
of suicide. 

The structure and important elements to 
include a national plan for suicide prevention 
have previously been outlined (World Health 
Organization, 2018), In addition, the WHO 
LIVE LIFE guide describes relevant aspects 
for initialising suicide preventive efforts at 
national, regional, or local level. These include 
conducting a situation analysis, multisectoral 
collaboration, awareness-raising and advocacy, 
capacity-building, financing, surveillance, 
monitoring and evaluation. Furthermore, four key 
interventions are delineated: 1) means restriction, 
2) responsible reporting by the media, 3) building 

socioemotional life skills in young people, and 
4) early identification and follow up of at-risk 
individuals. These strategies are supported by 
high-quality evidence and likely to reduce suicidal 
behaviour. Still, if the short-term goal is to save 
lives, then the most effective strategies are likely 
to be means restrictions and support for at-risk 
individuals.

The suicide preventive efforts should be 
considered in the light of available resources. 
Macro level factors, such as poverty and lack 
of infrastructure, implies scarce availability of 
mental health care in many low and middle 
income countries of the EMRO (Rezaeian and 
Khan, 2020). This, in combination with the 
stigmatisation of issues related mental disorders 
and suicidality, may be viewed as some of the 
main obstacles for initiation of suicide preventive 
efforts. Another structural and cultural obstacle is 
women’s position in the society.

7. SUICIDE PREVENTION
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Several of the EMRO countries have national, 
government-initiated plans for suicide prevention 
(see Table 7.1). According to the 2020 version of 
the WHO Mental Health Atlas, a standalone plan 
for suicide prevention exists in Iran (World Health 
Organization, 2021d). In Afghanistan, Egypt, 
Iraq, Lebanon, Qatar, Saudi Arabia, and Tunisia, 
suicide preventive efforts have been integrated 
into the national plan for mental health. Efforts in 
Tunisia have later been brought to a standstill due 
to the political situation in the country. Situation 
analysis have been conducted in Iraq and Qatar.

Iran and United Arab Emirates have installed 
efforts to control use of poisonous pesticides 
in their country. Training programs for media 

professionals regarding safe reporting on suicide 
incidents have been conducted in seven of the 
EMRO countries. Eleven EMRO countries 
reported having conducted training of health 
care professionals regarding suicide prevention. 
Gatekeeper training, focusing on non-specialized 
health workers, has taken place in five countries. 
Almost half of the EMRO countries have 
telephone helplines, which offer support to people 
with suicide thoughts. Opening hours and target 
groups vary across helplines.

In the subsequent sections, each of the four key 
intervention strategies are reviewed in the context 
of available evidence from the EMRO countries.

7.1 MEANS RESTRICTION

Restricting access to suicide methods, for instance 
by banning pesticides, implementing restrictive 
gun laws, or setting up barriers at public sites of 
suicide, is one of the best evidence-supported 
strategies (Mann et al., 2021). People who carry 
out suicidal behaviour are often in a psychological 
crisis and have ambivalent feelings regarding the 
outcome of the event. By making suicide methods 
less accessible, one wins time. If the method of 
choice is not available, the person might instead 
seek help, the suicidal crisis might subside before 
another method is found, or the person might 
be identified by friends or bystanders and aided 
to support. The regrets frequently expressed by 
persons who survived self-immolation underscore 
the importance of restricting access to means of 
suicide (Cleary et al., 2021). On a national level, 
making a specific suicide method unavailable may 
translate into hundreds of saved lives. Concerns 
that people might resort to other methods have 
been voiced but has not been supported by 
conclusive evidence. Also, if access to a highly 
lethal method is restricted then a substitution is 
still expected to result in lives saved (Gunnell et 
al., 2017).

Many pesticides (including herbicides, 
rodenticides, fumigants, and insecticides) are 
poisonous for humans. In rural areas of low- and 
middle-income countries, pesticides are often 
stored inside the household, near utensils used for 
cooking. Having such highly toxic agents easily 
available in the household is very dangerous, as 

Example 7.1.1. Means restrictions in 
Jordan

Imports on parathion and other 
toxic agents were stopped in 1981 
in Jordan. This was, via different 
data sources, associated with a 48% 
reduction in the number of deaths 
due to pesticides in the following 
years.

Source: Gunnell et al. (2017).

Example 7.1.2. Bans on means of 
suicide in Pakistan

In 2017, print and social 
media initiated a campaign, 
drawing attention to alarming 
numbers of suicides due to 
paraphenylenediamine (‘kala 
pathar’) in South Punjab. This led 
Punjab’s government to issue a 
temporary ban on kala pathar in the 
region, which was later extended to 
the entire province in 2018.

Source: Safdar et al. (2021).
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persons who become agitated during a domestic 
dispute might be at risk of ingesting the poison in 
an act of impulsivity (Safdar et al., 2021). 

There are pesticides, which are non-toxic for 
humans. To avoid such accidents, toxic pesticides 
were banned in Jordan (see example 7.1.1). This 
was followed by a subsequent reduction in the 
number of pesticide deaths (Gunnell et al., 2017). 
In fact, reductions of up to 50% of pesticide 
suicides were reported after national bans in Sri 
Lanka (Knipe et al., 2017). On the other hand, 
mixed results have been reported with respect to 
introduction of safe storage practices (Gunnell 
et al., 2017). Given that bans of highly toxic 
pesticides, including insecticides, are considered 
one of the most effective prevention strategies 
(Arafat et al., 2021b), this has led WHO and other 
organisations to advocate for national bans of 
poisonous pesticides (World Health Organization, 
2018). The WHO has also prepared a toolkit for 
prevention of suicides due to pesticides outlining 
the evidence, myths, and strategies (World Health 
Organization, 2019b).

Available information on methods of suicide 
and self-harm events in the EMRO countries is 
presented in section 3.3 and further summarised 
in Table 7.2. Here, it is seen that use of pesticides 
is prevalent in Egypt, Iraq, Morocco, Oman, 
Pakistan, Saudi Arabia, Tunisia, and United Arab 
Emirates. It might also be a prevalent problem in 
other countries where data is not available.

Another frequent method of suicidal behaviour 
is aluminium phosphide (also referred to as ‘rice’ 
or ‘wheat’ tablets), which is highly lethal and 
has been identified as a frequently used in Iran, 
Morocco, Pakistan, and Syrian Arab Republic. 
Although the product has been prohibited in 
Iran, it is still easily available through markets and 
herbal shops (Barary et al., 2021, Valipour et al., 
2021). 

Paraphenylenediamine (PPD) (also called ‘kala 
pathar’ in Urdu) is a toxic agent used in black 
henna (Shigidi et al., 2014). There are reports of 
this being used for suicidal behaviour in some 
countries but, given the widespread use of black 
henna across the EMRO, it might be a more 
prevalent problem. In some regions of Pakistan, 

the agent has now become prohibited (see 
example 7.1.2).

In countries where restrictive laws limit the 
general population’s access to guns, for instance 
Iran, Kuwait, and United Arab Emirates, suicide 
deaths by firearms are less frequent (Al-Waheeb 
et al., 2020, Valipour et al., 2021, Koronfel, 
2002). On the other hand, suicide by gunshot 
seems to be a frequently used method in rural 
areas of countries where gun ownership is more 
common, as reported for Pakistan (Safdar et al., 
2021). If suicide by firearms is a concern, limiting 
the access to handguns might be an effective 
preventive measure.

Fall into wells has been reported in some rural 
areas of Tunisia (Mlayeh et al., 2021). In northern 
Pakistan, suicide by jumping into rivers or lakes 
was found to be a frequently used method for 
women (Khan et al., 2009). The Ministry of 
Interior Data in Qatar is currently working with 
private enterprises to install safety protocols for 
preventing jumping from high buildings. Also, 
accumulation of suicidal incidents in public 
places (known as clusters) have been reported, 
for instance in Lebanon (Richa and Richa, 2015). 
Measures to limit access to specific sites or 
methods might include structural changes, such 
as covers over wells or barriers at high viewpoints 
or bridges (Pirkis et al., 2013). Self-immolation 
is well-known problem in several of the EMRO 
countries and, given that kerosene is readily 
available in many households, low risk alternatives 
to kerosene should be considered (Lam et al., 
2012). Dissemination of victim stories (see section 
7.2), seems to be a promising measure to reduce 
self-immolation.

Hanging is one of the most frequently used 
suicide methods in the world. Yet, it remains 
challenging to obstruct access to means of 
hanging outside of institutional settings where 
ligature points may be removed (Gunnell et 
al., 2005). For instance, access to means can be 
limited for patients at risk of suicide in psychiatric 
hospitals by removal of personal items, such as 
belts, and fixture points. Similar measures can be 
installed in prisons. 

7.2 MEDIA REPORTING
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It is important to practice caution when reporting 
on topics related to suicidal behaviour in the 
media. Famous persons may serve as role models 
and glorification of their death can appear 
encouraging to people in crises. This phenomenon 
has been referred to as the Werther effect, named 
after the main character in the novel “The sorrows 
of young Werther” by Goethe, who dies by suicide 
as a result of an unrequited love story. The book 
became popular and was linked to copycat cases 
in contemporary Germany. Several studies have 
shown that newspaper reports of celebrities who 
die by suicide have been followed by increases 
in the number of suicide deaths by the same 
method (Niederkrotenthaler et al., 2020). For 
this reason, glorification and over-exposure 
of famous persons’ suicide should be avoided. 
This also relates to fictional stories, including 
televised or streamed series. Media reports on 
suicidal behaviour should not provide detailed 
description of suicide methods or explicit images. 
Furthermore, it is strongly recommended to 
list information on where people with suicide 
thoughts can get help, for instance listed in an 
accompanying box. WHO has developed a set of 

guidelines for media professionals (see box 7.2.1).

Media outlets can play an active role in promoting 
help-seeking and prevention of suicide. The 
so-called Papageno effect refers to the character 
of the same name in the opera, the Magic 
Flute, written by Mozart. In a crisis, Papageno 
contemplates taking his own life but is then 
reminded of reasons for living by three boys 
(Niederkrotenthaler et al., 2010). The scene 
symbolises that suicidal crises may be temporary 
and can subside if one receives help and that 
others might encourage those at risk to seek help. 
Given that many people who experience suicide 
thoughts do not actively seek help, media outlets 
could fulfil an important role by educating the 
public about self-care for mental health and 
the need for seeking help when in crises. By 
presenting positive role-models, for instance, 
stories of coping with life stressors or suicidal 
thoughts, and how to get help, media may inspire 
individuals in similar situations to seek help. 

Incidents of copycat behaviour of suicide death 
presented in public media are known from 
the EMRO countries, for instance Tunisia (see 

Box 7.2.1. WHO Media guidelines

• Do provide accurate information about where to seek help
• Do educate the public about the facts of suicide and suicide prevention, without 
spreading myths
• Do report stories of how to cope with life stressors or suicidal thoughts, and how to get 
help
• Do apply particular caution when reporting celebrity suicides
• Do apply caution when interviewing bereaved family or friends
• Do recognize that media professionals themselves may be affected by stories about 
suicide
• Don’t place stories about suicide prominently and don’t unduly repeat such stories
• Don’t use language which sensationalizes or normalizes suicide, or presents it as a 
constructive solution to problems
• Don’t explicitly describe the method used
• Don’t provide details about the site/location
• Don’t use sensational headlines
• Don’t use photographs, video footage or social media links

Source: World Health Organization (2017b), World Health Organization (2017a)
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example 7.2.1). To counteract this, workshops 
were conducted with media professionals in 
Tunisia in 2015. This effort has been perceived 
to improve reporting practices in the country’s 
media outlets (Mental Health Innovation 
Network, 2021). In Iran, media reports on suicide 
have been found to adhere poorly to the WHO 
guidelines, both in terms of mentioning suicide 
methods and displaying images (Arafat et al., 
2021a). Also, in Qatar reviews have found that 
newspaper articles, which reported on suicide, did 
not provide information on where to seek help 
(Elzamzamy et al., 2021). Yet, little evidence exists 
with regard to other EMRO countries. 

On the occasion of this report, a random review of 
2-4 newspaper articles, which reported on suicide 
incidents in national news outlets from each of 
the EMRO countries were reviewed. Hardly any 
of the 38 reviewed newspaper articles mentioned 
where people at risk of suicide might find help 
or presented positive role-models (see Table 7.2). 
On the other hand, the words used in the texts 
presented the incidents in a factual manner with 
no sensationalising or indications of approval. 
Information regarding the method or the specific 
location of the incident was mentioned in some 
articles but revealing photos were only found 
in one article. While one cannot draw firm 
conclusions based on a small sample review, 
the findings suggest that efforts to disseminate 
and implement guidelines in collaboration with 
stakeholders should be considered.

On-going efforts in Qatar are, in collaboration 
with the Carter Foundations are seeking to 
implement better reporting practices on suicide. 

Informal dissemination of suicide methods, such 
as self-immolation, may have resulted in copycat 
behaviours in the EMRO countries (Jedidi et al., 
2017). Videos of victim reports have been used as 
measure to prevent self-immolation in Iran (see 
example 7.2.2). The initial dissemination of victim 
reports took place in schools and hospital settings; 
however, victim reports could be a promising 
strategy for a future effort with a larger impact 
through public or social media and might prove to 
be a low-cost intervention.

Example 7.2.1. Copycat behavior 
based on media reports in Tunisia

In 2010, the self-immolation of a 
young man in Tunisia was followed 
by a series of protest demonstrations, 
which eventually led to the revolution 
in Tunisia. The event was covered 
extensively in media portrayals 
and a subsequent doubling in the 
number of self-immolation events 
was observed. Prior to 2010, self-
immolation had mainly been 
observed among women in Tunisia 
but after the event the majority of 
cases were by males.
In 2014, a television show in Tunisia 
presented a case of a 12-year old 
girl who died by suicide. The 
incident gained much attention by 
newspapers and television outlets and 
some justified the act as a laudable 
response to injustice. Based on data 
from Northern Tunisia, there is 
reason to believe that the number of 
suicide deaths among adolescences 
subsequently might have increased 
with as much as 200% in 2014 
compared to earlier years.

Source: Ben Khelil et al. (2021), 
Moneim et al. (2011). 
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7.3 PROMOTION OF MENTAL WELLBEING 
IN YOUTH

Concerns regarding young people’s mental well-
being are substantiated by reports from several 
EMRO countries. In Jordan, as many as 50% of 
high school students aged 15-18 years reported to 
have experienced thoughts about suicide within 
the past two weeks (AlAzzam et al., 2021). Active 
suicidal ideation, as measured on the Beck Scale 
for Suicide Ideation, was noticed among more 
than 20% of respondents in a high school Karachi, 
Pakistan, particularly among females (Syed et al., 
2015). An international survey found that 4.5%, 
15.8%, 11.5%, 10.0%, and 5.4% of university 
students reported having had a suicide attempt at 
some point in their lives in Iran, Jordan, Palestine, 
Saudi Arabia, and Tunisia, respectively (Eskin et 
al., 2016). Feelings of hopelessness and worries 
were found to be more frequent among females 
and older adolescents in a Saudi Arabic sample 
aged 10-19 years (Abou Abbas and AlBuhairan, 
2017). With the aim of promoting mental 
health in youth, several promising school-based 
interventions have been developed, some of which 

are described in this section. The majority of 
these efforts address mental well-being in general 
among children and adolescents.

In the WHO EMRO countries, several promising 
projects have been implemented to improve 
general, social and mental health of children and 
youth. An example is an on-going randomized 
trial in Lahore, Pakistan where teachers receive 
online training in mental health literacy and 
self-efficacy to better address students emotional 
and psychological problems (Imran et al., 2018). 
In Morocco, an extensive program to promote 
healthy pathways in for children and youth was 
launched in 2019 (see Box 7.2.1).  In the Palestine 
region, specialized interventions have been 
offered traumatised groups of school children. 
In a randomized trial, war-affected children aged 
10-13 years were taught recovery techniques, 
which were linked to reductions in posttraumatic 
stress symptoms in boys but not girls at post-
intervention (Qouta et al., 2012). 
Wider efforts include improving the access to 
child and adolescent mental health care, as in 
Qatar where community-based specialist child 
and adolescent mental health services have been 

Example 7.2.2. Victim stories as preventive on of self-immolation

Self-immolation are often described by victims in EMRO countries as impulsive acts 
with no or little intention of dying. The resulting burns often require extensive medical 
treatment and are not seldomly followed by a complicated recovery process. Victims 
might suffer severe tissue damage and require corrective plastic surgery in order 
to restore, for instance facial features. Many victims deeply regret the act and have 
afterwards reported that they used this method because they had heard of others using 
it, although they could not name specific persons. Several people stated that had they 
known the true consequences of the act, they would not have proceeded.
In order to reduce the high number of self-immolation incidents in Iran, videos of 
victims telling their story were recorded. The aim of the videos was to create awareness 
regarding the severe burn complications and introduce strategies for problem-solving. 
The videos were shown in schools and primary health care offices. Over a 3-year period, 
a 57% drop in the hospital presentations for self-immolation was observed in the 
intervention area when compared to a similar area with no such intervention. Due to 
the evaluation design, the research team had opted not to transmit the victim stories 
directly in television or print media.

Source: Ahmadi and Ytterstad (2007), Moneim et al. (2011), World Health Organization 
(2017a). 
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implemented in primary care (Khan et al., 2021, 
Wadoo et al., 2021). This effort has been linked 
to reduced wait times and less incorrect referrals 
(Khan et al., 2021).

In 2020, WHO and United Nations Children’s 
Fund (UNICEF) released the toolkit, Helping 
Adolescents Thrive (HAT), which aims at 
promoting adolescent mental well-being and 
preventing self-harm (World Health Organization, 
2020c). The kit is directed towards adolescents 
aged 10-14 years, their caregivers, schools, 
community, and governmental agencies. The 
toolkit is based on evidence-informed strategies 
and consists of a legislative framework, which 
actively promotes access to mental health 
care for young persons, resources for schools 
and communities, outline of interventions 
for caregivers, and examples of psychosocial 
interventions for youth (World Health 
Organization, 2020c). As an additional resource, 
a comic addressing mental health issues of youth 
was published during the COVID-19 pandemic 
(see illustration in Box 7.2.2).
 
The school-based intervention, Youth Aware 

of Mental Health Programme, is a manualised 
program using role-playing and a booklet to 
increase awareness about mental health and 
introduce skills for coping with life stressors. 
One of its strategies involves encouraging young 
adolescents to look out for each other. The 
program, which is aimed at 15-year olds has been 
linked to reductions in self-harm episodes in a 
randomised clinical trial (Wasserman et al., 2015).

The Good Behavior Game consists of a team-
based competition, which allows teachers to 
set standards for good behaviour and promote 
socialisation of children with maladaptive 
behaviours (Wilcox et al., 2008). The program 
is aimed at children aged 5-7- years who are 
assigned to equally distributed teams in terms of 
sex, social isolation, and disruptive behaviour. 
Based on classroom rules, teams can win points 
during assigned periods. The implicit goal is 
that children discover it is in their own interest 
to present good behaviour and the maladaptive 
children’s behaviour is regulated by classmates. 
The intervention has been linked to reduced 
risks of suicidal ideation, and other adverse 
mental health outcomes, such as substance 
misuse (Wilcox et al., 2008). The Good Behavior 
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Game has previously been tested with positive 
indications in Sudan (Saigh and Umar, 1983).

 
7.4 EARLY 
IDENTIFICATION, 
MANAGEMENT AND 
FOLLOW-UP

Support for persons 
at risk of suicide is a 
crucial element in suicide 
prevention. The main 
focus areas are: early 
identification, knowledge 
on how to assess and 
support people at risk, 
follow-up as well as 
postvention, i.e. support 
for people after suicidal 
behaviour (World Health 

Organization, 2021b). 
Some people who experience suicidal ideation 
actively seek help, either in general or mental 
healthcare settings or with community-based 
organizations. Others might tell it to people 
close to them or call a telephone helpline. In 
cultural settings where suicidality is stigmatised, 
limited knowledge regarding suicidality might 
hinder help-seeking behaviour (Al-Shannaq 
and Aldalaykeh, 2021, Suhrabi et al., 2012). It 
would be particularly relevant to provide psycho-
education and underscore the importance of 
seeking help for those at risk and their relatives 
(Rezaeian and Khan, 2020, Malakouti et al., 2021). 

As stakeholders who might be able to identify 
people at risk of suicide, community-based 
health care providers form an ideal target group 
for training. In a rural province of Western Iran, 
a wide range of training efforts were offered 
to community-based primary health care staff 
(Malakouti et al., 2015). A later follow-up revealed 
that a greater number of patients were treated 
for depression and more suicide attempts were 
recorded in the subsequent year when compared 
to a neighbouring province, suggesting better 
detection and surveillance. Other potential 
gatekeepers could include teachers, policymakers, 
judiciary, and religious representatives. Vulnerable 
groups in the community may also be supported 
through international NGOs. Inspiration for 
community-based efforts to improving mental 
health may be found in the extensive catalogue by 
the Mental Health Innovation Network (https://

Box 7.2.1. The APT2C program in 
Morocco.

In 2019, the Moroccan Ministry of 
Health and Ministry of Education, 
in collaboration with United 
Nations Development Programme, 
implemented an extensive effort to 
promote general health and mental 
and social wellbeing among pupils 
in elementary schools (the “APT2C 
program”). The program involves a 
guide for promotion of tolerance, 
good citizenship and avoidance 
of high-risk behaviours, such as 
violence. The program, which 
include a theoretical framework 
based on international research, 
provide general guidance for 
elementary schools on how to ensure 
healthy pathways in life for young 
individuals and promote equality 
between the sexes.

Source: Moroccan Ministry of Health 
and Ministry of Education (2019)

Source: World Health Organization (2021c)

Box 7.2.2. HAT comix from WHO for 10-14-year olds.
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www.mhinnovation.net).

People at risk of suicide may also be supported 
thought telephone helplines (World Health 
Organization, 2014). About half of the EMRO 
countries have telephone helplines for people 
at risk of suicide, implying that this service 
might not exist in other countries (see Table 7.1 
above and example 7.4.1). When setting up a 
helpline, it is useful to have standard guidelines 
for counselling and how to manage challenging 
situations, as mentioned by Iranian helpline 
counsellors (Djalalinia et al., 2020). 

People who have self-harmed generally present 
to emergency departments a hospital is within 
reach. International reviews revealed that people 
after self-harm have elevated risks of repeating 
the behaviour also with fatal consequences, 
particularly within the first year after the episode 
(Carroll et al., 2014, Bergen et al., 2012). Although 
this might not apply to the same extent in low 
and middle income countries, reports from 
Sri Lanka suggest that people with non-fatal 
suicidal behaviour have relatively low risks of 
repeating self-harm (Knipe et al., 2019). Few 
preceding suicide attempts were also reported in 
a psychological autopsy study of one-hundred 
suicide deaths in Pakistan (Khan et al., 2008). 

The gold standard for people seen in emergency 
departments would include a psychosocial 
assessment to evaluate whether the person 
suffers from a severe mental disorders and/or 
is at imminent risk of self-harm (World Health 
Organization, 2019a). As mentioned in the 
WHO SUPRE-MISS intervention, standard care 
for people presenting at hospitals with suicide 
attempts in a low and middle income country 
might, however, not include these elements 
(Fleischmann et al., 2008). 

Given that outreach and availability of mental 
health care is limited in many EMRO countries 
(World Health Organization, 2021d), staff 
in primary care may play an important role 
in identifying patients are at risk of suicide 
(Malakouti et al., 2015). The WHO mhGAP 
intervention guide provides concrete advice 
on management of patients at risk of suicidal 
behaviour (World Health Organization, 2019a). 

The guide includes a section dedicated to self-
harm where an informed pathway of steps assists 
health care professionals with relevant screening 
questions for evaluating risk of suicide. Important 
aspects to assess during treatment and later 
follow-up options are presented. Interestingly, the 
WHO mhGAP intervention guide is available in 
Arabic. 

Different management models, including 
abovementioned WHO mhGAP intervention 
guide, have been developed. The brief intervention 
and contact (BIC), consisting of a 1hr. psycho-
social assessment at the time of discharge as well 
as nine follow-up contacts by phone or visit, has 
been linked to reductions in number of suicide 
deaths among participants after presentations for 
suicide attempt in a five-nation trial conducted in 
low and middle income countries (Fleischmann 
et al., 2008). Psychosocial therapies have been 
used to provide crises intervention and introduce 
problem-solving strategies to people after 
self-harm. This type of intervention has been 
evaluated as promising by Cochrane reviews (Witt 
et al., 2021a, Witt et al., 2021b). An example of 
this is seem in Pakistan (see example 7.4.2). In 
the EMRO countries, patient education (psycho-
education), cognitive behavioural therapy-based 
tools to improve self-help, and follow-up by 
phone or postcards have been tested and linked 
to subsequent reductions in suicide thoughts in 

Example 7.4.1. Helpline for mental 
health in Qatar

The Qatar Ministry of Public Health 
established a national mental 
helpline in April 2020, which is open 
from 7AM-3PM from Saturday to 
Thursday. During its first 18 months 
of operation, it recorded more than 
40,000 calls. The helpline is operated 
by mental health professionals who 
can provide an initial assessment 
as well as referal to treatment. The 
calls to the helpline are considered as 
confidential.

Source: The Peninsula (2021)
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randomised study designs (Mousavi et al., 2014, 
Hassanian-Moghaddam et al., 2017, Husain et al., 
2014, Fleischmann et al., 2008).

Over recent years, an increasing number 
of eHealth tools, i.e. online-based tools for 
improving health outcomes, have been developed, 
including apps with safety plans and online 
therapy for people at risk of suicide (van Spijker 
et al., 2014, Larsen et al., 2015, Mühlmann et al., 
2021). Since the COVID-19 pandemic, In Qatar, 
tele-psychiatric consultations were introduced in 
out-patient services, which seemingly has led to 
an increase in the number of contacts, including 
new cases (Karim et al., 2020). High-quality 
evidence supports the effectiveness of several 
of these tools in reducing suicidal thoughts. 
Considering the availability of smartphones in 
the countries of the EMRO (see Appendix 1), 
mental health illiteracy, and lack of available 
services, culturally adapted eHealth tools might be 
relevant options to explore. Previous adaptation 
of such tools to the given cultural settings have 
been positively evaluated (Eylem et al., 2021, 
Lindegaard et al., 2021). Given that many 
countries in the region share the same language, 
it could be possible to share eHealth tools across 
nations.

Example 7.4.2. Brief psychotherapy 
after self-harm presentations

A brief, culturally adapted, 
psychological intervention, 
consisting of six session of problem-
solving and crisis management based 
on cognitive-behavioral therapy, 
was offered to patients presenting 
at hospitals after an episode of 
self-harm in Karachi, Pakistan. The 
trial was evaluated in a randomized 
design where half of the participants 
received standard treatment, which 
usually did not involve referral to 
psychiatric services. As measured 
on the Beck Scale for Suicide 
Ideation, significantly lower levels 
of suicide thoughts at 3 and 6 
months of follow-up were found 
for the participants who received 
the intervention when compared 
to those who received standard 
treatment. Later evaluations also 
suggest that the intervention might 
be cost-effective.

Source: Husain et al. (2014), Alvi et 
al. (2021)
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EMRO Identifying and engaging relevant 
stakeholders are useful first steps for setting up 
interventions (see example 8.1). The WHO LIVE 
LIFE REPORT provides useful information on 
the first steps to execute interventions, form 
multisectoral collaboration, raise awareness 
and advocacy, capacity-building, financing, 

surveillance, and monitoring and evaluation of 
efforts. 
Suicide preventive efforts may be conducted 

8. SETTING UP INTERVENTIONS

Example 8.2. Enganged stakeholdes 
and activities for suicide prevention in 
Iraq

Ministry of Health
Ministry of Interior
Ministry of Education
Ministry of Higher education
Ministry of Migration
Ministry of Youth 
The Cabinet, the Women 
Empowerment Directorate
NGOs

Example 8.3. Enganged stakeholdes 
and activities for suicide prevention 
in Qatar

Primary Health Care Corporation
Ministry of Interior
Ministry of Education
Supreme Committee Delivery and 
Legacy 
Qatar 2022
Qatar Foundation 
Qatar University 
Ashgal
Hamad Bin Khalifa University 
Ambulance Service, Hamad Medical 
Corporation
Qatar Red Crescent
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on a national, regional, or local level. Another 
suggestion is to conduct a situation analysis as 
presented in this report, to identify the main 
opportunities and challenges as well as can 
help set priorities. In countries where suicide 
prevention is not a political priority, low-cost 

interventions, such as means restriction, victim 
stories or implementation of media guidelines, 
might be relevant options. 

Examples of identified stakeholders is listed 
for Iraq and Qatar (see example 8.2 and 8.3). 

Example 8.1. Stakeholders, which might be engaged in suicide preventive efforts

Government sectors:
• Ministry of Health.
• Ministries of: Agriculture, Education, Judiciary, Labour/employment, Media, Minority 
Affairs, Planning and Development, Social Affairs/Welfare, Transport, Youth, Defence.
• Politicians, parliamentarians or representatives.
• Local governments, local decision-makers.
• Policy-makers and opinion leaders.

Stakeholders (individuals and organizations):
• Everyone.
• People with lived experience of suicide.
• Mental health service user organizations.
• Mental and general health workers, health promotion officers, health administrative 
authorities, substance use services, social workers, community development services.
• Teachers, education staff, youth workers, schools, youth clubs and centres.
• Police, firefighters, ambulance personnel/paramedics.
• People working with older adults, care providers, nursing homes, day centres.
• Religious, faith or spiritual leaders, organizations, community places of worship/
convening.
• Traditional healers or community elders.
• Media outlets (print, television and film, web, social media), journalists, journalism 
associations.
• Gender-based violence services, child protection services
• Sexual orientation and gender identity groups.
• Retailers related to risk or means of suicide, such as pharmacists, bartenders, alcohol 
retailers.
• Workplaces, trade unions, professional associations, occupational health sectors, 
business leaders.
• People working in unemployment bureaus, job centres, social welfare services.
• Military.
• Secure services such as mental health inpatient wards and prisons.
• Financial services, debt collection services, pension services.
• NGOs, including international groups or charities that are concerned with welfare and 
well-being or that provide services for vulnerable people.
• Scientific community, academic experts.
• Celebrities and influencers.
• Many more, as listed throughout the guide.

Source: World Health Organization (2021b)
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Activities in Iraq include a situation analysis as 
well as multi-sectoral coordination, advocacy 
and capacity building with respect to prevention 
of suicide. A situation analysis has also been 
conducted in Qatar. Where a long-term focus is 
to strengthen the access and provision of mental 
health care in the community, which partially is 
achieve by strengthening the primary caregivers 
as well as having psychiatrists working in 
community-based settings (Wadoo et al., 2021). 
Given the high number of migrant workers in 
Qatar, a special focus is to set up specialised 
psychiatric services for low-skilled migrants, 
which includes recruitment of multi-lingual 
psychiatrists and collaboration with employers 
(Latoo et al., 2021).

Psycho-educative efforts to improve help-seeking 
may be implemented through public campaigns, 
information online, training of welfare workers, or 
embedded in television shows.
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9. SUMMARY

By providing a situation analysis of the WHO Eastern Mediterranean Region (EMRO), challenges 
and opportunities for suicide preventions were reviewed in the light of existing evidence. Many of 
the countries in the region have over recent years been challenged by regional instabilities, natural 
disasters, displacement of people, and the COVID-19 pandemic. All of these events linked to adverse 
mental health outcomes. People remain underserved in terms of health and mental health care systems, 
educational systems, and infrastructure in general in many of the EMRO countries.

With more than 41,000 suicide deaths on a yearly basis, dedicated interventions are needed to reach the 
33% reduction in the number of suicide deaths, as put forward in the UN’s Sustainable Development 
Goals. Decriminalisation of suicide, better surveillance ands more accurate statistics are some of the 
tools that may be activated to reduce barriers for help-seeking and gain a better overview. Evidence-
supported interventions could include means restriction of poisonous substances and firearms, 
implementation of media guidelines and dissemination of victims’ stories. Fostering mental health 
in youth through school-based efforts and securing access to help, for instance through web-based 
solutions. Lastly, barriers for help-seeking need to be reduced to ensure support and follow-up for 
those at risk suicide are other of the main opportunities, which might be addressed in future preventive 
efforts.
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APPENDIX 2: TECHNICAL NOTE ON DATA USED FOR THE EPIDEMIOLOGICAL ANALYSIS.

Causes of deaths are generally categorised according to the International Classification of Diseases, a 
nomenclature which is maintained by the WHO. The 10th revision of the International Classification 
of Diseases (ICD-10) was used in the entire EMRO region during the period of study (World Health 
Organization, 2021a). ICD-10 was developed in 1992 and has been amended through yearly updates 
since its implementation. 

Suicide deaths are referred to as ‘intentional injuries due to self-harm’ in the ICD-10 and categorised 
using the following codes: X60-X84, Y870. The procedure for determining and recording the cause of 
death varies by country (see Section 6.1). Causes of death are often compiled into a national Cause of 
Death Register by government institutions and summarised in national statistics. National statistical 
offices are commissioned to report these data to the WHO Mortality Database. Some countries in the 
EMRO region do not collect vital statistics.

For the Global Health Estimate, the quality of data on causes of death, submitted by individual 
countries, was evaluated in several stages: 

1) The completeness of data was determined based on number of years, level of detail, whether data was 
missing and whether data was reported by sex and age group. 

2) In countries with low data quality, a substantial number of deaths are often recorded without listing 
a cause of death, hence generating incomplete statistics on causes of death. This was summarised by the 
term, ‘usability’, calculated as the percentage of all deaths, which had been recorded with a meaningful 
cause of death. Usability of cause of death data was summarised with a score range, listing a minimum 
and a maximum score (see Table A2).

3) Certain causes of death were considered as ill-defined (also referred to as ‘garbage causes’). These 
are causes, which do not precisely mention the conditions leading to the death, for example, ICD-10: 
‘R00-R99 Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified.’ 
Another example are deaths reports, which lists depression as the cause of death; depression does not 
constitute a physical condition, which results in a death, and these deaths were, therefore, recoded as 
suicide by WHO.

If data after these evaluation steps were not deemed to be of sufficient quality, the Global Health 
Estimate was based on official estimates from the Global Burden of Disease. These are based on 
estimation models developed by the Institute for Health Metrices and Evaluation and have been 
described elsewhere (Vos et al., 2020). The estimation involves a correction process (“CoDCorrect”), 
which is applied to the cause-specific estimates to ensure that the total number of death as reported 
in the cause of death estimates match the total number of deaths by age-sex-country-year group. The 
Global Health Estimate office derived to the final estimates after calculating cause fraction distributions 
and final adjustments (World Health Organization, 2020d). The evaluation process has been described 
with more detail in a technical paper published by the Department of Data and Analytics and Division 
of Data, Analytics and Delivery for Impact of the WHO (World Health Organization, 2020d).

As summarised in Table A1, seven countries (31%) in the EMRO region did not report vital statistics 
on causes of death to the WHO Mortality Database. Based on the initial evaluation (step 1 and 2 
described above), cause of death data of 13 countries (59%) were assessed to be either unavailable 
or unusable. Data of, respectively, two and six countries were evaluated to have ‘moderate’ or ‘severe’ 
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data quality issues. Only one country was evaluated to have data on causes of death that were of ‘high’ 
quality. However, further assessments (step 3 listed above) revealed a high proportion of ill-defined 
causes of death. For these reasons, all data on suicide deaths in the EMRO region were based on 
estimates derived from the Global Burden of Disease 2019 and subjected to WHO and UN Interagency 
adjustments. 

The Global Burden of Disease estimates are based on vital registrations and verbal autopsies if these are 
available (Table A3). Verbal autopsies collected information from relatives regarding causes of death by 
trained interviewers using a standard questionnaire. The accuracy of data on suicide deaths from verbal 
autopsies is likely be affected by cultural barriers and stigma, which is a concern. If these data sources 
were not available, it must be assumed that estimates were based on other data sources, such as surveys, 
censuses, police reports, published studies as well as projections based on data from other countries. 

Data management includes a cleaning process, redistribution of ill-defined causes of death (i.e. ‘garbage 
codes’), noise reduction, and assessment of outliers. The research team behind the Global Burden of 
Disease used a framework called Cause of death ensemble modelling (CODEm), consisting of different 
estimation and testing processes to arrive at the numbers of suicide deaths (Vos et al., 2020). Such 
estimation processes are the best option for generating data for countries with no data or data of low 
quality, but it comes at a price of precision. 

In sum, none of the presented suicide figures from the EMRO countries were based exclusively on 
vital statistics records. In fact, all figures had been arrived at through multiple estimation processes, 
implying a certain level of uncertainty and assumptions regarding their validity.

Yearly numbers of suicide death for males, females, and both sexes were obtained based on the above 
listed estimation processes. Using population estimates derived by the United Nations Department of 
Economic Social Affairs, yearly suicide rates were calculated per 100,000 population (United Nations 
Department of Economic Social Affairs, 2019). Age-standardised suicide rates were generated using the 
WHO standard population.

The presented time trend were constructed using the arithmetic mean of all countries’ age-standardized 
rates grouped by year. For the rates ratio plots, the average level was constructed with an arithmetic 
mean of rates ratio of all populations in this study grouped by year. 
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APPENDIX 3: REPORTED SUICIDE RATES FOR THE EMRO COUNTRIES, 2000-2019.
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