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EVALUATION OF NATIONAL SUICIDE PREVENTION AND SUICIDE REGISTRATION PROGRAMS IN IRAN 

EXECUTIVE SUMMARY  

 
According to the World Health Organization, suicide is a global challenge and a major public 
health problem. Between 0.5 to 1.4% of the world’s population die by suicide. Every year over 
800,000 people take their own life (WHO, 2014). In Iran, suicide is the fifth most frequent 
cause of death.  
 
This evaluation is timely considering major strategic developments in suicide prevention 
globally, initiated by WHO. In recent years, the WHO Global Mental Health Action Plan, 2013-
2020 has been a major step forward in pushing the agenda of suicide prevention globally 
(WHO, 2013; Saxena et al, 2013).  This plan was adopted by Health Ministers in all 194 WHO 
member states to formally recognise the importance of mental health. The action plan covers 
specified actions to improve mental health and to contribute to the attainment of a set of 
agreed global targets, in particular to aim for 1) a 20% increase in service coverage for severe 
mental disorders, and 2) a 10% reduction of the suicide rate in countries by 2020. 
 
In 2016, the WHO Regional Office for the Eastern Mediterranean Region, the WHO Country 
Office in Iran, and the Ministry of Health and Medical Education in Iran, commissioned the 
evaluation of the national suicide prevention and suicide registration programs in Iran, 
involving international and national consultants. The main objective of this evaluation was to 
assess the effectiveness of the existing national suicide prevention program and suicide 
registration programs in Iran. 
 
The evaluation included reviewing available peer review papers and reports, and consultation 
with relevant stakeholders, representing a cross-sectoral and multi-disciplinary approach, 
including: researchers, policy makers, health professionals (including psychiatrists, 
psychologists, General Practitioners, nurses), community facilitators (including judges, police 
officers, prison staff, social workers, religious representatives, teaching staff, media 
professionals). Consultation meetings were held in Tehran, Kerman, Zarand and Bam. 
 
In 2009, an information center based on a portal registration system was established in the 
Ministry of Health and Medical Education (MoHME) to collect data on suicidal behavior. 
Working within the Public Health Care (PHC) system, the center is central to the 
implementation of the Iran strategy for suicide prevention. In 2014, a suicide prevention 
program was implemented in the Public Health Care system in Iran. Since implementation, 
monitoring and evaluation of the program has highlighted a number of challenges when 
implementing elements of the program leading to reduced efficiency in some 
provinces/medical universities. Further examination and evaluation of the methods of 
implementation was deemed relevant in all service and community settings to increase the 
effectiveness and quality of implementation.  
 
Based on the evaluation, it can be concluded that Iran clearly has a leading role in 
implementing suicide prevention and suicide registration programs compared to other 
countries in the WHO EMRO Region. Therefore, we would recommend more intensified links 
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in addressing suicide prevention with surrounding countries and enhanced public relations in 
disseminating evidence briefs and other publications among other countries in the region.    
 

KEY FINDINGS 
 Suicide prevention and surveillance of suicide and suicide attempts (self-harm) are 

considered major priorities for national, regional and local governments. 
 

 The Health services infrastructure/Health Transformation Plan will facilitate 
implementation of a national action plan for suicide prevention. 
 

 There is a need for increased awareness of mental health issues and suicidal behaviour 
among the general public, and health and community based professionals. 

 

 A relatively large number of people suffer from depression and co-morbid PTSD/  
chronic PTSD and are therefore at increased risk of self-harm and suicide; specialist  

             psychotherapeutic treatment in this regard is limited. 
 

 There are gaps in psychiatric services for people with severe mental disorders. 
 

 There are major challenges with self-poisoning involving pesticides and with self-
immolation due to the high case fatality rate. 
 

 An increase was identified in intentional drug overdoses involving benzodiazepines in 
recent years. Benzodiazepines can be accessed from private pharmacies without 
prescription. 
 

KEY RECOMMENDATIONS  
 
 NATIONAL SUICIDE PREVENTION PROGRAMME  

 Communication and collaboration at governmental, regional and local level should be 
increased. Suicide prevention requires cooperation and collaboration between several 
government departments including health, education, social welfare, justice, labour, 
police, forensic medicine etc. Multidisciplinary and interdisciplinary response plans for 
responding to emerging clusters of suicide and self-harm should also be established. 

 

 Although most of the elements of the program are present, there appeared to be a 

lack of clear governance structure to hold the whole program together. A well-defined 

governance structure would improve coordination between different sectors involved 

in suicide research in Iran.  

 

 There is a need for a systematic approach to suicide prevention. The approach needs 

to be cross-sectoral, encompassing workforces in health care, emergency services, 

forensic medicine, education, police, justice, social welfare, the ministry of health and 

other relevant sectors. 
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 Regular ‘’Train the Trainer” (TTT) workshops to allow teachers to recognize depression 
and prevent suicide should be implemented on an ongoing basis. In addition, training 
on suicide bereavement support and complicated grief for health and community 
based professionals and evidence based training in schools and community based 
settings on mental health promotion and reducing stigma associated with mental 
health and suicidal behaviour is recommended.  
 

 It would be recommended to implement evidence based interventions to reduce 
access to highly lethal means in conjunction with increasing awareness of self-harm, 
suicide and related mental health and social issues among the general public. 

 
REGISTRATION SYSTEM FOR SUICIDE AND SUICIDE ATTEMPTS 

 Review policy and legislation regarding the recording and classification of deaths by 

suicide.  

 

 At policy level, in all cases of unnatural or suspicious death, the manner of death must 
be determined conclusively, the decision to carry out an autopsy or not must be driven 
primarily by forensic medical reasons. For this there may need to be a policy that must 
take religious factors into account, perhaps similar to policies that have been 
developed for organ transplantation in many Islamic countries. 
 

 Improve the accuracy and standardisation of the recording and classification of deaths 

by suicide. 

 

 Improve the consistency between suicide statistics reported by MoHME and the 

Statistical Center data. 

 

 Enhance the standard operating procedures for surveillance of suicide attempts (self-

harm) at national level, including guidance on data collection, case ascertainment, 

data items and analysis, in accordance with the WHO guidelines (WHO, 2016). 
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1. INTRODUCTION 

1.1 Background 
According to the World Health Organization, suicide is a global challenge and a major public 
health problem. Roughly 0.5 to 1.4% of the world’s population die by suicide. Every year over 
800,000 people take their own life (WHO, 2014). In Iran, suicide is the fifth most frequent 
cause of death. Research has shown that rates fluctuate on a yearly basis.  
 
In 2009, an information center based on a portal registration system was established in the 
Ministry of Health and Medical Education (MoHME) to collect data on suicidal behavior. 
Working within the Public Health Care system, the center is central to the implementation of 
the Iranian strategy for suicide prevention. In 2009, a case study analyzing data from 42 
medical universities from April 2009 to April 2010 found that 84% of the population was 
covered by the registration system, however, reports in recent years show that the 
registration system requires quality assessment. This coverage has remained unchanged in 
recent years while not all districts of the provinces are included.   
 
Over the last decade and half, Iran has implemented a pilot suicide prevention program based 
on early identification and the treatment of depression. In Khoramabad, the rate of suicide in 
the intervention region was reduced from 12.5 persons per 100,000 in 2007 to 6.3 in 2008, 
which is close to the Iranian national average. In 2009, the program was piloted in two 
districts, Nahavand and Savejbolagh, with promising results. In Nahavand, a significant 
reduction (3.36 to 1.6 per 100,000) was reported following implementation.  
 
Based on this, in 2014, a suicide prevention program was implemented into the Public Health 
Care system in Iran. Since implementation, monitoring and evaluation of the program has 
established that several universities have encountered challenges when implementing 
elements of the program leading to reduced efficiency in some provinces/medical 
universities. 
 
Further examination and evaluation of the methods of implementation was deemed relevant 
in all service and community settings to increase the effectiveness and quality of 
implementation. The implementation steering group commissioned national and 
international consultants to evaluate implementation at selected sites and settings in the 
country.  
 
1.2 Objectives and Terms of Reference 
The main objective of this evaluation was to assess the effectiveness of the existing suicide 
prevention programme. 
 
Terms of reference: 

 To review existing documents (published literature, national programme reports and 
records) and prepare a summary on services specifying the rationale/ background, 
objectives of the programme, target audience(s), service delivery and implementation 
methodology(ies) in line with the outcomes agreed upon at the start of the 
programme, and to establish the challenges and priorities for the review mission. 
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 To collaborate (with the international consultants) in developing the 
evaluation/assessment framework and methodology. To actively engage in the 
mission and to evaluate and review suicide prevention services in different settings 
including strengths and opportunities, weaknesses and difficulties, challenges, 
processes and performance (Appendix A). 
 

 To provide a full evaluation report, including proposed amendments by the national 
consultants.  
 

 To develop a detailed and time-bound plan of action for the recommendations and 
required actions. 

 

 
1.3 WHO Mental Health Action Plan  
This evaluation is timely considering major strategic developments in suicide prevention 
globally, initiated by WHO. In recent years, the WHO Global Mental Health Action Plan, 2013-
2020 has been a major step forward in pushing the agenda of suicide prevention globally 
(WHO, 2013; Saxena et al, 2013).  This plan was adopted by Health Ministers in all 194 WHO 
member states to formally recognise the importance of mental health. The action plan covers 
specified actions to improve mental health and to contribute to the attainment of a set of 
agreed global targets, in particular to aim for 1) a 20% increase in service coverage for severe 
mental disorders, and 2) a 10% reduction of the suicide rate in countries by 2020. 
 
1.4 WHO Report: Preventing Suicide: A Global Imperative 
The subsequent publication of the WHO Report: Preventing Suicide: A Global Imperative, in 
2014 (WHO, 2014), was strategically a major and timely next step to increase the commitment 
of national governments and Health Ministers to move ‘from agreement to action’ in relation 
to suicide prevention. The WHO report provides guidance in developing and implementing 
national suicide prevention programmes while taking into account the different stages at 
which a country is, i.e. countries where suicide prevention activities have not yet taken place, 
countries with some activities, and countries that currently have a national response. Within 
geographic regions, countries that have adopted a national suicide prevention programme, 
can impact positively on surrounding countries and increase prioritisation of suicide 
prevention in countries that do not yet have a national programme. In this regard, 
recommendations from the evaluation of the national suicide prevention program and 
suicide/attempted suicide registration programs in Iran may also be relevant for the 
development and implementation of suicide prevention programs in other countries in the 
Eastern Mediterranean Region as well as globally. 
 
1.5 UN Sustainable Development Goals 
The inclusion of the suicide mortality rate as an indicator of the UN Sustainable Development 
Goals (SDGs) for 2030 directs further attention to suicide and its prevention. SDG Target 3.4 
aims to reduce premature mortality from non-communicable diseases by one third by 2030 
and suicide rate is an indicator for this target. This target is relevant considering the emphasis 
on suicide prevention in the context of Iran’s Health Transformation plan, which aims to 
strengthen universal health coverage, mental health promotion, suicide prevention and 
substance use disorders at primary health care and community level.  
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The national registration system for suicide and attempted suicide/self-harm currently in 
place across the majority of regions will facilitate monitoring and evaluation of the SDGs. 
 
1.6 The Health Transformation Plan in Iran 
The development of a national suicide prevention program and registration systems for 
suicide and attempted suicide in Iran has been supported by the national Health 
Transformation Plan that was launched in May 2014. The main objectives of this reform are 
to: 

 Reduce health expenditure for patients;  

 Improve hospital organisation and quality of services; and  

 Provide equal access to inpatient care.  
 
In the first year of the reform, there was a reduction in inpatient payments’ at the point of 
use, and an increase in health-care providers’ income (Heshmati and Joulaei, 2016). In 
addition, the Health Transformation Plan aims to further develop and strengthen Primary 
Healthcare (PHC) and public health programs (Moradi-Lakeh and Vosoogh-Moghaddam, 
2015), including:  

 Improving the family physician program and health insurance for nomadic people and 
residents of rural regions and small towns (population of less than 20,000); 

 Expanding health services to suburban areas; 

 Improving the family physician program through a pilot project in two provinces; 

 Expanding the family physician program to cities with a population of 20,000 -50,000; 

 Strengthening and institutionalising inter-sectoral collaboration through the supreme 
council of health and food security; 

 Increasing the health literacy of the population and enhancing self-care. 
 
A key objective of the PHC program is to narrow the health disparities gap between rural and 
urban areas (Malakouti and Hajebi, 2016). Primary health care services in rural areas are 
delivered in Health Houses, which serve between 1000 and 3000 residents in one to three 
villages (Figure 1.1). These are staffed by two community health workers (Behvarzes). 
Behvarzes come from the villages they serve and receive two years of basic training in 
preventive health care. A rural Health Center supports 10 to 15 Health Houses. Each Health 
Center is staffed by one or two primary care physicians, two health technicians, and, on 
occasion, by a nurse. A Health Center covers between 10,000 to 15,000 residents. Health 
Houses serve as the first point of contact with the community in rural areas. If required, 
patients can be referred to rural Health Centers or to a district hospital (Malakouti and Hajebi, 
2016).  
 
In urban areas, the PHC infrastructure is less clear. The equivalent of a Health House in an 
urban area is an Urban Center of Expert Care, which covers a population area of 1200 
residents, and provides screening for physical and mental health problems, including 
addiction, mental health, domestic violence and suicide. The equivalent of a rural Health 
Center is a Comprehensive Center of Health Provision, which is staffed by a GP, a Mental 
Health Worker and a Nutritionist, and which covers a significantly larger area than Urban 
Centers of Expert Care. The Comprehensive Centre of Health Provision provides training in 
suicide prevention, life skills, crisis intervention, self-care, and recognition and treatment of 
severe mental disorders for GPs, Mental Health Workers and Behvarzes. Patients with severe 
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mental disorders and high risk of suicidal behaviour are referred to a psychiatric ward in a 
general hospital. 
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Figure 1.1 PHC infrastructure in rural and urban areas 
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2. FACTS AND FIGURES 

2.1 Recent statistics on suicide and attempted in Iran 
Reliable and robust national statistics on suicide and attempted suicide are difficult to obtain 
for Iran. A number of different organisations collect data on suicide and attempted suicide 
and there is discrepancy between their figures. There have been few studies that have 
addressed the issue of national statistics on suicide, however there is a substantial number of 
studies on suicide and attempted suicide in different provinces or cities of the country.  
 
According to the recently published World Health Organisation (WHO) report on suicide 
“Preventing suicide: A Global Imperative” (WHO, 2014), in 2012 there were an estimated 
4,069 (1,369 women and 2,700 men) suicides in Iran, with a suicide rate of 5.3/100,000, a 
decrease of 28% from a rate of 7.2/100,000 in the year 2000 (WHO, 2014). In 2012, the 
highest rate (16.1/100,000) was found in the age group of 70+ years, followed by the age 
group 15-29 years (7.8/100,000). 
 
A meta-analysis of 31 studies on suicide attempts was carried out for the years 2001-2012 
(Rostami et al, 2016). There were 68,757 cases during the study period. The incidence of 
suicide attempts in the country was estimated to be 91.65 per 100,000 (82.2/100,000 for men 
and 115.79/100,000 for women). The highest rates were in the Alborz province in 2008 
(203/100,000) and the lowest rate was reported for Chaharmahal and Bakhtiari province in 
2005 (19.8/100,000) (Rostami et al, 2016). 
 
A study was conducted to determine the temporal trend of the rate of completed suicides in 
Iran from 2006 to 2010 (Shojaei et al, 2016). Data on completed suicides were collected from 
the national suicide registry of the Iranian Forensic Medicine Organization. The rates were 
calculated for males and females for each year of the study period, from which the temporal 
trends were determined. The overall rate of suicide was 4.7/100,000, with a male/female 
ratio of 2.4. The mean age of suicide was 31.9 years, which was significantly higher in males. 
Hanging was the most common method, followed by poisoning and self-immolation.   
 
A study comparing the data of the Iranian Ministry of Health (IMoH) data with Iranian 
Statistical Center (ISC) data in 2004 showed that 3,170 and 2,486 cases of suicide were 
recorded by IMoH and ISC, respectively (Rezaeian, 2012). In all the provinces except Ilam, 
Zanjan, Qom, Markazi, Hamadan and Yazd, the recorded suicides by IMoH were higher than 
those by ISC. It was concluded that the differences in the figures was due to the different 
methods used to collect data by the two organisations (Rezaeian, 2012). Suicide mortality 
slightly increased during 2006-2010 (Kiadaliri et al, 2014). The overall male-female ratio was 
2.34, and there were social inequalities in suicide mortality, with lower rates in provinces with 
better socio-economic conditions (Kiadaliri et al, 2014).  

 
2.2 National registry system for suicide and attempted suicide 
Since 2009, a national registry system for suicide and attempted suicide has been established, 
involving 42 universities of medical science and covering 83.6% of the country’s population 
based on the districts included in the provinces.  The registry system obtains data on suicide 
deaths from the Forensic Medicine Organization which provides data on suicide and other 
external causes of death to universities of medical science, and data on non-fatal suicide 
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attempts from general hospitals that report their data to the universities of medical science 
(Figure 2.1).  
 
Between March 2009 and March 2010, a total number of 41,109 suicide attempts were 
reported, representing a rate of 65.7 suicide attempts per 100,000. During the same period, 
1,338 cases of completed suicide were reported, representing a rate of 2.14 suicides per 
100,000 people. Comparing the suicide figures from the registry system to suicide figures 
reported at local level, there are indications for underreporting (3.1 to 17.4 per 100,000) 
(Hajebi et al, 2013). However, due to its near national scope, the registry system provides a 
unique database to inform actions and interventions for non-fatal suicidal behaviour and the 
prevention of suicide at local, regional and national level in Iran. 
 
 

 
Figure 2.1 Data transfer from Forensic Medicine Organization to Medical University 
 
 
2.3 National Suicide Prevention Program in Iran 

In 2010, a new national suicide prevention program was released into the Public Health Care 
system in Iran (Malakouti and Hajebi, 2016). The program covers 9 specific objectives and 
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4. Enhancing public understanding of mental health and removing the stigma attached 
to suicide. 

5. Improving the national self-harm data registry system (including demographic and 
familial data, risk factors, protective factors, etc.). 

6. Offering suicide prevention services at health care centers and crisis intervention 
phone  

7. lines 
8. Improving the media reporting of suicide (inter-sector cooperation with the 

Broadcasting Organization and the press). 
9. Establishment of a supervision system between the Ministry of Health and Health 

Houses. 
10. Reducing access to the means of suicide (toxins, oil, drugs, etc.). 

 
A cross-sectoral approach was adopted, with the Ministry of Health being the lead 
stakeholder, but working in collaboration with other relevant Government Departments and 
stakeholders, such as the Ministry of Agriculture contributing to the development and 
implementation of strategies to reduce access to pesticides.   
 
Since release, monitoring and evaluation of the suicide prevention program has established 
that several universities have encountered challenges when implementing elements of the 
program leading to reduced efficiency in some provinces/medical universities. 
 
Further examination and evaluation of the methods of implementation was deemed relevant 
in all service and community settings to increase the effectiveness and quality of 
implementation. The implementation steering group commissioned national and 
international consultants to evaluate implementation at selected sites and settings in the 
country.  
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3. FRAMEWORK FOR THE EVALUATION OF SUICIDE PREVENTION AND SUICIDE REGISTRATION    
PROGRAMS IN IRAN 

 
3.1 Framework for the evaluation  
 

The framework for the evaluation of the suicide prevention program and suicide registration 
programs is based on the principles of the WHO Global Mental Health Action Plan, 2013-2020 
and the WHO Report: Suicide Prevention: A Global Imperative (WHO, 2014). 
The review has addressed the following objectives: 

Review the national policy context and legal status of suicide in Iran. 

(1) Review of recent trends in suicide, attempted suicide/self-harm, demographic and 
psychosocial characteristics of suicide, attempted suicide/self-harm and associated risk and 
protective factors. 

(2) Conduct a situational analysis in relation to suicide prevention activities, including a review 
of strengths, facilitating factors, limitations, challenges and barriers; In order to take into 
account regional variation with regard to the implementation of suicide prevention activities, 
situational analyses may be conducted for different geographic regions. 

(3) Conduct the feasibility of implementing and sustaining core interventions and actions that 
may comprise a national suicide prevention programme (in accordance with the WHO Global 
Report on suicide prevention, 2014), including:  

 
- Legal status of suicide and self-harm – Review the legal status of suicide and self-harm 

and promote the decriminalization of suicide in countries that still have laws that 
address suicide and self-harm as criminal acts.  

- Surveillance – Improve access to accurate and real-time national data on suicide and 
non-fatal self-harm. 

- Awareness and stigma reduction – Promote early identification of people at risk of 
suicidal behaviour and promote public awareness in relation to mental well-being and 
suicidal behaviour, e.g. via gatekeeper awareness and skills training and Train-The-
Trainer programmes.  

- Treatment – Enhance the quality and capacity of evidence-based assessment 
procedures and interventions for people at risk of suicide and those who have 
engaged in non-fatal self-harm. Ensure that appropriate interventions and treatments 
are available to address common risk factors of suicidal behaviour, such as depression, 
personality disorders and alcohol/drug abuse. 

- Crisis intervention services – Enhance access to crisis intervention services and ensure 
that templates for crisis intervention plans are in place in communities when suicide 
clusters or murder-suicides emerge. 

- Suicide bereavement support services/postvention – Provide evidence-based 
support services and interventions for people who have been affected by suicide.   

- Restricting access to means – Implement measures to reduce availability of and 
access to frequently used means of suicide, e.g. pesticides, drugs, fire arms, enhancing 
safety of bridges etc. 

- Media – Implement guidelines to enhance responsible reporting of suicide in print, 
broadcast, internet, and social media.    
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(4) Provide recommendations for an action and evaluation plan, whereby the following 
aspects will be considered: 

- Prioritisation of interventions at regional and national level; 

- Required versus available resources and capacity (and capacity building); 

- Timelines for implementation of interventions and actions, and evaluation at 
regional and national level; 

- Measures for process and outcome evaluation (including intermediate, primary 
and secondary outcome measures); 

(5) Consideration of liaison with at least one neighbouring country during the process of 
implementing suicide prevention activities at national level. Within WHO and IASP there is 
growing evidence of the positive impact of establishing regional or national suicide prevention 
activities within one country and the positive learning experience for neighbouring countries 
within small geographic areas. 

The evaluation included reviewing available peer review papers and reports, and consultation 
with relevant stakeholders, representing a cross-sectoral and multi-disciplinary approach, 
including: researchers, policy makers, health professionals (including psychiatrists, 
psychologists, General Practitioners, nurses), community facilitators (including judges, police 
officers, prison staff, social workers, religious representatives, teaching staff, media 
professionals).   

3.2 Review of research into suicide and suicide attempts/self-harm in Iran  
 
The number of studies addressing suicide, attempted suicide/self-harm and related mental 
health and social factors has increased in recent years, representing an important evidence 
base informing actions and priorities for suicide/self-harm intervention and prevention in 
Iran. Based on the latest published suicide figures by WHO, the suicide rate in Iran in 2012 
was 5.3 per 100,000, and for men and women respectively 7.0 per 100,000 and 3.6 per 
100,000 (WHO, 2014). However, Malakouti et al (2015) indicated that suicide rates in Iran and 
other countries in the Eastern Mediterranean Region may be underestimated due to socio-
cultural, religious and legal barriers. Frequently used methods of suicide in Iran are hanging, 
self-immolation, poisoning involving pesticides and firearms (Rezaeian and Sharifirad, 2012; 
Rostami et al, 2016), with self-immolation being more prevalent among women and hanging 
and firearms more prevalent among men. Factors identified as being associated with 
increased risk of suicide include lethality of method, in particular self-immolation and 
poisoning by pesticides, mental disorders, marriage (Rezaeian, 2010) and non-fatal self-harm 
(Husain et al, 2014). 
 
In addition, there are differences by geographic region, with relatively high rates of self-
immolation and use of fire arms in the Ilam province and relatively high rates of poisoning 
involving pesticides and drugs in the Kermanshah Province (Rezaeian and Sharifirad, 2012; 
Rostami et al, 2016). Ahmadi et al (2008) identified that among people who die by self-
immolation, more than two thirds were women (71%) and an overrepresentation of the 
younger age group was evident (mean age: 29 years). In addition, higher rates of self-
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immolation were found in rural areas and border provinces in Iran including provinces that 
were adversely affected by post-war problems (Ahmadi et al, 2008). 
 
A systematic review covering 44 studies in Iran on people who attempted suicide revealed 
that depressive disorder was the most common diagnosis in suicide attempters (45%) 
(Shooshtari et al, 2016). Other factors significantly associated with attempted suicide were 
histrionic personality traits in females and schizophrenia and paranoia in males. Half of those 
who had attempted suicide reported family conflicts (50.7%) and conflict with spouse was 
reported as a major factor in 28.7% of cases. Nazarzadeh et al (2013) reviewed 20 studies 
conducted in different provinces in Iran involving people who had attempted suicide. Social 
factors, including family conflicts, marital problems, economic constraints and educational 
failures were significantly associated with attempted suicide (Nazarzadeh et al, 2013).   
 
3.3 Consultations 
 
A major part of the evaluation involved consultation with key stakeholders in suicide 
prevention and research in Iran (Appendix). In Tehran, the consultants held meetings with 
representatives from the Department of Health and Substance Abuse, the WHO Office, 
Research and Development, Forensic Medicine, the Police Department, the State Welfare 
Organization, the Ministry of Agriculture, and the Ministry of Education. 
 
In addition, consultation meetings were held in Kerman, Zarand and Bam. In Kerman, the 
consultants met with representatives from Kerman University, General Hospital Services, 
including Prehospital and Emergency care, the Poisoning Unit and the Psychiatry service. In 
Kerman, the consultants also met with the regional Governor and representatives from 
Forensic Medicine, the Police Department, the State Welfare Organization, the Ministry of 
Agriculture, the Ministry of Education, and GPs and Community Health Workers (Behvarzes).  
 
In Bam and Zarand, consultation meetings were held with representatives from Health 
Houses, Rural Health Centers, Health Posts, General Hospitals, Urban Health Centers and 
District Health Centers.   
 
Following the consultation meetings, the consultants presented the first outcomes and 
recommendations to key stakeholders and senior representatives of the different provinces 
in Iran. Initial outcomes and recommendations were also discussed with the Deputy for 
Health Affairs at the Ministry of Health (The appendix presents a detailed overview of the 
consultation programme). 
 
The recommendations arising from the regional consultation meetings are relevant in terms 
of enhancing suicide prevention nationally, albeit that the prioritisation of certain actions may 
vary across provinces.    
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4 FINDINGS FROM CONSULTATIONS  

4.1 Outcomes of consultations in Bam 

The following observations were made in the meeting with the health officials in Bam: 

Bam is a relatively poor area compared to other cities of Iran. It has 31 health centers (urban 
and rural) and 107 health houses. It has one public university hospital (96 beds) and one 
private hospital. There is a psychiatry ward in the public hospital with 30 beds (for general 
adult psychiatry patients). There are 33 general practitioners (GPs) and 57 family physicians 
FPs). Mental health professionals include one psychiatrist on the scientific board of the 
university, two other psychiatrists (including one on compulsory service) and 2 clinical 
psychologists. In addition, there are 4 social workers working in hospitals.  

Bam has a medical college but no residency program. In the undergraduate years, exposure 
to psychiatry is limited with only one-month rotation in 7.5 years and one month during the 
internship.  

There are a number of Harm Reduction Centers but these centers focus more on 
communicable diseases and HIV than on mental health or suicide prevention. There are 
several Methadone Maintenance Treatment (MMT) centers as well for patients with opioid 
addiction. Psychotropic medications are available at Rural Health Centers (RHCs). 

Our consultation revealed that GPs and FPs frequently come across psychiatric cases but tend 
to refer them to psychiatrists rather than manage the cases themselves, as they don't feel 
confident about managing them. They also tend to be conservative about treating patients 
with mental health disorders.  

We were informed that in more than 85% cases of self-harm (SH) in the Bam areas the method 
of self-harm was drug overdose, (with Alprazolam & Amitriptyline being the most popular 
medications). These medicines are available ‘over-the-counter’ (OTC) without prescriptions 
from various pharmacies. The large majority of pharmacies are private but licensed; however, 
they are not regulated.  

As far as suicide prevention is concerned, Behvarzes, GPs and clinical psychologists receive 
training in suicide prevention and registration. This is planned and organised by special 
committees that are responsible for preventing suicides. Preventive action also includes 
conducting life-skills programs in schools. 

We were also informed that newspaper publication is relatively high in the Bam area. 
However, media guidelines for reporting on suicides are absent. Media is regulated by the 
Ministry of Culture and Information and there is a committee for engagement with media.  

Some issues that were brought up in our consultation at Bam include the following: 

 Lack of data on suicide from forensic medicine organisations. 
 

 Since the earthquake in 2003, people in Bam continue to suffer the psychological 
effects and many complain of PTSD-like symptoms. In this context many personnel felt 
that Bam should be a priority area for mental health. 
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 The budget for mental health is low due to capacity restrictions, despite the fact that 
BAM was allocated a favourable budget for health and mental health in the Health 
Transformation Plan (HTP). There is need for more hospitals to cope with the 
increasing demand. 
 

 There was an overload of the psychiatric ward. 
 

 Recent hospital statistics show there were 43 cases of self-harm in one month. 
 
 
4.2 Outcomes of consultations in Zarand 

Zarand is a city in Kerman Province, with a population of approximately 50,000 inhabitants. It 
is located about 75 kilometres northwest of the provincial capital of Kerman. The District of 
Zarand covers a population of approximately 130,000 inhabitants. 
 
In the Zarand District there are 54 health houses and 12 urban health posts and 1 general 
hospital providing 100 beds and including 1 psychiatrist. The second hospital was affected by 
the 2005 earthquake that killed 270 people. The second hospital is currently being rebuilt.  
  
The health houses refer patients to rural health centres, which cover about 6,000 to 10,000 
people, and have up to two physicians and several health technicians. These centres are 
responsible for elective and emergency case management, supporting the health houses, and 
supervising both the health technicians and the Behvarzes or community health workers. The 
health technicians and Behvarzes receive regular training in communicable and non-
communicable diseases including mental disorders. 
 
Our consultation revealed that the health infrastructure provides adequate care for patients 
with mild to moderate mental health problems. However, for patients with severe mental 
disorders there is limited capacity in terms of referral to psychiatric services or clinical 
psychologists.  
 
The most frequently used method of suicide and attempted suicide involves poisoning by 
pesticides, in particular paraquat, and intentional drug overdose involving benzodiazepines 
and opioids. Our consultation identified that benzodiazepines can be obtained from private 
pharmacies without prescription. 
 
The infrastructure of the health houses and health posts enables early identification of 
emerging clusters of self-harm and suicide, and during our consultation we were informed of 
an emerging cluster of intentional drug overdose involving benzodiazepines among 
adolescents and young adults. There were indications of inappropriate reporting of suicide 
and attempted suicide on social media that may have contributed to this emerging cluster.  
 
Specific challenges that were brought up in our consultation in Zarand: 

 Since the earthquake in 2005, there has been an increase in PTSD and chronic PTSD 
with co-morbid depression in people in Zarand. The frequent occurrence of small 
earthquakes exacerbates PTSD-like symptoms and maintains chronic PTSD. There is a 

https://en.wikipedia.org/wiki/Kerman
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lack of specialised psychological support for people with chronic PTSD and 
complicated or prolonged grief. 
 

 There is a need for increased capacity of crisis intervention and psychiatric services in 
Zarand, in particular to meet the needs of people with severe mental disorders. 
 

 There is a need for a response plan for suicide and self-harm clusters. 
 

 There is a need for training programs on suicide bereavement support, in particular  
for community health workers (behvarzes) and mental health experts. A cost-
effective approach would be via Train-the-Trainer programs. 
 

 There is a need for increased awareness of mental health issues and suicidal behaviour 
among the general public, and health and community based professionals. 
 
 

4.3 Outcomes of consultations in Kerman 

MEETING WITH FORENSIC MEDICINE EXPERT 
Our meeting with a representative of the Forensic Medicine organisation in Kerman shed light 
on the process that is followed in cases of an unnatural or suspicious death. When a dead 
body is discovered and suicide is suspected, the police and the judiciary system are involved. 
There are 19 categories of death (for e.g. prison deaths, gunshot injuries, poisoning cases, 
falling from heights, death on rail tracks etc.) where a physician cannot give a death certificate 
until further investigation is carried out. In such cases the police send the body for autopsy. 
For a burial a death certificate is mandatory. 
 
The decision to conduct an autopsy (or not) is determined by the family’s view about an 
autopsy, rather than the medical/legal need to determine the cause and manner of death. 
There are essentially two types of families: 

- Some view determining the cause and manner of death as essential, and so allow 
the autopsy to go ahead.  
 

- In some cases, family members don't want the body to be desecrated by the 
autopsy. In such cases if forensic medicine decides to conduct the autopsy, families 
get a judicial injunction against the autopsy. In such cases the autopsy is not 
completed and the diagnosis of suicide is questionable (in the UK such cases would 
fall under the category of open verdicts or undetermined deaths). 

 
Suicide continues to be seen as a social stigma in Iran. Also death by suicide is not covered by 
private insurance companies. Private insurance companies pay out life insurance in cases of 
natural illness but not suicide. However, if it has been proven that a death was related to a 
mental disorder, it is more likely that this will be covered by insurance. There are also 
situations in which patients brought to the hospital in a medically compromised or comatose 
state, are admitted to hospital and may die after a few days in hospital. Such cases are not 
considered as suicide, even though they may have been initially admitted after a self-harm 
attempt. In such cases of delayed deaths, the cause of death is frequently given as ‘cardio-
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pulmonary failure’ (or something similar) but the manner of death is not classified as suicide. 
Such cases may lead to undercounting of suicides. Another situation, though rare, is where 
suicide may be not counted as suicide as in the case of illegal burial in rural areas. 
Approximately 10% of external causes of death are classified as ambiguous cases, and the 
majority of these may include probable cases of suicide.  
 
For accurate and reliable data on suicide, it is imperative that in every unnatural death every 
effort must be made to determine not just the cause of death (e.g. suffocation or cardio-
pulmonary arrest) but also the manner of death (suicide, homicide or accident). For the latter, 
a system must be developed that will reduce the risk of undercounting of suicides.  
 

MEETING WITH VICE CHANCELLOR AND FACULTY, KERMAN UNIVERSITY AND STAFF OF KERMAN HOSPITAL 
The Kerman University catchment area accounts for 3 million people and the province 
occupies approximately 11% of the land area of Iran, making it one of the largest provinces. 
It has people from various ethnicities and minorities. It has more than 30 hospital and over 
4000 in-patient beds. There were 248 MMT centers in Kerman.  
 
Mental health is included in the undergraduate curriculum as a longitudinal theme. In the 
training of Behvarzes there are 4-5 topics on mental health. Suicide is not covered as a specific 
topic but it is addressed throughout the mental health topics. 
 
The university collates data on suicide. According to the latest statistics for the first half of 
2016 (January-June 2016) there were 1421 (990 women and 740 men) suicides in Kerman. 
Analysis of suicides show there are several sub- types of suicides in Iran:  

 Suppressed type- in rural areas and mostly women 

 Adversity, love affair, job loss 

 Psychological disorders 

 Nihilistic types 

 Others 
 

The university is cognizant of the fact that benzodiazepines are available ‘over-the-counter’ 
(OTC) without prescriptions and hence there is on-going training of GPs in this regard. The 
university is also working on developing guidelines for the media on reporting of suicides and 
forming a suicide survivor’s support group. Facilitating collaboration between different 
administrative sections involved in suicide research and prevention remains a major 
challenge. 
 
In 2013-2014 there were 812 suicidal poisoning cases that were brought to Kerman hospital. 
The common substances used in these attempts included organophosphate insecticides, 
paraquat and benzodiazepines. It is particularly concerning to note that mortality from 
paraquat poisoning was found in up to 30% of cases. All patients who are admitted after a 
self-harm act undergo a psychiatric assessment, following which a decision is made to either 
transfer them for psychiatry in-patient treatment or refer them for out-patient follow up. 
However, there was no mechanism to track those who failed to attend the out-patient clinic 
nor was there any mechanism to inform the PHC staff about a particular intervention. There 
appeared to be a lack of connection (and communication) between the hospital and the PHC.  
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Due to stigma, legal obligations of Emergency Department Physicians, and fear of uncertain 
insurance company decisions, families and hospitals staff tend not to write about a suicide 
attempt on medical documents.  
 
There are three major public insurance companies, Tamin, Khadamat Darmani, and the 
military who cover army personnel. In principle, all of them cover treatment expenses 
following a suicide attempt, however, in a few districts the manner of reimbursement may be 
different. Private insurance companies do not cover attempted suicide. This has implications 
for collating data on suicide attempts as well as informing GPs and other physicians about 
patients’ past history. Due to stigma, legal restrictions associated with ED physicians, and fear 
of certain decisions by the insurance companies, there is underreporting of suicide attempts 
in the medical records.  
 
PHC physicians receive training in diagnostic assessment of common mental disorders 
(CMDs), substance abuse, epilepsy and common childhood disorders. The training is spread 
over 2-days and conducted by psychiatrists from the university. There is a ‘booster’ session 
every 3 months. Overall, this appeared to be a good training program for GPs, however, 
several weaknesses were also apparent. The psychological component was relatively weak, 
teams were not multi-disciplinary and there was no clinical psychologist in Kerman Hospital. 
In addition, training of psychologists was somewhat limited in that they were obliged to 
deliver the package prepared by the Ministry of Health, which was largely focused on ‘psycho-
education’ as opposed to counselling. The Social Welfare Department is involved in cases 
where the patient has no support in the community. 
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5 STRATEGIC OBJECTIVES AND EVIDENCE BASED AND INFORMED NATIONAL ACTION PLAN  

 
5.1 Strategic objectives and national action plan 
Based on the outcomes of the consultations and the review of relevant publications, we 
determined a number of strategic objectives to sustain and enhance suicide prevention 
activities at national, regional and local level in Iran. Following on from the strategic 
objectives, we propose a national suicide prevention action plan, covering specific action 
areas and defined actions for implementation at three major levels: 

1. Population level 
2. Community level 
3. Health systems and services level. 

 
In determining the proposed action plan, we took into consideration the following criteria: 

 Priority areas for intervention are informed by the consultations and review of 
relevant publications; 

 WHO guidelines for national suicide prevention programs (WHO, 2014); 

 International evidence base for interventions and actions (Zalsman et al, 2017; 
Zalsman et al, 2016; Hawton et al, 2016; Fleischmann et al, 2016); 

 Feasibility of implementing actions and interventions considering current and on-
going work in suicide prevention in Iran (Malakouti and Hajebi, 2016); 

 Potential synergistic effects when implementing interventions and actions 
simultaneously at multiple levels (population level, community level, and health 
systems and services level; Fleischmann et al, 2016; Hegerl et al, 2013). 

 
Strategic objectives: 

1. To improve the accuracy of statistics of suicide and suicide attempts (non-fatal self-
harm) in Iran. 

2. To reduce stigma relating to suicidal behaviour and mental health, and to increase 
awareness of suicide, attempted suicide, and improve positive mental health 
promotion. 

3. To improve accessibility and consistency in care pathways for the assessment and 
management of people vulnerable to suicidal behaviour. 

4. To enhance engagement and collaboration with the media in relation to media 
guidelines, training and adherence to improve the reporting of suicidal behaviour in 
the print, broadcast and online media. The media should also be used to disseminate 
information positive mental health promotion, including awareness and stigma 
reduction, communication skills, life skills, problem-solving skills, and help-seeking 
behaviour. 

5. To reduce access to frequently used and highly lethal methods of suicide and 
attempted suicide (non-fatal self-harm), including pesticides, frequently used drugs, 
and to address other highly lethal methods, such as hanging and self-immolation. 

6. To improve and maintain the response to suicidal behaviour within health and 
community based services, and ensure continuity of care. 

7. To improve and maintain the capacity of suicide bereavement support services and 
specialist interventions for people with prolonged and complicated grief. 
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8. To improve mental health promotion and help seeking behaviour among young 
people, including children, adolescents and young adults. 

9. To develop a national research plan that supports innovation in mental health 
promotion and suicide prevention, and addresses knowledge gaps. 
   

 
The action areas and actions outlined in Table 5.1 are linked to the strategic objectives. It is 
recommended that evidence based interventions and actions among vulnerable groups, e.g. 
people with a history of sexual abuse and/or physical maltreatment, war victims, people with 
mental health problems, people living in poor socio-economic conditions, and LGBT people, 
are prioritised. 
 
For the implementation of the 38 actions, the leading ministries have been allocated in 
accordance with the cross-sectoral Government approach recommended by WHO (WHO, 
2014). However, multi-level suicide prevention programmes show that a combined ‘top 
down’ and ‘bottom up’ approach shows significant reductions in suicide and attempted 
suicide within 2-3 years from implementation (Hegerl et al, 2008; Hegerl et al, 2013; Szekely 
et al, 2014; Fleischmann et al, 2016). This implementation approach will be facilitated by a 
national steering group and regional steering groups within each province. It is recommended 
that the relevant Ministries and disciplines on the national steering group should also be 
represented on the regional steering group in order to ensure efficient implementation of 
actions and interventions. 
 
With regard to prioritising actions and timelines, this is dependent on available resources and 
capacity at national, regional and local level. However, evidence supports the simultaneous 
implementation of certain interventions, such as training of gatekeepers, training of GPs and 
mental health professionals, general public awareness activities and reducing access to lethal 
means, in order to achieve synergistic effects, increased positive impact and sustainability of 
reduced levels of suicide and attempted suicide (Fleischmann et al, 2016; Harris et al, 2016; 
Hegerl et al, 2013). We would recommend implementing the proposed actions and 
interventions over a time period of five years, from 2017-2022 with major emphasis on 
sustaining the actions and interventions after 2022. In planning the actions, it would be 
helpful to follow the instructions provided by the WHO Mental Health Policy and Service 
Guidance Package: Mental Health Policy, Plans and Programmes (updated version 2: WHO, 
2010; 2005).  
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Table 5.1 National action plan for suicide prevention and lead agencies  

Action Area Population Level Community Level Health Systems and 

Services 

Lead (s)* 

Legal status of 

suicide and 

attempted 

suicide 

 

 

Review policy and 

legislation 

Review mechanisms for 

determination and 

classification of suicide 

and attempted suicide 

Improve mechanism of 

determining suicides 

including cases of delayed 

deaths in hospitals and 

cases where an autopsy is 

not carried out 

MoHME, MoI   

Registration 

suicide and 

attempted 

suicide  

Review policy and 

legislation 

Review mechanism of 

reporting of suicide and 

attempted suicide in 

institutions 

(1) Improve mechanisms 

of reporting of suicide and 

attempted suicide in 

health services.  

(2) Ensure cross-validation 

at district level 

(3) Improve consistency 

between Ministry of 

Health and Statistical 

Center data 

MoHME, MoI, 

Forensic Medicine 

Department, 

Judiciary System 

Awareness and 

stigma reduction  

 

 

Review mental health 

promotion programs in 

relation to mental well- 

being and suicidal 

behaviours 

Review mechanisms for 

early identification of 

people at risk for suicidal 

behaviours 

Improve gatekeeper 

awareness and skills 

training. Enhance Train-

The-Trainer (TTT) 

programs 

MoHME, MoI, 

MoET, MICIG, 

MoCLS 

 

Treatment  Review policy to address 

common risk factors 

such as depression, 

domestic violence, 

alcohol/substance abuse 

 

Review evidence-based 

assessments & 

interventions for those 

who express suicidal 

ideation and those who 

have engaged in self-

harm behaviours. 

Improve training of HCPs 

in suicide risk assessment 

& management of those 

at risk and those who 

have self-harmed 

MoHME, MoI, 

MoSRT, MoCLS 

Media    (1) Media guidelines 
training for media 
professionals, including 
print, internet and social 
media 
(2) Enforcement and 
implementation of 
media guidelines at 
national level 
(3) Media monitoring 

 

Increase awareness of 

media guidelines among 

community facilitators 

(e.g. police, clergy, social 

workers) 

Establish a strategy for 

communicating with 

media regarding policy 

briefs 

MoI, MoHME, 

MICIG 
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Restrict access to 

means                      

(e.g. pesticides, 

medications)  

(1) Review policy and 
legislation regarding 
pesticides and 
medications 
(2) Examine risk factors 
associate with self-
immolation 

Awareness and education 

among communities (e.g. 

agriculture sector, police, 

pharmacists, school staff) 

(1) Designated medical 
facilities for poisoning 
patients 
(2) Training at PHC level 
and for first responders 
(3) Availability of relevant 
antidotes (e.g. for 
Paraquat poisoning) 

 

MoA, MoHME, 
MoI, MoClS 

Crisis 

intervention 

 

 

 

 

Review the capacity and 

effectiveness of Social 

Emergency helpline 123. 

(1) Develop community 
based response plans for 
responding to contagion 
and clustering of suicide 
and self-harm 
(2) Implemented 
specialised and 
sustainable training for 
community professionals, 
such as police officers, to 
respond to crisis 
situations, e.g. acute 
suicide risk 

 

(1) Enhance capacity of 
crisis intervention centers 
and work according to a 
standardised model 
(2) Enhance capacity in 
psychological and 
psychiatric services for the 
treatment of severe and 
co-morbid psychiatric 
disorders, including 
alcohol and drug addiction 

 

 

MoHME, MoSRT, 
MoI, MoCLS 

 

Suicide 

bereavement/ 

postvention 

 

 

Reduce stigma related 

to help seeking and 

accessing support after 

losing a family member 

or friend to suicide  

 

Improve pro-active 

facilitation of support 

and referral to 

appropriate support 

services for people 

bereaved by suicide by 

community professionals, 

such as police officers, 

social workers, 

community health 

workers (Behvarz) 

  

Increase capacity of 

support for people 

bereaved by suicide and 

complicated grief, e.g. 

specially trained 

psychologists/clinical 

psychologists 

MoHME, MoSRT, 

MoCLS 

Mental health 

promotion 

among young 

people 

Reduce stigma relating 

to mental health, help 

seeking behaviour and 

accessing appropriate 

services. 

(1) Adjust and implement 
evidence based mental 
health promotion 
programmes in schools 
and youth services** 
(2) Implement awareness 
training among teachers 
and other school staff, 
and youth workers.*** 

(1) Adjust and implement 
evidence based 
interventions for young 
people at risk of suicide 
and self-harm, e,g, CBT or 
DBT-A 
(2) Implement awareness 
and skills training mong 
health and mental health 
professionals working 
with young people. 

MoHME, MoET 

 

*MoHME: Ministry of Health and Medical Education; MoI: Ministry of Interior; MoET: Ministry of Education and 
Training; MoA: MoCIG: Ministry of Culture and Islamic Guidance: Ministry of Agriculture; MoSRT: Ministry of 
Science, Research and Technology, MoCLS: Minister of Cooperatives, Labour and Social Welfare. 
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**An example of an effective and culturally sensitive mental health promotion program for 14-17 year olds is 
the Youth Aware of Mental Health program (YAM), promoting knowledge about mental health through dialogue 
and role-play, which was one of the interventions in the Saving and Empowering Young Lives in Europe study 
(SEYLE). Adolescents learn from each other and are encouraged to practice empathy and solidarity. The YAM 
program has shown to reduce suicide attempts and suicidal ideation (Wasserman et al, 2015). The YAM program 
offers a hands-on approach to mental health issues, such as stress, depression, crisis and suicide. The program, 
spans over five sessions with three role-play workshops at the core.  
 
The program is delivered by a certified YAM instructor. At the outset of the programme, all participants are given 
an instructive and colourful booklet and posters are hung around the room both with themes covering the 
following topics: 
1) Awareness about Mental Health 
2) Self-help advice 
3) Stress and crisis 
4) Depression and suicidal thoughts 
5) Helping a troubled friend 
6) Getting advice: who to contact. 
 
***The SEYLE study also implemented and evaluated a gatekeeper awareness program for teachers and other 
school staff: the Question, Persuade and Refer (QPR) program (Tompkins et al, 2010). The QPR was used to train 
teachers and other school personnel to recognise the risk of suicidal behaviour in pupils and to enhance their 
communication skills to motivate and help pupils at risk of suicide to seek professional care (Wasserman et al, 
2015; Tompkins et al, 2010). 
 
 
 

5.2 Recommendations for the registration system for suicide and suicide attempts 
 
The national registry system for suicide and attempted suicide, which was established in 2009, 
involves 42 universities of medical science and covers 83.6% of the country’s population. This 
is a major surveillance system that informs suicide prevention policy and clinical practice. 
However, the consultations revealed that there is scope to enhance the registry system for 
both suicide and suicide attempts (self-harm). Therefore, the following recommendations 
should be considered: 
 
 
SUICIDE 

1. Review policy and legislation regarding the recording and classification of deaths by 

suicide.  

 

2. Improve the accuracy and standardisation of the recording and classification of deaths 

by suicide. 

 

3. Improve the determination of the manner of death for suicide and other external 

causes of death. 

 

4. Improve the consistency between suicide statistics reported by MoHME and the 

Statistical Center data. 
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SUICIDE ATTEMPTS 
1. Enhance the standard operating procedures for surveillance of suicide attempts (self-

harm) at national level, including guidance on data collection, case ascertainment, 
data items and analysis, in accordance with the WHO guidelines (WHO, 2016). 
 

2. Optimise access to real-time data on suicide attempts (self-harm) to identify contagion 
or emerging clusters of suicide attempts. 
 

3. Ensure quality control and consistency by verifying agreement between personnel 
involved in data collection and regular independent reviews of the registration 
system. 

 
 
SUICIDE AND SUICIDE ATTEMPTS 
4. Enhance the use and dissemination of outcomes of the registration system for suicide 

and suicide attempts via: 

 Annual reports for key stakeholders 

 Clinical evidence briefings for use in healthcare planning and progress 
monitoring 

 Government briefings to inform health policy and responding to timely topics 
relating to suicidal behaviour 

 Media briefings 

 Periodical reports 

 Research papers for national and international peer review journals. 
 

 

 

 

 

 

 

 

 

 



 
 

28 
 

6 MONITORING AND EVALUATION 
 
For monitoring and evaluation of the implementation of the national action plan, we 
recommend addressing both process and outcome evaluation. The WHO guideline for 
monitoring and evaluation of mental health policy and plans (WHO, 2007) could be a helpful 
resource. However, for process and outcome evaluation it would be required for the suicide 
prevention and registration programs to have clear objectives, targets, indicators, time 
frames and designated agencies or persons responsible for planning, monitoring and 
evaluation.   
 
6.1 Process evaluation 
Process evaluation refers to the quality of the implementation of the actions and requires 
monitoring of the progress of the implementation of actions, for example the number of 
health professionals and community facilitators that have received gatekeeper training at 
regional/Province level. In this regard, it would be recommended that progress reports of the 
implementation of actions be kept at Province level by the universities of medical science, 
and are subsequently submitted to the national co-ordination team. Via process evaluation, 
information will be obtained on changes that may impact negatively on the implementation 
of planned actions or suicide rates, such as economic developments, reduced funding, and 
lack of commitment to the process by stakeholders. Process evaluation will provide 
information that can be used to explain primary and secondary outcomes. It will also help 
policy makers at provincial and national levels when planning the programs in line with 
available resources. Input from stakeholders would be required to ensure feasible 
implementation of the actions addressed by the programs.  
 
6.2 Outcome evaluation 
Outcome evaluation involves obtaining information on primary and secondary or 
intermediate outcomes. Primary outcomes refer to agreed primary indicators and data 
variables, such as reduced rates of suicide and suicide attempts (self-harm), to be measured 
and tracked over time. While one of the objectives of the national action plan is to improve 
the accuracy of suicide statistics, it is important to take this into consideration when 
determining the baseline and follow-up period for rates.  Involving local specialists, research 
organisations and available manpower could be helpful for regular monitoring and 
evaluation, while it is unlikely that all tasks can be conducted by MoHME. 
 
In addition to primary outcomes, it is recommended to track the progress of the implemented 
actions against a range of secondary and intermediate outcomes, which are influenced by 
suicide prevention efforts in the short term and can provide preliminary evidence on the 
impact of the action plan with regard to achieving its long-term goal of reducing the rate of 
suicide. Examples of secondary outcomes are more responsible reporting of suicidal 
behaviour in the media, more positive attitudes of health professionals towards people who 
engage in suicide attempts, increased numbers of people accessing appropriate support and 
services, and increased public understanding of suicidal behaviour, mental health and 
wellbeing.  
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7 GOVERNANCE AND COORDINATION 
 

7.1 Governance and coordination 
Governance and coordination are vital to implementing an effective national action plan. 
Governance ensures that there are structures in place to implement the program, assign 
responsibilities, ensure adequate use of resources, monitor the program and make changes 
accordingly. Similarly, coordination between different government departments facilitates 
communication, avoids duplication, saves resources and provides an opportunity to share 
information.  
 
A well-defined governance structure for the National Suicide Prevention program in Iran is 
essential. Although most of the elements of the program are present, there appeared to be a 
lack of clear governance structure to hold the whole program together. A well-defined 
governance structure would improve coordination between different sectors involved in 
suicide research in Iran.  
 
There is a need for a systematic approach to suicide prevention. The approach needs to be 
cross-sectoral, encompassing workforces in health care, emergency services, education, 
police, justice, social welfare, forensic medicine, the ministry of health and other relevant 
sectors. 
 
 
7.2 Governance structure 
Considering the cross-sectoral governmental approach, it would be recommended to 
establish a Governmental Committee for Suicide Prevention to provide high level political 
leadership, with two meetings per year. In addition, it is recommended to establish a National 
Cross-Sectoral Steering and Implementation group driving policy implementation and change. 
Considering the leading role of MoHME, it would be recommended that this group is chaired 
by a senior representative of MoHME and meets four times per year. 
 
In order to achieve efficient and effective implementation at national and regional level, it is 
recommended that a national coordination team is established to coordinate the 
implementation of the national action plan, in particular the coordination of a national 
education and training plan, implementation of standards and guidelines, and ensuring an 
evidence based approach is applied to the implementation of the action plan. Cross-sectoral 
implementation of policy recommendations and actions could be improved by sharing 
information on suicide, suicide attempts and effective interventions on an on-going basis. 
 
At provincial level, it is recommended that regional cross-sectoral implementation groups are 
established to guide the national coordination team. The composition of the regional cross-
sectoral implementation groups should mirror the disciplines represented by the National 
Cross-Sectoral Steering and Implementation group. It would be recommended for this group 
to provide two progress reports per year on the implementation of the national action plan. 
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KEY FINDINGS 
 Suicide prevention and surveillance of suicide and suicide attempts (self-harm) are 

considered major priorities for national, regional and local governments. 
 

 There is growing understanding of the importance of cross-sectoral collaboration at 
national, regional and local level. 
 

 The Health services infrastructure/Health Transformation Plan will facilitate 
implementation of a national action plan for suicide prevention. 
 

 There is openness and support to implement WHO guidelines for national suicide 
prevention programmes. 
 

 There is a need for increased awareness of mental health issues and suicidal behaviour 
among the general public, and health and community based professionals. 
 

 Mental health training for GPs and Community Health Workers (Behvarzes) is limited  
       considering their role. 
 

 A relatively large number of people suffer from depression and co-morbid PTSD/  
chronic PTSD and are therefore at increased risk of self-harm and suicide; specialist  

             psychotherapeutic treatment in this regard is limited. 
 

 There are gaps in psychiatric services for people with severe mental disorders. 
 

 There is a lack of response plans for suicide/self-harm clusters. 
 

 Limited training was identified for people providing support following bereavement 
due to suicide. 
 

 There are major challenges with self-poisoning involving pesticides and with self-
immolation due to the high case fatality rate. 
 

 An Increase was identified in intentional drug overdoses involving benzodiazepines in 
recent years. Benzodiazepines can be accessed from private pharmacies without 
prescription. 
 

 There are communication gaps between hospital service and Primary Health Care 
Service. 
 

 Underreporting of suicide attempts was identified while this is often not noted in 
discharge letters because insurance companies may not cover reimbursement.     
 

 With regard to the capacity of mental health professionals, a lack of Clinical 

Psychologists was identified.  
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RECOMMENDATIONS  
 
 NATIONAL SUICIDE PREVENTION PROGRAM  

 Communication and collaboration at governmental, regional and local level should be 
increased. Suicide prevention requires cooperation and collaboration between several 
government departments including health, education, social welfare, justice, labour, 
police, forensic medicine etc. Multidisciplinary and interdisciplinary response plans for 
responding to emerging clusters of suicide and self-harm should also be established. 

 

 Although most of the elements of the program are present, there appeared to be a 

lack of clear governance structure to hold the whole program together. A well-defined 

governance structure would improve coordination between different sectors involved 

in suicide research in Iran.  

 

 There is a need for a systematic approach to suicide prevention. The approach needs 

to be cross-sectoral, encompassing workforces in health care, emergency services, 

forensic medicine, education, police, justice, social welfare, the ministry of health and 

other relevant sectors. It would be recommended to involve both public and private 

sector agencies. 

 

 The issue of payment of life insurance in cases of death by suicide should be clarified 
and addressed. If necessary, a clear policy should be developed for this. We would 
strongly recommend that cases of suicide should be covered by life insurance.  
 

 It would be recommended to implement WHO media guidelines for media 
professionals in print and broadcasting media, and to prevent negative reporting of 
suicide and self-harm on social media. WHO media guidelines should also be used as 
template when training journalists.  
 

 Regular Train-the-Trainer” (TTT) workshops to allow health focal points and teachers 
in schools to recognize depression and suicide prevention should be implemented on 
an ongoing basis. In addition, training on suicide bereavement support and 
complicated grief for health and community based professionals and evidence based 
training in school and community based settings on mental health promotion and 
reducing stigma associated with mental health and suicidal behaviour is 
recommended.  

 

 It would be recommended to implement evidence based training in school and 
community based settings on mental health promotion, effective problem solving and 
life skills, and reducing stigma associated with mental health and suicidal behaviour. 
Implementation via Train-the-Trainer programs would be a cost-effective approach.  
 

 There must be on-going training of emergency room staff and GP’s for suicide risk 
assessment for all those who present with either a mental health issue or after a 



 
 

32 
 

suicide attempt. In the training of Behvarzes, suicide prevention could be included as 
a specific topic.  
 

 It would be recommended to implement evidence based interventions to reduce 
access to highly lethal means, such as pesticides, in conjunction with increasing 
awareness of self-harm, suicide and related mental health and social issues among the 
general public. Consideration has to be given to variation across provinces with regard 
to frequently used and highly lethal methods involved in suicide and suicide attempts. 
 

 It would be recommended to regulate and monitor pharmacies, especially in the 
dispensing of psychotropic medications, commonly used in self-poisoning. 
Psychotropic medications should not be dispensed without a valid doctor’s 
prescription. 
 

 There is a need for improving the communication and collaboration between 
hospitals, crisis centers, and primary care and community based services. Once 
discharged the PHC must be informed, who can follow up with the patient in the 
community. This is vital for secondary prevention, and currently, there is no such 
mechanism. 

 

 It would be recommended to upskill clinical psychologists to deliver evidence based 
psychosocial and psychotherapeutic interventions, including Cognitive Behaviour 
Therapy and Problem-Solving Therapy and Interpersonal Therapy. 
 

 It would be recommended to establish suicide survivors support groups, to help those 
bereaved by suicide, as well as those with complicated or pathological grief reactions. 
In areas with high levels of stigma associated with suicide, a stepped approach may be 
required, starting with one-to-one support sessions before people enter support 
groups. 
 

 It would be recommended to implement training on suicide bereavement support and 
complicated grief for health and community based professionals (in particular 
Behvarzes), using a Train-the-Trainer model. 
 

 It would be recommended to establish multidisciplinary response plans for responding 
to emerging clusters of suicide and self-harm. 

 
  

REGISTRATION SYSTEM FOR SUICIDE AND SUICIDE ATTEMPTS 
 Review policy and legislation regarding the recording and classification of deaths by 

suicide.  

 

 At policy level, in all cases of unnatural or suspicious death, the manner of death must 
be determined conclusively, the decision to carry out an autopsy or not must be driven 
primarily by forensic medical reasons. For this there may need to be a policy that must 
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take religious factors into account, perhaps similar to policies that have been 
developed for organ transplantation in many Islamic countries. 
 

 Improve the accuracy and standardisation of the recording and classification of deaths 

by suicide. 

 

 Include all districts in the registration systems, and both public and private hospitals, 
in order to achieve full coverage of the population.  
 

 To further account for undercounting, all cases of self-harm that result in delayed 
deaths must be counted as suicide in statistics.  

 

 Improve the determination of the manner of death for suicide and other external 

causes of death. 

 

 Improve the consistency between suicide statistics reported by MoHME and the 

Statistical Center data. 

 

 Enhance the standard operating procedures for surveillance of suicide attempts (self-

harm) at national level, including guidance on data collection, case ascertainment, 

data items and analysis, in accordance with the WHO guidelines (WHO, 2016). 

 

 Optimise access to real-time data on suicide attempts (self-harm) to identify contagion 
or emerging clusters of suicide attempts. 
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APPENDIX  

Provisional Program 
Evaluation of service provision and response to suicide prevention and control programme and 

National Registration system  
14-19 January 2017, Tehran-I.R. Iran  

 

DAY ONE- SATURDAY – 14 JANUARY 2017 

TIME DISCRIPTION  WHO Team 
NATIONAL 
COUNTERPART 

VENUE 

9.00 Pick up from hotel    

9.30-11:30 

Introducing: PHC 
Network & Integration of 
MH Services  into PHC, 
including Suicide 
Prevention & 
Registration Programs 

Prof. Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

Dr. Hajebi        
Dr. Malakouti 
Mental Health 
Team 

Department for 
Mental Health & 
Substance 
Abuse 

11.30-12.00 Briefing session with WR  

Prof. Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

Dr. Hajebi       
Dr. Malakouti 

WHO Office 

12.00-12.30 Briefing session with IRD 

Dr.Siddiqi  
Prof. Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

Dr. Hajebi       
Dr. Malakouti 

IRD 

12.30-13.00 

Reviewing field visit 
findings  and discussion 
on suicide, the available 
evidence from Iran 

Prof. Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

 

Department for 
Mental Health & 
Substance 
Abuse 

1300-14.00 lunch 

14.00- 16:00 
Intersectoral 
collaboration in suicide 
prevention program 

Prof. Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

Dr. Hajebi,         
Dr. Malakouti 
Mental Health 
Team 
SWO, MOA, MOE 
Police Department 
Forensic Medicine 
Organization 

Department for 
Mental Health & 
Substance 
Abuse 

16.00… Move to the  airport 

18.20 
Departure from Tehran 
to Kerman  

Prof. Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

Dr. Hajebi,         
Dr. Malakouti 
Mental Health 
Team 

 

19.30 Pick up to the hotel    
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DAY TWO- SUNDAY-15 January  Kerman UMS   Group One 

8.30 -9.30 

Meeting with 
Deputy for public 
Health of Kerman 
University 

WHO 
members of 
group one 

MoH members of 
group one 

Deputy for 
Public Health 
Office 

9.30 -10.30 Departure from Kerman to Zarand 

10.30 -17.00 Zarand Field visit 

10.30 -11.30 Health house visit WHO 
members of 
group one 

MoH members of 
group one 

Field visit 

12:00-13:00 
Rural Health center 
visit 

Field visit 

13:30-14:30  

14.30-16.30 
Urban  health center 
/Hospital 

WHO 
members of  
group one 

WHO members of 
group one 

Field visit 

16:30-17.30 
District Health 
Center  

Field visit 

17:30-18:30 Back to Kerman 

 

DAY TWO- SUNDAY-15 January Bam UMS Group 2 

7:15-9:15 Departure from Kerman to Bam 

09.15 -10.00 

Meeting with 
Deputy for public 
Health of Bam 
University 

WHO 
members of  
group two 

MoH members of 
group two 

Deputy for 
Public Health 
Office 

10.30 -11.30 Health house visit 
Field visit 

12:00-13:00 
Rural Health center 
visit 

13:30-14:30 Lunch 

14.30-16.30 
Visit of Bam 
hospital/Urban 
Health Center 

WHO 
members of  
group two 

MoH members of 
group two 
 

Field visit 

16:30-17.30 
District Health 
Center 

17:30-19:30 Back to Kerman 

 

DAY 3 – MONDAY – 16 JANUARY 

8.00 Pick up from hotel    

8.00-9.00 
Meeting with 
Chancellor  of Kerman 
University 

Prof. 
Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

Prof. Haghdoost 
Dr. Hajebi 
Dr. Malakouti 
Deputy for Health 
Deputy for treatment 
Deputy for research 
Deputy for education 

Chancellor 
office 

9:00-10.30 Visit of hospital 
Prof. 
Arensman 

National team Field visit 
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Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

10.30-12.30 
Visit the mental health 
department of the 
university 

Prof. 
Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

National team 
Health 
department 

13:00-14:00 lunch 

14.30-16:00 

Intersectoral 
collaboration in suicide 
prevention program  at 
province level 

Prof. 
Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

National team 
Representatives from 
SWO, MOA, MOE 
Police Department 
Forensic Medicine 
Organization 

Health 
department 

16:00-17:30 
Focus group discussion 
with mental health 
experts   

Prof. 
Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

National team 
Health 
department 

17.00-17.30 break 

17.30-18.30 Sum up  

21:00 Departure to Tehran ( Dr.Ranjbar and Dr.Khalid) 

 

DAY 4 – TUESDAY – 17 JANUARY 

8.00 Pick up from hotel    

8:00-10:00 
Focus group 
discussion with 
Behvarzes   

Prof. Arensman 
Prof. Khan  
 

National team 
Deputy for 
Health office 

10:00- 12:00 

Focus group 
discussion with GPs 
(Bam and Kerman 
UMSs) 

Prof. Arensman 
Prof. Khan  
 

National team 
Deputy for 
Health office 

12:00-13:00 
Deep interview with 
deputy for health   

Prof. Arensman 
Prof. Khan  
 

National team 
Chancellor 
Office 

13.00-14.00 lunch 

14.00-15:00 

Deep interview with 
deputy for 
treatment and Head 
of Prehospital care 
(Emergency 
department) 

Prof. Arensman 
Prof. Khan  
 

National team 
Deputy for 
Health office 

15.00-15:30 Sum up  

15:30 Move to the airport 

17:00 Departure to Tehran 
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DAY 4 – TUESDAY – 17 JANUARY ,  Tehran Visit 

8.00 Pick up from hotel    

8:00-12:00 
Visit of  PHC system 
in one UMS in 
Tehran province 

Dr. Saeed 
Dr. Ranjbar 
 

National team 

Health House, 
Rural or Urban 
Health Center and 
district health 
center 

12:00- 13:30 

Meeting with 
Deputy for Health 
affairs and mental 
health officers at 
Ums level 

Dr. Saeed 
Dr. Ranjbar 

National team 
Deputy for Health 
office 

13.30-14.30 lunch 

15.00-16:00 Meeting with WR 
Dr. Saeed 
Dr. Ranjbar 

 WR office 

 

DAY 5 – WEDNSDAY – 18 JANUARY 

8.00 
Pick up from 
hotel 

   

8.30-12.30 

Consensus 
meeting on the 
recommendation 
with presence of 
stakeholders 

Prof. Arensman 
Prof. Khan  
Dr.Fleischmann 
Dr. Saeed 
Dr. Ranjbar 

Iranian Group team  
School of 
mental health 

12.30-13.30 lunch 

14:00-14::30 

Meeting with 
Dr.Sayari ( 
Deputy for health 
affairs of MoH , 
TBC)  

Dr.Siddiqi  
Prof. Arensman 
Prof. Khan  
Dr. Saeed 
Dr. Ranjbar 

Dr. Hajebi,         
Dr. Malakouti 
Mental Health Team 

Dr.Sayari’s  
office 

14:30-16:00 
Finalizing the 
report and action 
plan 

Prof. Arensman 
Prof. Khan  
Dr.Fleischmann 
Dr. Saeed 
Dr. Ranjbar 

Dr. Malakouti 
 

School of 
mental health 

19.00 Dinner reception Mental health department 

 

DAY 6 – THURSDAY – 19 JANUARY 

8.00 
Pick up from 
hotel 

Mission team   

8.30-12.00 
Finalizing the 
report and action 
plan 

Prof. Arensman 
Prof. Khan  
Dr.Fleischmann 
Dr. Saeed 
Dr. Ranjbar 

Dr. Malakouti 
 

School of 
mental 
health 

12.00-13.00 lunch 
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13:00-15:00 
Finalizing the 
report and action 
plan 

Prof. Arensman 
Prof. Khan  
Dr.Fleischmann 
Dr. Saeed 
Dr. Ranjbar 

Dr. Malakouti 
 

School of 
mental 
health 

 

 


