
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Study of: 

Evaluation of National Suicide Prevention and 

National Suicide Registration programs of Iran 
 

 

 

 

 

 
 NOVEMBER 2016 

 
  

 

 

 

 

Iranian Scientific Society for Suicide 

Prevention 



 
 

This study is a shared project between Iran Ministry of Health/ Mental 

Health Bureau and Iranian Scientific Society for Suicide Prevention 

(IRSSSP) supported financially and technically by World Health 

Organization grand NO: 201604499. 

 
This draft was prepared by Dr. Seyed Kazem Malakouti, director of Iran Scientific 

Society for Suicide Prevention (IRSSSP), faculty member of Iran University of Medical 

Sciences. Dr. Ahmad Hajebi, director, Mental Health Bureau, Iran Ministry of Health, 

Iran University of Medical Sciences. 

 
Editorial and technical coordination group: 

Prof. Marzieh Nojomi, member of IRSSSP, director of Social Medicine Department, 

Iran University of Medical Sciences; Prof. Mohsen Rezaian, member of IRSSSP, 

Epidemiology and Biostatistics Department, Rafsanjani Medical School;Dr. Behrooz 

Ghanbari, member of IRSSSP, Gastrointestinal Research Center, Iran University of 

Medical Sciences; Ms. Marjan Fathi, member of IRSSSP, PhD student of psychology. 

 
Advisory panel and members of national meeting: 

Bolhari, Jafar. Faculty of behavioral sciences, director, Iran University of Medical 

sciences; Fathi, Marjan. Psychologist, Iran scientific society for suicide prevention; 

Ghaleiha, Ali. Department of psychiatry, Hamedan University of Medical Sciences; 

Ghasemzadeh, Narges. Psychologist, Mental Health Bureau, ministry of health; Hajebi, 

Ahmad. Department of psychiatry, Department of psychiatry, Iran University of Medical 

Sciences, director, Mental Health Bureau, ministry of health; Khalilzadeh, Rahim. 

Department of psychiatry, Urmia University of Medical Sciences; Mahmoudi, Ghafar 

Ali. Internal medicine department, Lorestan University of Medical Sciences; 

Mahmoudian, Fatollah. Psychologist, psychosocial injuries research center, Ilam 

University of Medical Sciences; Malakouti, Seyed Kazem. Faculty of behavioral 

sciences, Iran University of medical sciences, Iran scientific society of suicide prevention; 

MehdizadehZareAnari, Ali. Department of psychiatry, Kerman University of Medical 

Sciences; MirmohammadSadeghi, Mehdi. Psychologist, welfare organization; 

Mohtasham, Saied. Department of psychiatry, South Khorasan University of Medical 

Sciences; Nojomi, Marzieh. Department of social medicine, Iran University of medical 

sciences, Iran scientific society of suicide prevention; Rezaeian, Mohsen. Epidemiology 

department, Rafsanjan Medical sciences; Saberi, Seyed Mehdi. Psychiatrist, legal 

medicine research center, legal medicine organization; Sobhani, Abdol-reza. Department 

of psychiatry, Kerman University of Medical Sciences; Valizadeh, Reza. Department of 

psychiatry, Ilam University of Medical Sciences. 

 
Administrative and secretariat: 

Ms. Narges Ghasemzadeh, Mental Health Bureau, Iran Ministry of Health; Ms. 

Sudabeh Taheri, Deputy of Research, Faculty of Behavioral Sciences and Mental Health; 

Mr. Ali Asadi, MA, Deputy of Mental Health Bureau, Iran Ministry of Health. 

  



 
 

TABLE OF CONTENT 

 

SECTION ONE: EVALUATION OF NATIONAL SUICIDE PROGRAM ............ 1 
1) INTRODUCE THE CURRENT NETWORK OF MENTAL HEALTH .................. 2 

2) THE CURRENT PROBLEM ................................................................................... 3 

Rate of suicide behaviors. ......................................................................................... 3 

Risk factors ................................................................................................................ 9 

Mental disorders ...................................................................................................... 12 

Means of suicide...................................................................................................... 13 

Trend of suicide. ....................................................... Error! Bookmark not defined. 

3) SUICIDE PREVENTION PROGRAMS ................................................................ 17 

Integration into PHC ............................................................................................... 17 

4) NATIONAL SUICIDE PROGRAM....................................................................... 19 

Introduction ............................................................................................................. 19 

Provided educational materialsinclude: .................................................................. 21 

Some experiences. ................................................................................................... 21 

5) STAKEHOLDERS ANALYSIS OF SUICIDE PREVENTION PROGRAM ............................... 22 

6) THE NATIONAL SUICIDE PREVENTION PROGRAM .................................... 26 

General Objective:................................................................................................... 26 

Specific Objectives:................................................................................................. 26 

Target Groups:......................................................................................................... 26 

Strategies ................................................................................................................. 27 

Objectives and Strategies of National Suicide Prevention Program ....................... 28 

SECTION II: NATIONAL SUICIDE REGISTRATION PROGRAM .................. 39 
1) STATE OF PROBLEM ................................................................................................. 40 

Previous method of registration .............................................................................. 40 

2) NEW PATH OF NATIONAL REGISTRATION .................................................................. 40 

SECTION IV: NATIONAL MEETING .................................................................... 45 
THE WEAKNESSES OF THE TWO PROGRAMS: ................................................................. 46 

RECOMMENDATIONS .................................................................................................... 47 

THE PARTICIPANTS OF THE MEETING ............................................................................ 48 

REFERENCES ........................................................................................................... 51 

 



1 
 

 

 

 

 

 

 

 

 

 

 

SECTION ONE 

 
EVALUATION OF NATIONAL 

SUICIDE PROGRAM 
 

 

 

 

 

 

 

 

  



2 
 

1) INTRODUCE THE CURRENT NETWORK OF MENTAL 

HEALTH 
The Iranian Primary Health Care Delivery System. During the last three decades, 

a primary health care network has been established throughout the country in an attempt 

to narrow the health disparities gap between rural and urban areas. Primary health care 

services in rural areas are now delivered in “Health Houses” (HHs). The HHs serves 

between 1000 and 3000 residences in two or three villages. These are staffed by two 

community health workers, called Behvarz in the local language. Behvarzes come from 

the villages they serve and receive two years of basic training in preventive health care. 

A rural Health Center (HC) supports 10 to 15HHs. An HC is staffed by one or two primary 

care physicians, two health technicians, and, on occasion, by a nurse. The service area for 

each rural HC consists of 10,000 to 15,000 residents. Health Houses serve as the first 

point of contact with the community in the rural areas. As needed, patients are referred to 

rural HCs or to a district hospital. 

In urban areas, this network is not well developed until the latest improvement of the 

services launched in 2012. The health volunteers have some level of high school 

education, are recruited from their own districts, and serve as the intermediaries between 

fifty to eighty households in their neighborhood and the health center in their district. 

They receive basic health care training for two months during which they learn how to 

fill out health information cards for the households they visit and deliver it to the health 

technicians. Figure 1, presented the structure of PHC in rural area and the corresponding 

offices for the same level in urban area in the new program of “improvement of health 

services” 

 

Figure 1. the structure of PHC in rural and urban area in the new program called 

improvement of health services 
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2) THE CURRENT PROBLEM 
Rate and trend of suicide behaviors. 

According to study conducted on global burden of disease in Iran, the YLLs (years life 

lost) rank in Iran, in both sexes, all ages from 1990 to 2010, the self-harm have increase 

from the rank of 29 to 10. If the age range of 15-49 is considered, this rank pattern has 

change from 11th to 3rd. The pattern of YLLs for self-harm has increased 75% from 1990 

to 2010. The results showed a shift causes for DALYs for males, all ages from 40th to 19th 

(1).  

Increasing trend of suicide has been revealed by the research studies through the last 

two decades. By collecting data from registration system of 41 medical universities, 

suicide and suicide attempt increased from 8.3 per 100 000 populations in 2001 to 19.4 

in 2005, then declined to 16.3 in 2007 (2). In spite of increasing trend, it is clear that the 

number of suicide attempt by itself have to be much more than depicted in this statistics. 

A study carried out by Hajebi and et al (2013) to evaluate the quality of data yielded by 

the national registry system. The study covered 83.6 percent of the country's population. 

A total number of 41,109 suicide attempts were reported from March 2009 to March 2010 

which was equal to 65.76 suicide attempts per 100,000 people. There were 1,338 cases 

of completed suicide, which was equal to 2.14 completed suicides per 100,000 people. 

Completed suicide is underreported in national suicide registry system                                  

(2.14 suicides/100.000 people). The obtained figure is smaller than most local reports 

having been carried out as research studies (3.1 to 17.4 per 100.000 population) (3). 

A survey study on epidemiology of death due to injury (2000-2001) was carried out 

among 10 out of 28 provinces based on population of 16’700’000. The suicide rate was 

6.2 per 100 000 and from homicide, war, violence, assault, etc. (other types of intentional 

injuries) 3.9 per 100 000. Intentional fatal injuries were more common among males than 

females (12.9 versus 8.0 per 100 000), and in rural versus urban areas (11.8 versus 9.0 

per 100 000). The years of lost life resulted from fatal intentional injuries was 51 093 

years (5.3% of SEYLL for all deaths). Intentional self-harm by smoke, fire and flames 

2.3, by hanging 1.5, by self-poisoning 1.2 and by medication 0.3 per 100’000 population 

(4). This data has been compared with data presented by Iran statistics bureau (4.6 per 

100000 population) showing a discrepancy between the official sources. The rate of 

suicide in different cities depicted in the table 1(5). 
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Table 1. Province, population, number of suicide cases, according the ministry of health and 
statistical center of Iran, Health Ministry statistics differences with Iran Statistics Center and 
Suicide rates that are calculated in each province in 2004 

province Population 

in 2004 

Suicide 

according 

to 

ministry of 

health 

Suicide 

according to 

statistical centre 

of Iran 

Suicide 

rate of 

ministry 

of health 

Suicide rate of 

statistical 

center 

East Azarbayjan  3482672 188 117 5.4 3.3 

West 

Azarbayjan 

2896657 202 11 7.0 3.8 

Ardebil 1247202 82 55 6.6 4.4 

Esfahan 4395645 122 77 2.8 1.8 

Ilam 538877 99 156 18.4 29 

Bushehr 808482 52 33 6.4 4.1 

Chaharmahal e 

bakhtiary 

832945 67 34 8.0 4.1 

Khorasan 6444320 253 156 3.9 2.4 

Khuzestan 4277998 178 153 4.2 3.6 

Zanjan 963434 40 42 4.2 4.4 

Semnan 578910 23 16 4.0 2.8 

Sistan va 

Baluchistan 

2219393 37 19 1.7 0.9 

Fars 4323626 243 124 5.6 2.9 

Ghazvin 1133547 30 21 2.6 1.8 

Gom 1038424 4 24 0.4 2.3 

Kurdistan 1546256 83 52 5.4 ¾ 

Kerman 2380682 137 69 5.8 2.9 

Kermanshah 1921284 267 154 13.9 8.0 

Kohkiluye 674113 49 33 7.3 4.9 
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province Population 

in 2004 

Suicide 

according 

to 

ministry of 

health 

Suicide 

according to 

statistical centre 

of Iran 

Suicide 

rate of 

ministry 

of health 

Suicide rate of 

statistical 

center 

Golestan 1613691 101 84 6.3 5.2 

Gilan 2389195 173 69 7.2 2.9 

Lorestan 1739644 400 162 23.0 9.3 

Mazandaran 2796120 64 51 2.3 1.8 

Markazi 1344920 32 53 2.4 3.9 

Hormozgan 1284925 98 71 7.6 5.5 

Hamedan 1732080 130 142 7.5 8.2 

Yazd 940802 16 17 1.7 1.8 

 

For evaluation of suicide behaviors across the EMRO, a total of 13 articles from the 

members of EMRO/WHO were reviewed in a systematic review published up to 2013 

(table 2). The lifelong prevalence of attempted suicide, suicidal plan and thoughts were 

0.72-4.2%, 6.2-6.7%, and 2.9-14.1%, respectively(6). In table 2, the rate of commit 

suicide extracted from different studies were revealed. The rate of death due to suicide 

has been 6.7 per 100000 population by the systematic review performed in 2007 in Iran 

(7).  

 
Table 2. The rate of commit suicide among different studies.  

 

 

  

Firs author 

(publication 

year) 

Prevalence 

(SF) 

Age (years) Gender Ratio 

men : women Male( %) Female (%) 

 

Yasami (2002) 

3.1 (.391) 12 – 85 

26.7 (13) 

69.4 30.6 2.3 : 1 

Janghorbani (2005) 17.4 (1.85) M: 29.4 (16.6) 

F: 25.6 (12.6) 

23.9 75.1 1:3 

Hamednia (1998) 4.35 (.0816) NA 77 23 3.3 : 1 

Lotfollahi (1996) 3.1 (0.303) > 11 74 26 2.8 : 1 

Zahedi (2000) 3.9 (.569) > 14 52 48 1.1 : 1 

Moradi (2002) 6.9 (.906) NA 64 36 1.8 : 1 

Musavi (2000) 16.4 (3.99) NA 41 59 1 : 1.4 

Davasaz (2003) 20.3 (3.58) > 17 59 41 1.4 : 1 

Naghavi (2002) 6.43 (.134) - - - - 

Naghavi (2003) 6.3 (.117) - - - - 
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A study performed in Kurdistan, one of the western provinces of Iran, the results 

revealed that the reported frequency of suicidal thoughts and the number of suicide 

attempts during the last year was significantly higher than that from earlier years in life 

(table 3)(8). 

 
Table 3. Distribution of reports of suicide related thoughts and suicide attempts during the 

last year and earlier in life (N/%) and relationships to the next level of intention (χ2/P 

 
Type of thoughts Often Sometimes Hardly ever Never Χ2 

Last year 

  Life weariness 242/24.6 271/27.6 210/21.4 260/26.4  

  Death thoughts  410/41.7 322/32.8 125/12.7 126/12.8 120.58/<0.001 

  Death wishes 200/20.3 248/25.2 179/18.2 356/36.2 156.18<0.001 

  Suicide ideation 60/6.1 116/11.8 139/14.1 668/68.0 194.86/<0.001 

  Suicide plans 44/4.5 70/7.1 105/10.7 764/77.7 490.46/<0.001 

  Suicide attempts Yes 

41/4.2 

   102.03/<0.001 

Earlier in life  

  Life weariness 154/15.7 230/23.4 229/23.3 370/37.6  

  Death thoughts 264/26.9 260/26.4 178/18.1 281/28.6 120.58/<0.001 

  Death wishes 112/11.4 190/19.3 195/19.8 486/49.4 224.01/<0.001 

  Suicide ideation 37/3.8 75/7.6 115/11.7 756/76.9 156.19</0.001 

  Suicide plans 23/2.3 57/5.8 102/10.4 801/81.5 453.58/<0.001 

  Suicide attempts Yes 

29/3.0 

   67.81/<0.001 

 

Total number of successful suicides reported to Ministry of Health in 2004 was 3235 

cases, and is calculated as 6.5 in 100000. This amount varied from 0.4 in Qom Province 

to 24.4 in Lorestan Province. Based on the collected information from mental health 

office, rate of attempt and complete suicides during first decade of 2000 from 3823 

suicide attempt and 279 fatal one has reached to 48800 suicide attempts and 1383 lethal 

suicide in 2009. The available resources for mental health services presented in table 4(9).  
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Table 4. Mental health-related facilities and human resources based on available data of 

Ministry of health 

 
Number in whole 

country 

Mental health resources Total no. Mental 

Sources 

500 Physician’s private 

clinics 

1200 with unequal 

distribution 

Number of psychiatric 

beds 

About 1000 (41% 

settled in Tehran) 

Psychiatrist 248 (Nothing in 17 

provinces) 

Number of psychiatric 

emergency beds 

174 (47 with doctorate 

degree) 

Clinical psychology 229 ( Nothing in 23 

provinces) 

Number of children 

psychiatric beds 

3800 

 

Trained general 

practitioner 

34 ( 9 province do not 

have any ) 

Single- specialty 

psychiatric hospital 

200 Psychiatry – trained GP 76 General hospital with 

psychiatric ward 

100 / 000 Women health 

volunteer 

115 Outpatient clinics 

5000 Behvarzes and health 

technicians 

45 Psychiatric clinic 

 

 

A study conducted to evaluate the impact of “social inequalities” in suicide mortality in 

Iran at the province level (figure 4) for the period of 2006–2010. The data were collected 

from Iranian Forensic Medicine Department. The results showed slight increase in suicide 

mortality rates over the study period (from 4.25 in 2006 to 4.88 in 2010), however, this 

was not statistically significant. In some provinces the annual percentage change (APC) 

shows the increase in the suicide rate of which most of them located at the west side of 

the country (table 5)(10). 

 

Figure 4. Suicide rate across different provinces of Iran 
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Table 5. Population, Human Development Index (HDI), suicide mortality rate and annual 

percentage change (APC) across the provinces in Iran, 2006-2010 (ranked by suicide 

mortality rate. 

 population HDI Suicide mortality 

Rate per 100000 

population 

APC 
*(%) 

Ilam 555 929 0.729 19.53 10.11 

Kermanshah 1 892 100 0.748 13.74 0.46 

Lorestan 1 736 946 0.761 10.64 1.18 

Hamedan 1 700 960 0.740 9.56 -1.52 

Gilan 2 428 553 0.769 6.52 9.98 

Ardebil 1 235 234 0.735 6.22 -2.32 

East Azerbaijan 3 646 459 0.763 5.58 1.31 

Zanjan 973 739 0.752 5.53 12.14 

Kohqyloye va Boyerahmad 651 577 0.718 5.25 -4.20 

Khuzestan 4 372 242 0.762 5.11 -7.13 

West Azerbaijan 2 944 224 0.713 4.72 -2.74 

Kurdistan 1 453 503 0.713 4.69 5.25 

Golestan 1 651 708 0.737 4.49 5.67 

Overall (Iran) 72 599 045 0.758 4.46 3.05 

Ghazvin 1 177 582 0.783 4.25 -1.13 

North Kurdistan 824 979 0.759 4.24 10.64 

Fars 4 431 684 0.783 4.16 1.56 

Chaharmahal Bakhtiary 875 207 0.749 4.00 -7.72 

Qom 1 087 011 0.773 3.75 7.89 

Mazandaran 2 979 189 0.745 3.66 -5.71 

Isfahan 4 680 831 0.810 3.64 4.62 

Kerman 2 799 417 0.750 3.10 -5.03 

Bushehr 914 710 0.786 3.02 15.55 

South Khorasan 656 469 0.723 3.02 -2.28 

Tehran 14 106 297 0.843 2.92 17.98 

Yazd 1 028 152 0.809 2.68 -4.48 

Razavi Khorasan 5 765 706 0.777 2.66 -2.64 

Semnan 606 982 0.814 2.60 4.27 

Markazi 1 371 514 0.785 2.38 -10.73 

Sistan va Baluchistan 2 569 107 0.643 2.23 6.11 

Hormozgan 1 481 031 0.766 2.21 -5.59 

 

The fatality rate differs among diverse province. In Ilam (figure 5), one the regions with 

high suicide rate, extracted data from registration system from 1995 to 2002, the fatality 

in both genders was 25% which is almost 30 and 20 percent in female and male subjects 

respectively (table 6)(11). 
 

Figure 5. location of Ilam province in the Iran map 
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Table 6. Case fatality rates of different suicide methods within Ilam province of Iran for 

both genders and females and males separately 
Method 

outcome 

Poison 

ingestion 

Drug 

ingestion 

Hanging firearms Cutting 

wrist 

nerve 

Self 

immolation 

Others Total 

Both genders         

Suicide (n) 51 30 43 26 0 434 27 611 

DSH (N) 427 1042 14 14 13 201 96 1807 

Case fatality rate 

(%) 

10.7 2.8 75.4 65 0 68.3 21.9 25.3 

Females         

Suicide (n) 29 14 14 6 0 361 14 438 

DSH (n) 253 612 5 2 4 160 38 1074 

Case fatality rate 

(%) 

10.3 2.2 73.7 75 0 69.3 26 

.9 

29 

Males         

Suicide (n) 22 16 29 20 0 72 13 172 

DSH (n) 173 428 9 12 9 39 58 728 

Case fatality rate 

(%) 

11.3 3.6 76.3 62.5 0 64.7 18.3 19.1 

 

An article from Ilam province showed a positive slope from 2007 to 2012 from 11.5 

to 16.5 per 100’000 population(12). The rate of suicide across different cities of the 

province presented in table 10 

 

 

 
              Table 10. Comparing the trend of suicide in 2012 with the last  

              five years in proportion of the cities of residents 
Cities In the last 5 yrs. In 2012 

No. % No. % 

Ilam 303 46.4 24 25.8 

Abdanan 35 5.3 4 4.3 

Ivan 72 11.8 14 15 

Shirvan 57 8.7 10 10.75 

Mehran 22 3.3 8 8.6 

Cherdavel 36 5.5 9 9.6 

Dehloran 39 5.9 4 4.3 

Dare shahr 50 7.6 10 10.75 

Malekshahi 33 5 10 10.75 
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A time trend study has been conducted in Ilam province (table 9). The results showed 

the odds ratio for death by suicide for singles 1.6, educational level with primary school 

2, high school 1.9, diploma is 3, for university degree is 2.3, unemployment 1.6 and for 

male gender is 3.7.The odds of completed suicide was higher among older age groups 

than younger ones so completed suicide among people aged 50 to 59 year against people 

aged <20 yr. was (OR=6.99) (13). Western provinces including Ilam, Kermanshah, and 

Hamedan had the highest rate of suicide in Iran, including 20, 14, and 10, respectively, 

per 100,000 people between 2006 and 2010. In addition, suicide rates in recent years 

(2006–2010) reported a higher annual percentage change (APC) in Ilam (+10%) 

compared to other provinces. Figure 7 shows the trend of the used means of suicide in 

Ilam province.  

 
Table 9. Incidence rate of suicide attempt and completed suicide per 100,000 and by year in 

Ilam province 

 Frequency of suicide Incidence rate of suicide 

per 100,000 

Year Population Attempt Death Attempt Death 

2010 533623 961 196 180 33.9 

2011 557599 1185 94 212 16.8 

2012 581575 1610 128 276 22.0 

2013 606582 1359 82 224 13.5 

2014 632665 1203 46 190 7.3 

 
 

 

The average rate of suicide has slightly but not significantly risen from 4.25 to 4.88 (2006 to 

2010) yielded from Forensic Medicine Department (figure 6) (10). In the same line, the data 

yielded from the same source reveals that it has increased from 5.4 to 6 suicide per 100000 

population (figure 7). 

 

 

Figure 6: Suicide mortality rates per 100 000 populations from 2006-2010
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Figure 7: Suicide mortality rates per 100 000 populations from 2012-2015 

 

 
 

 

 

 

 

 

 

Risk factors 

A multivariate logistic regression model identified five variables (i.e. substance abuse, 

alcohol use, psychiatric illness, suicide in family, and medical emergencies) that were 

statistically associated with an increased risk for recurrence of nonfatal suicide attempt 

(14). History of previous suicidal attempt had a significant association with the severity 

of unconsciousness and need for ICU care. Those with history of previous suicidal 

attempt are in more risks and need significantly more attention compared to those without 

such history(15). 

A systematic review conducted to determine the social factors on suicide. The most 

frequent cause of attempted suicide among the 20 analyzed articles was family conflict 

with 32% (95% CI: 26–38). Other related factors included marital problems (26%; 95% 

CI: 20–33), economic constrains (12%; 95% CI: 8–15) and educational failures (5%; 95% 

CI: 3–8) (16). A community-based study (17) revealed that the life time risks of suicide 

attempt were gender (female, OR=2.9), physical disability (OR=1.7), mental disorder 

(OR=6), tobacco abuse (OR=3), alcohol abuse (OR=3.8), unemployment (OR=2.5). 

Regarding to the diagnosis of comorbid mental disorders, the most prevalent diagnosis 

was adjustment disorder and near 8% of the study samples were reported of having 

substance abuse disorder which may conclude for more objectivity of the problem than 

suffering from mental disorders (18). The rate of main mental disorders is under estimated 

which have been performed with specialist other than psychiatrists. Narcotic dependency 

is one of the risk factors for suicide attempt(19). The main cause of suicide attempt among 

students between age range of 12-18, were family conflict and romantic disappointment. 

Among them 18% were suffering from depressive disorders. The most prevalent agent 

5.4
5.8 5.9 6

5

5.5

6

6.5

2012 2013 2014 2015

Mean of suicide/year/100000 population
across 31 provinces

Provided data by legal medicine …
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for pharmaceutical drugs (20).  

Influential factors were Histrionics in females and Schizophrenia and Paranoia in 

males. Family conflicts with 50.7% and conflict with parents with 44% and marital 

discord were 28.7% effective psychosocial factors in suicidal attempts (21).  

Impulsivity and its components (motor activity, inattentiveness, not planning) is more 

prevalent among individuals with suicide behaviors (22).   

To evaluate the socio-economic impact on suicide rate, a study conducted a 

nationwide. The Gini coefficient, human development index and suicide rate were 

evaluated. The Gini coefficient ranged from 0.248 to 0.302, implying substantial overall 

inequality across the provinces. There was a 14.5% decrease in the Gini coefficient 

between the first year and the last year of study, implying decreasing overall inequality 

between these two points of time. The four Western provinces of Iran (ie, Ilam, 

Kermanshah, Lorestan and Hamedan) had the highest suicide mortality rate in the 

country. These provinces are among the provinces with the highest unemployment rate 

and lowest HDI (human development index) in the country. Moreover, the study showed 

an inverse association between the provinces’ social rank and suicide mortality. The 

findings imply that preventive resources should be targeted in high-risk groups, in 

particular men in the provinces with low socioeconomic status (10).  

Across some provinces, self-immolation is the highest prevalent. A systematic review 

showed that the victims are in the age range of 24.9 to 27.2. Most of the attempters were 

female; these were mainly married housewives with low educational level. Marital and 

family conflicts were the most frequently reported stressors (23).  

Some risk factors were evaluated in the study done in one of the central province of 

Iran. Recent stressors (OR=1.66), general health (OR=1.01), supportive relatives and 

friends (OR=0.95), being problem-focused mentality (OR=0.88), intrinsic religiousness 

(OR=0.86) had contribution on suicide attempt (24).  

Socio-economic-cultural factors such as unfair family, financial or political situations, 

concrete understanding of meaning of some poems from famous and legendary poets such 

as Hafez (Iranian poet) (1380) may encourage the susceptible individuals to set them on 

fire to reduce the situational pressure or their guilt feelings(25,26) 

 

Mental disorders 

Depressive disorder is the most common diagnosis in suicide attempters (45% of 

cases). Other influential factors were Histrionics in females and Schizophrenia and 

Paranoia in males. (21).  

One of the personality profile for attempting suicide with violent means is pessimism 

and paranoid idea. The study conducted in Tabriz showed that the scale of paranoia and 

schizophrenia is higher among victims with self-immolation than those attempted with 

self-poisoning (27).  

Diagnostic evaluation on victims with suicide and attempt suicide has been carried out 

in Ilam province from 1993 to 2009. The method to make the diagnosis was to evaluate 

by inquiry from the family. Amon 5161 attempts, 955 had completed suicide (19%). 

Among the completed suicide 24% had well know mental disorders, while among suicide 

attempters (n=4166), 28% had mental disorder diagnosis. In the 15 year of period of the 

study in which providing diagnostic information by the families changed from (17.7%) 

(1996) the first year of study to (26.3%) (2009) the last year of study. 6.5% increase of 

the reporting mental diagnosis by the family may present the increase of the population 

literacy or reduce the stigma (28).  
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A study conducted on 60 study subjects with self-immolation (30 subjects in case and 

control group) the result revealed that 67% had adjustment disorder ,10%drug and alcohol 

abuse ⁄ dependence, 7% dysthymia, 3% major depression, 3% anorexia nervosa, 3% 

primary insomnia, 7% borderline personality disorder, 7% depressive personality 

disorder, and 3% antisocial personality disorder. In bivariate comparisons, adjustment 

disorders emerged as related to risk of self-immolation (odds ratio = 13.00) (29). This 

study replicated with 151 cases and the result was the same in respect to Axis-I, in which 

the cases had a higher presentation of adjustment disorder (OR=68.5), major depression 

(OR=40), and opium dependence (OR=17). As for Axis-II disorders, cases and controls 

differed with respect to borderline and antisocial personality disorder. The diagnosis in 

both studies were made by psychologist using clinical interview (30).  

Study conducted on individuals with suicide attempt using SCID for axis one and two 

diagnosis, the results showed the prevalence of axis one is near 60% (mood disorders 

15%, schizophrenia 2.5%, anxiety disorders 6%, adjustment disorder 30%, substance 

abuse 4.4%) and axis two is 40% (paranoid 7%, histrionic 4.4%, antisocial 1.7%, 

borderline 8.7%, obsessive 14%) (31). 

Two hundred study subjects were estimated for mental disorders in each experimental 

and control groups. The CIDI (composite International Diagnostic Interviews) were used 

by the psychiatry residents of 4th grade to assess the current mental disorder based on 

DSM criteria, close to discharge from hospital. In this study 70 % of suicide attempters 

and around 32% of control group had a diagnosis of at least one mental disorder. The 

independent risk factors for suicide attempt identified in the multivariate model were 

depressive disorders (OR=5), domestic violence (OR=2.9), and lifetime history of suicide 

attempt (OR=23.5), impulsiveness (OR=1.12) and having high level of socio-economic 

status (OR=0.1) as a protective factor (32).  

In other study, one hundred and sixty study samples were calculated for experimental 

groups (attempt with drug overdose and self-immolation, 80 subjects for each group) and 

160 as controlled subjects (80 control subjects for each group). The study subjects were 

enrolled as consecutive series aged ≥ 15 years admitted to the Emergency Departments 

(EDs). The study results showed that 85.2% of the suicide attempters suffered at least 

from one psychiatric axis one disorder, indicating a significance difference in comparison 

with 44.8% of both control groups. Major Depressive Disorder (MDD) had a significantly 

higher prevalence among attempters (45.1%) than the control cases altogether (10.5%). 

There was a significant difference in the prevalence of personality disorders between all 

suicide attempters and all control cases, 71.8% vs. 46.5% respectively. Cluster B was the 

most frequent personality disorder, affecting 47.2% of the cases of self-immolation, 

39.8% of the samples of self-poisoning,  which is equal to 42.2% of all of the attempters 

(33).  

Alcohol abuse is the serious risk factor for suicide attempt. In a study with case-

crossover method, the result showed that the probability of attempting suicide up to six 

hours after drinking alcohol increased by 27 times. Fifty percent of attempted suicides 

happened one hour after alcohol use. Relative risk for the first and second hour was 10% 

and 5% respectively (34).  

 

Means of suicide 

Study performed in Kermanshah (35), one of the western provinces, to evaluate the 

factors to choose a method for suicide (figure 6). A total of 1901 (1138 men), suicide 

cases were identified from Forensic Department over the 7.5-year study period (2006-
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2013) with a 1:1.5 male-to-female ratio and age range from 10 to 96 years old. 

 

 
Figure 6. Factors associated with the choice of suicide method 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Four specific factors are significantly associated with the choice of self-immolation 

over hanging during the study period (table 7):  

1. Female gender (RRR=13.55) and  

2. Urban living area (RRR=1.57) 

3. Age group over 30 years old (RRR=0.72) protective factor 

4. High school/diploma education(RRR=0.85) protective factor 

For the choice of drug poisoning over hanging: 

1. Female gender (RRR=1.67) and  

2. Urban living area (RRR=4.07)  

3. Age group over 20 (RRR=0.69)  

For the choice of firearms over hanging: 

1. Higher education (RRR=1.16)  

2. Age group over 20 (RRR=0.77) 

3. Female gender (RRR=0.57) and  

Urban living area (RRR=0.56) for the choice of toxic poisoning over hanging: 

1. Only female gender (RRR=1.89) is a significant risk factor 

For the choice of others suicide methods over hanging: 

1. Older age group (RRR=1.99) and  

2. Increasing education (RRR=1.55) are significant risk factors (35) 

In corresponding study performed in Kermanshah province using data from electronic 

file of  Forensic Medicine Organization from 2012-2013, the most dominant mean of 

suicide in male was hanging and in female was self-immolation (male/female 

proportion: 1.9/1) with 13.6 commit suicide per 100000 residents (36)  

Education level 

= 84.972Χ 

P value<.001 

Gender 

= 538.072Χ 

P value <.001 

Age group 

Χ2= 104.94 

P value< .001 

Material status 

= 60.542Χ 

P value<.001 

Suicide  

Choice of  

method 

Living area: 

= 60.542Χ 

P value<.001 
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table 7: The overall relative-risk ratios (RRR), their 95% confidence intervals and the P 

values ot the null hypothesis of the demographic factors associated with the choice ot suicide 

methods besed on the fitted multinomial logistic regression model.  

 

 
 Self-

immolationvs 

hanging 

Drug 

poisoning 

vs hanging 

Firearms 

vs hanging 
Toxic 

poisoning 

vs hanging 

Others 

vs 

hanging 

 

Gender 

(reference 

male) 

RRR 13.55 1.67 0.57 1.89 1.15 

P value <.001 .003 .009 .003 .730 

95% Cl 10.07        

18.23 

1.20        2.34 0.37       

0.87 

1.24     2.88 0.53       

2.50 

 

Living area 

(rural area) 

RRR 1.57 4.07 0.56 1.8 0.80 

P value .015 <.001 .003 .061 .583 

95% Cl 1.09            

2/26 

2.15       7.71         0.39       

0.82 

0.97    3.31 0.36       

1.78 

 

Age group 

( ref. under 20) 

RRR 0.72 0.69 0.77 0.95 1.99 

P value <.001 <.001 .008 .695 .001 

95% Cl 0.16             

0.85 

0.57       0.84 0.63       

0.93 

0.75    1.21 1.34       

2.95 

Material status 

(ref. never 

married) 

RRR 1.01 0.87 0.95 1.22 0.74 

P value .912 .380 .774 .282 .353 

95% Cl 0.79              

1.3 

0.64       1.18 0.69       

1.31 

0.85   1.77 0.39      

1.40 

Education level 

(ref. illiterate) 

RRR 0.85 1.06 1.16 0.95 1.55 

P value .002 .228 .017 .488 <.001 

95% Cl 0.77            

0.94 

0.95       1.19 1.03       

1.30 

0.82   1.10 1.25       

1.93 

 

 

A similar results regarding to self-immolation produced from eastern part of the 

country, south Khorasan province in which the most individuals inflicted with self-

immolation were married women with low educational level who were living in urban 

areas (37).  

In a retrospective study carried out in Mazandaran and Golestan (north of Iran) on self-

immolation, the highest incidence rate happened in the young age groups, female than 

male, low level of literacy, in rural areas (in contrast of eastern and western part of the 

country). Annual incidence rate was about 1/100,000-year while in the other part of the 

country, Tabriz (7.7), Hamadan (8.3), Khorasan (2.8) and Kohkiluye va Boyerahmad, 

7/100,000]. The explanation of low annual incidence rate of suicide by self-burning in 

Northern of Iran (Mazandaran and Golestan), in comparison with other parts of Iran, are 

economic, social, cultural, and educational factor, considering Mazandaran is bigger, 

income is almost higher, and facilities such as psychotherapy, social freedom for woman 

are more available. Deprivation, poverty and humiliation , problems related to marriage ,  

forced marriage reported as the main factors of self-immolation in young women 

neighbor countries of Iran(38).  
Increasing the rate of mental disorders (23% for annual prevalence) particularly the 

major depressive disorder (12.7% annual prevalence) (39) could be expected to have a 

rise in the rate of suicide behaviors in the coming years.  

A study carried in Tehran in the period of 4years from 2002 to 2005 (table 8), showed 

that its rate has been reduced. Married, female in the age range of 15-35 with middle 

schooling were the most susceptible group (40). The rate of self-immolation in Tehran is 
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lower than other Western provinces of Iran.  

 
Table 8. Age and sex standardized incident rates (STRs) per 100,000 (95% CIs) suicidal self-

burning deaths in Tehran during a four-year period from Jan 2002 to Dec 2006 (n=374) 

All Male Female Variable 

   Age groups [N (STRs 

per 100,000 
1year)]-population 

145 (1.6) 47 (1.0) 98 (2.2) 15-24 

154 (2.0) 57 (1.4) 97 (2.5) 25-34 

39 (0.6) 20 (0.6) 19 (0.6) 35-44 

18 (0.4) 5 (0.2) 13 (0.6) 45-54 

18 (0.7) 5 (0.4) 13 (1.1) 55-64 

374 (0.9) 134 (0.7) 240 (1.2) Total 

1- STRs = Standardized incident rates per 100,000 population-year 

 

 

 

A study performed using the national data on suicide risk factors showed that hanging 

was more popular among men (62.9% versus 27.7%), while self-burning was preferable 

for women. Younger individuals more frequently adopt a highly violent method, firearms, 

while older persons more often use hanging and poisoning. Hanging and self-burning are 

more frequently used by persons with lower levels of education, whereas poisoning is 

more popular with more educated individuals (41). 

Injury data were taken from a national-based injury surveillance over the period 2000–

2002. The study population comprised 31.5% of the population of Iran. Of all the 307,064 

domestic injuries reported one percent attempted suicide of whom 85% were poisonings, 

followed by 11% for suicides by burning. 45.2% of burn suicides were fatal, compared 

with a 0.89% fatality rate for poisonings (42). 

A systematic study conducted to evaluate the most prevalent means of suicide attempt 

across the members of EMR.   Self-immolation, and poisoning were 39.7%, 17.4% and 

20.3% respectively. Self-immolation and poisoning were gender dependent and hanging 

was country dependent in the meta-regression method. The results showed that the 3 most 

common methods of suicide in EMR are hanging, poisoning, and self-immolation (43).  
The study performed in Hamedan province in 2008 and 2009. A number of 5414 

suicide attempts had occurred (with 8.4% deaths) including 2753 women (with 3.4% 

death) and 2660 men (with 13.7% death). Majority of the suicide attempts and completed 

suicides occurred among adults aged 20-29 years. About 6.7% of the cases who attempted 

for suicide and 14.2% of the cases who died from suicide had a previous history of suicide 

attempt. Familial problems (49.7%) and psychiatric disorders (31.6%) were among the 

most common reasons of suicide attempt. Using drugs (74.0%) were the most common 

method of attempting suicide while hanging (83.6%), burning (74.2%), and gunshot 

(52.4%) were the most common leading causes of complete suicide. Adjusted odds ratio 

estimate of completed suicide in males against females was 2.27 (95% CI: 1.63, 3.14). 

The odds of completed suicide increased 1.43 (95% CI: 1.30, 1.57) fold per 10 years of 

age (44).  

 

Figure 7 shows the trend of the used means of suicide in Ilam province.  
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Figure 7. Trend of prevalent means of suicide in Ilam province 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3) SUICIDE PREVENTION PROGRAMS 
Integration into PHC 

To describe and evaluate the feasibility of the integrating of suicide prevention 

program into Primary Health Care and to evaluate whether such system can improve 

screening and identification of depressive disorder, reduce number of suicide attempters, 

and lower rate of suicide completion, this research study has been performed. The 

outcome variables were the number of suicides committed, the number of documented 

suicide attempts, and the number of identified depressed cases. Results showed identified 

a higher prevalence of depressive disorders in the intervention versus the control site, 

reduction in the rate of suicide completion in the intervention region and higher 

prevalence of suicide attempts in both the intervention and the control sites. The rate of 

suicide completion in the intervention region was reduced from 12.5 persons per 100,000 

in 2007 to 6.3 in 2008, close to the average rate in the entire country (table 11). The 

literacy level and residential area were the most significant risk factors for suicide yielded 

by logistic regression analysis (table 12). 

 
Table 11. The frequency and ratio of suicide behaviors per 100,000 of population 

City Frequency Attempted 

suicide 

Ratio/per 

100,000 

population 

Committed 

suicide   

Ratio/per 

100,000 

population 

Khorramabad Number 1060 203 33 6.3 

% 96.7 2.3 

Koohdasht Number 233 110 40 18.9 

% 85.3 14.7 

 
Table 12. The logistic regression analysis to evaluate the risk factors for committing suicide 
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 Model 1 

OR (CI) 

Model 2 

OR (CI) 

Model 3 

OR (CI) 

Model 4 

OR (CI) 

Model 5 

OR (CI) 

Gender 

(female versus 

male) 

 

1.9 (1.17-

3.19) 

1.6 (0.9-2.7) 1.5 (0.8-2.5) 1.6 (0.9-2.9) 1.03 (0.5-2.2) 

Literacy (low 

versus high 

level) 

 

 3.3 (1.9-5.8) 3.3 (1.9-5.9) 3.2 (1.8-5.8) 2.7 (1.26-

5.66) 

Marital status 

(single versus 

married) 

 

  0.7 (0.4-1.3) 0.9 (0.5-1.7) 0.8 (0.34-

2.02) 

Age (lower 

versus higher) 

 

   1.01 (0.98-

1.04) 

0.99 (0.96-

1.03) 

Place of living 

(rural versus 

urban) 

    71.6 (34.5-

148.7) 

 

The control region, however, experienced smaller reductions, from 19.3 persons per 

100,000 in 2007 to 18.9 in 2008. Our results show that increasing capacity for PHCs to 

actively engage in the screening and identification of at risk individuals through 

integrated care was not fully feasible and effective. With respect to capacity training and 

engagement of health personnel in the intervention field, our integrated model was 

successful. However, our model was less effective at level I care, which involved 

screening the whole population for depression by trained Behvarzes. This was due mainly 

to time constraints and Behvarzes’ heavy workload(45). 

 

 

However, some impediments against the feasibility of the plan are as follows: 

1. Work load of Behvarzes  

2. Changing GPs frequently in PHCs, 

3. Not receiving regular supervision by the specialist 

4. Registration system needs to be addressed for further revision  

5. From the referrals only 35% visited the GPs. This means that the majority of 

the identified cases refused to seek the medical remedy or visited private 

physicians or specialist out of PHC network. 

6. Lack of availability of the necessary psychotherapeutic medicine, such as 

fluoxetine.  

7. Facing with crowded outpatient services in PHC network.  

8. The low rate of identifying suspected cases to depressive disorder. The 

screening tool was able to identify only 33 to 44 per 1000 by Behvarzes. 

Although it was close to 0.07 to 0.2 percent reports of different studies carried 

out in Iran. 

 

The next correspondence study has been conducted in 2009. The rate of suicide 

decreased in one site of intervention (NHAVAND) and conversely it increased in the 

other site (Savojbolagh) (table 13). For this incongruity the following could be 

speculated:  
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1. the treatment facilities such as working full time psychiatrist, available psychiatric 

bed and ECT service, in case of emergency, were not available in Savojbolagh.  

2. the activity of SPCO was more satisfactory in Nahavand, showing that 80% of 

referrals were participating in consultation sessions compared to 36%in 

Savojbolagh.  

3. the 52% screening rate in Nahavand was much higher than 21% in 

Savojbolagh(46). 
 

Table 13. The rate of attempt and committing suicide in the years before and after 

intervention period/per 100000 population 
Year Nahavand Savojbolagh 

 Attempt Death Attempt Death 

2009 568 16 310 4 

2010 655 9 389 8 

2011 600 7 326 6 

2012 - - 436 10 

 

4) NATIONAL SUICIDE PROGRAM 
Introduction 

Directed by the Dr. Razzaghi, prevention deputy of welfare organization in 1975, the 

first suicide prevention program has been performed in Ilam by welfare organization. The 

results showed a reduction in the number of suicide. The rate of suicide was 2 in 1989, 

23 in 1991, 63 in 1993 per 100’000 residents. The trend of suicide was 106, 58, 47, 76, 

83, and 75 in the period of 6 years from 1994 to 1999. The mentioned program, planned 

in 1995, executed in 1996 and evaluated in 1997.  

 

 

In this program the interventions were: 

1. To educate the health workers, the families, the school personnel 

2. Establish the health services  

3. To expand sport courts and park. The park of Chogha Sabz (green hill) was 

created in Ilam 

4. Providing job vacancies  

5. And equipped the registration systems.  

Inter-collaboration was implemented in this program. However, the intervention was 

not described precisely and the methodology was not enough clear to be generalized.  

In the line of providing and implementing the national program of suicide prevention, 

the mental health office of ministry of health, directed by Dr. Taghi Yasamy, decided to 

perform a pilot study, which has been speculated by the late Dr. Shahmohammdi, the 

former director of Mental Health Bureau, to integrate the program into PHC based on 

identifying and treatment of the depressed individuals in 1999. This study performed in 

four regions of Kashan, Ilam, Kermanshah and Tehran. In spite of positive results from 

three out of four regions (table 14), however the process of intervention and the 

effectiveness was not convincing enough to encourage the officials of mental health to 

recognize it as an effective national program.  

In spite having methodology, however lack of regular report, not evaluating the 

intermediate results such as depression and case identifying, not evaluating the 

knowledge of health workers, the results were not convincing the policy makers to 
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generalize this strategy nationwide.  

 
Table 14. Comparing the suicide rate/100’000 population in four region of study 

 

 

 

 

 

 

 

The same research subject with design of field trial with control group (Lorestan 

province) and Hamedan province has been designed and performed in two western 

provinces of Iran, in 2007 and 2009. 

The overall goal of the current studies was to describe and evaluate the feasibility of 

integrating a suicide prevention program into Primary Health Care (PHC) services. The 

aims were to (1) increase the accurate identification of cases with major depression at the 

intervention sites compared to the control site, (2) document differences in reduced rates 

of suicide and (3) increase the knowledge of health workers in different levels, (4) provide 

educational documents for different levels of health workers, (5) improve the referral 

system in PHC, (6) screening the general population for depressive disorder and 

individuals at risk of suicide (45)(46).  

  

Regions/ 

year 

Kashan Savojbolagh Ilam West 

Islamabad 

Total 

1991 5.1 3.2 10.2

  

22.1 9.3 

2001 2.5 2.2 6.4 21.4 7.3 

2002 2.1 1.8 11.6 17.1 7.1 

2003 1.1 1.7 13.7 12.4 6 
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Execution. The detail of execution has been mentioned in the above reference 

Provided educational materials: 

 general practitioner 

 for health workers 

 for Behvarz  

 for medias 

 20 brochures for public awareness  

 for school officials 

 for the families 

 

Some experiences. 

The trend of suicide and suicide attempt was evaluated during four years from 2010-

2014 during which 17342 suicide and suicide attempts were registered in Shiraz province, 

included 27 cities under coverage of the medical university. The results showed a 

significant difference in study period (figure 8 & 9)(47) 
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The year of 2010 was the first year of implementing the national prevention program. 

This variation of the trend shows a continuous supervision of the implementation of the 

program. 

 

5) Stakeholders Analysis of suicide prevention program 
Definition: Beneficiaries are a group, individual or people who have direct or indirect 

benefits in a specific activity (in the health domain usually a much larger group, in 

addition to the direct managers of the health domain, are also considered as beneficiaries). 

Analysis of the beneficiaries is in fact analysis of the benefits and relative power and 

influence of different beneficiaries involved in a project. This analysis results in 

development of effective strategies for supporting, paving the way and implementing the 

project. 

Primary beneficiaries: They are groups, organizations or individuals that are affected 

by the implementation of the program more than others (either positive or negative) (table 

15). In suicide prevention program the Ministry of Health subgroups and people at risk 

are the main and primary beneficiaries. Primary beneficiaries of this program seem to be 

the Ministry of Health and Medical Education (Office of mental and social health and 

addiction and the emergency unit), national medical universities, health care networks, 

psychiatrists, psychologists (public and private sector) and also general practitioners in 

private offices, clinics, public and private hospitals. 

In medical universities at the committee level of health deputies (mental health group 

and management of non-communicable diseases and also the unit of control and 

prevention of disasters) and at the treatment level (emergency management unit at the 

university level) and also health care networks in small cities are among the units 

affecting the implementation of program. 

Furthermore, the role of educational deputy of the Ministry of Health in this regard 

cannot be ignored. This deputy plays an executive, leading and supportive role in 

initiation of interventional educational programs on suicide prevention in periodic 

curricula of general practitioners, emergency technicians and nurses.  

Secondary beneficiaries: They include groups that play an intermediate role in 

facilitating the process. In this project, we can name key persons like the clergy men and 

organizations such as the Broadcasting Organization that can be helpful in propagating 

the suicide prevention messages and elimination of stigma. Other organizations include 

the Forensic Medicine Organization, the Agriculture Organization that can implement the 

household instructions regarding the distribution of plant pesticides, Ministry of 

Education and Training that can provide students and teachers with primary educational 

programs regarding suicide prevention and Fire Fighting Organization affiliated to the 

Municipality in each city which, in some cases of suicide, is among the first groups 

involved and can receive necessary trainings in this respect. Also, the health clinics in the 

army can also be a beneficiary of this program considering the cases of suicide in 

caserns/garrisons.  
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Table 15: Stakeholders and their responsibilities 
Num. Stakeholder Responsibility 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ministry of 

Health and 

Medical 

Education 

 

 

 

 

Deputy of Health 

(in the Ministry 

of Health and 

medical 

universities) 

Mental 

Health Unit 

Compiling educational programs for 

different target groups and at various 

levels of prevention (primary, secondary, 

and tertiary), preparing appropriate 

instructions to provide referral and follow 

up services, establishment of the program 

in the primary care system, designing and 

implementation of suicide registry system 

in the country, preparing instructions 

regarding how to reflect and report suicide 

news in the media 

Development 

Unit 

Assist the establishment of system in the 

primary health care system and the family 

physician program, estimate the budget 

 

Deputy of 

Treatment (in the 

Ministry of 

Health and 

medical 

universities) 

Supervision 

and 

accreditation 

unit 

Supervising the implementation of 

standard instructions regarding registry 

and reporting of suicidal behavior data, 

providing standard services for such 

patients, ensure adequate response of 

hospitals to the health and treatment 

networks 

Emergency 

Unit 

Preparing educational instructions and 

holding educational workshops for 

emergency care personnel and proper 

reporting 

 

 

 

 

Health and 

Treatment 

Networks in 

cities 

Mental 

Health Units 

Participation in continuing education 

programs, supervising program 

implementation, educating health 

personnel (physicians and health care 

workers), supervision of data registry 

Emergency 

Unit 

Offering services at the right time to 

suicide attempters, proper registry and 

reporting 

Hospitals, 

clinics and 

offices 

Offering services at the right time to 

suicide attempters, proper registry and 

reporting 

Urban and 

Rural 

medical 

centers 

Participation in continuing education 

programs, offering adequate services to 

suicide attempters, proper registry and 

reporting, introducing the high risk groups 

to the public 

 

 

 

 

 

 

 

2 

 

 

 

 

 

 

 

Ministry of 

Interior 

 

Social Deputy 

Supporting the implementation of the 

program in the country 

 

 

 

 

Police force 

Supporting the implementation of the 

program, educating the personnel about 

proper encounter at the suicide scene and 

appropriate interaction with the families 

and suicide attempters in the hospital, 

proper registry 

 

Governor general and governor 

Establishment of a professional 

workgroup to seek help and support of the 

program beneficiaries in the province and 

small cities 

Municipalities (Fire Fighting, 

Social Deputy) 

Education of personnel and volunteers 

regarding encounter with someone who 
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Num. Stakeholder Responsibility 

wants to commit suicide or has attempted 

it, proper registry and reporting 

Creating an opportunity for public 

education 

 

3 

Ministry of Agriculture (committee and 

environmental units) 

Preparing instructions on how to properly 

use plant pesticides, their inaccessibility 

and reducing their toxicity in each volume 

unit 

 

4 

Ministry of Education and Training (committee 

and environmental units) 

Education of students and teachers about  

the suicide prevention program, reducing 

the stigma of mental disorders and 

detection of at risk individuals 

 

5 

Ministry of Culture and Islamic Guidance 

(committee units) 

Passing a law on proper reporting of 

suicide cases in newspapers and 

magazines 

 

6 

Welfare Organization (committee and 

environmental units) 

Training the personnel, offering proper 

services to suicide attempters, detection of 

at risk individuals 

 

 

 

7 

 

 

Broadcasting Organization 

Public education in order to decrease the 

stigma of mental disorders, encouraging 

the public to receive psychological 

services if required, familiarity with the 

suicide attempt risk factors, reporting 

suicide news according to the instructions 

provided by the Ministry of Health 

8 Forensic Medicine Organization Accurate registry and reporting of suicide 

cases 

 

 

9 

Non-

Governmental 

Organizations 

 

Association of Psychiatrists 

Supporting the implementation of 

program, holding continuing education 

courses for the psychiatrists and general 

practitioners, compiling an educational 

curriculum 

   

 

Association of Psychologists 

Supporting the program implementation, 

holding continuing education courses for 

the psychologists, compiling educational 

curricula for psychologists 

Other NGOs especially related to 

at risk groups 

Detection of at-risk groups, participation 

in the program implementation 

 

10 

Ministry of 

Science, 

Research and 

Technology 

Educational and student deputies Revising the educational curriculum of 

psychologists, holding educational 

programs for students in the university or 

dormitories. 

 

11 

 

Military 

Forces 

 

Clinic 

Instruction on holding educational 

programs, detection of at risk individuals 

 

In spite of the interference between some strategies and activities, classification of 

beneficiaries in the following matrix (figure 10) framework was done based on their 

degree of influence and impact. 

Influential group with high power and high benefits: This group comprises those who 

should be completely involved and utmost effort must be taken to satisfy them  

Influential group with high power and small benefits: They have to be satisfied enough 

to remain in the program but not so much that repeated requests and messages make them 

tired. 
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Low power group with high benefits: They have to be kept adequately informed and 

have to be convinced that their stay in the program Has not cause any harm to them and 

can be beneficial. It would be helpful if they remain in the program. 

Low power group with low benefits: They are contacted whenever necessary. 

 

 
Figure 10. The matrix of stakeholder analysis according to the benefit and power 

 

 

 

 
Influential group with high power 

and high benefits: 

1. Ministry of Health (Mental 

Health Unit, Emergency Unit),  

2. Mental Health Networks (Mental 

Health Units),  

3. Health and Treatment deputies,  

4. private and public hospitals and 

medical centers,  

5. Welfare Organization,  

6. Ministry of Education and 

Training,  

7. Ministry of Science, Research 

and Technology 

 

Influential group with high power 

and low benefits:  

1. Ministry of Interior (Iran),  

2. Police force,  

3. Broadcasting Organization,  

4. Firefighting organization,  

5. municipalities,  

6. governors’ offices,  

7. Office of Supervision and 

Accreditation of Treatment 

affiliated to the Treatment Deputy, 

Development Unit,  

8. Key persons (clergymen, etc.),  

9. Ministry of Agriculture,  

10. Ministry of Health (Food and 

Drug Organization) 

11. Insurance companies 

Low power group with high 

benefits: 

1. At risk groups,  

2. families of these groups,  

3. general population,  

4. clinic of the army forces 

Low power group with low benefits: 

1. Municipality (Social Deputy),  

2. Ministry of Agriculture (plant 

pests unit),  

3. Ministry of Health (Food and 

Drug Organization) 
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6) THE NATIONAL SUICIDE PREVENTION PROGRAM 
General Objective: 

Reduction of suicidal behaviors in populations covered by the primary health care 

systems 

 

Specific Objectives: 

01. Enhancing the knowledge of health care personnel about the management, care and 

follow up of suicidal behaviors 

02. Enhancing the knowledge of health liaisons about how to encounter with suicidal 

behaviors 

03. Enhancing the knowledge of school principals, teachers and counselors about suicide 

and its management 

04. Enhancing the public knowledge and creating a proper attitude towards the suicide 

phenomenon 

05. Improving the suicidal behavior data registry system (including demographic and 

familial data, risk factors, protective factors, etc.) 

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

phone lines 

07. Improving the media reporting of suicide (inter-sector cooperation with the 

Broadcasting Organization and the press) 

08. Establishment of a supervision system for program implementation from the level of 

Ministry of Health to Health Houses 

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

 

Target Groups: 

- General population 

- At risk groups 

01. Students 

02. Married housewives in the age range of 15-30 yrs. 

03. College/University students 

04. Children of divorce, unattended children or children of drug addicts or 

unemployed parents 

05. Unattended women 

06. Patients with hard to treat diseases 

07. Marginalized people or immigrants 

08. Retirees 

- High risk groups 

01. Depressed patients 

02. Patients with other psychiatric disorders 

03. Family history of suicide 

04. Suicidal thoughts 

05. Suicide attempters 

06. Patients with substance abuse and alcohol 

- Gatekeepers 

01. Policy makers 

02. Managers 

03. Clergymen 

04. School counselors 
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- Health care personnel 

01. Health liaisons  

02. Social worker 

03. Mental health worker 

04. Mental health technician 

05. General practitioner 

06. Psychiatrist 

 

Strategies 

1- Servicing strategies 

Inclusion of suicide prevention program in the primary health care system 

Reinforcing the referral system by training the staff and gatekeepers  

Reinforcing the support and treatment services offered to suicide attempters at different 

levels from health liaisons to psychiatrists 

Providing counseling services through the crisis phone lines in the community  

2- Executive strategies 

Assigning the person in charge at the national and province level 

Establishment of a national multi-sector group (Ministry of Health, Broadcasting 

Organization, Ministry of Education and Training, The Welfare Organization, The 

Ministry of Interior Affairs) 

Establishment of a multi-sector group at the province level (or University of Medical 

Sciences) 

Establishment of a multi-sector group at the city level 

3- Educational strategies 

Public education through brochures, pamphlets and mass media (radio, television 

stations, and local press) on how to cope with daily stresses and enhancing life skills  

Preparing educational literature for health care personnel at different levels (social 

workers, health liaisons, mental health worker, mental health technician, general 

practitioner), hospital emergency room personnel, poisoning ward staff and school 

counselors 

Holding educational workshops for health care personnel at different levels and school 

counselors  

Preparing educational literature for influential family members and gatekeepers in the 

community 

Preparing instructions for the media 

4- Therapeutic strategies 

Detection of individuals at risk of suicide and suicide survivors 

In-time referral of at risk subjects and suicide survivors based on different levels of care 

services 

Providing counseling services, outpatient or inpatient pharmaceutical treatment 

Follow up of counseling and therapeutic services in suicide attempters after their 

discharge 

5- Research strategies 

Epidemiologic evaluation of national suicide status  

Etiologic study of suicide in Iran 

Evaluation of incidence and etiology of suicide especially in case of increase in regional 

statistics of suicide 

Conduction of interventional research and evaluation of the effects of each intervention 



28 
 

in order to decrease the incidence of suicide  

Evaluation of knowledge and attitude of health care personnel 

Evaluation of knowledge and attitude of the public towards suicide  

 

Objectives and Strategies of National Suicide Prevention Program 

Objective 1: Enhancing the knowledge of health care workers about the 

management, care and follow up of suicidal behaviors 

 

Strategy 1: Educating health care workers 

Target group: Health care personnel including social workers, mental health workers, 

mental health technicians, general practitioners and emergency room personnel 

Activities:  

O1-S1-A1:  

 Preparing educational literature for health care personnel regarding suicide prevention 

(about recognizing the causes and social stressors related to suicide such as romantic 

relationships, family conflicts, social incompatibility, failing in exams and other 

familial stresses, how to confront suicide, primary measures, prompt detection of 

suicide-related risk factors in attempters,  

 improving listening skills, improving primary counseling and referral skills,  

 and care and follow up of the attempters and their family members after the suicide 

attempt at each level of service) by the professional team 

O1-S1-A2:  

 Holding workshops for health care personnel on suicide prevention (about 

recognizing the causes and social stressors related to suicide such as romantic 

relationships, family conflicts, social incompatibility, failing in exams and other 

familial stresses, how to confront suicide, primary measures, prompt detection of 

suicide-related risk factors in attempters, improving listening skills, improving 

primary counseling and referral skills, and care and follow up of the attempters and 

their family after the suicide attempt for each level of service) by the professional 

team (these trainings are carried out as cascade training by a team comprising of a 

psychiatrist, clinical psychologist, trained general practitioner, and trained health care 

personnel in medical universities). 

O1-S1-A3:  

 Inter-sector cooperation and coordination with the Welfare Organization to educate 

their personnel on detection of signs and symptoms of suicidal behaviors and 

management of detected cases according to the offered trainings (this training is 

carried out by the medical universities). 

 

Objective 2: Enhancing the knowledge of health liaisons on how to confront with 

suicidal behaviors 

 

Strategy 1: Educating health liaisons 

Target group: Health liaisons 

 

Activities: 

O2-S1-A1: Preparing educational literature for health liaisons on suicide prevention 

by the professional team comprising of a psychiatrist and a clinical psychologist 

O2-S1-A2: Holding educational workshops for health liaisons on detection of high 
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risk behaviors, how to confront attempters, their referral, follow up and care by the mental 

health workers and social workers following coordination with the district Health Center  

O2-S1-A3: Cooperation and coordination with NGOs to seek cooperation with health 

liaisons 

 

Objective 3: Enhancing the knowledge of school managers, teachers and counselors 

about suicide and its management(Implementation of this objective requires the 

cooperation of the Ministry of Education and Training and has been discussed in 

detail under “inter-sector cooperation”) 

 

Strategy 1: Educating school managers, teachers and counselors 

Target group: School managers, teachers and counselors 

Activities:  

O3-S1-A1: Cooperation and coordination with the Ministry of Education and Training 

for conduction of school-related educational activities by the District Health Center and 

seek their cooperation for implementation of suicide prevention activities 

O3-S1-A2: Preparing educational literature for middle school and high school 

managers, teachers and counselors by the professional team comprising of a psychiatrist 

and a clinical psychologist from the District Health Center 

O3-S1-A3: Holding educational workshops for middle school and high school 

managers, teachers and counselors on detection of high risk and at-risk individuals, 

underlying causes of suicide, how to confront with suicide attempters, follow up after the 

attempt, educating family members of suicide attempters and methods to enhance life 

skills by the professional team comprising of a psychiatrist and a clinical psychologist 

from the District Health Center 

 

Objective 4: Enhancing the knowledge, and creating a proper attitude towards 

suicide 

Strategy 1: Educating the general population covered by the primary health care 

services  

Target group: General population covered by the primary health care services 

 

Activities:  

O4-S1-A1: Preparing brochures, pamphlets and CDs on the suicide facts, risk factors 

and preventive approaches in the community and general population to be available in 

the health care systems by the professional team comprising of a psychiatrist and a clinical 

psychologist 

O4-S1-A2: Distribution of brochures and pamphlets among the population covered by 

the Health Houses and urban and rural health centers by the social workers and health 

liaisons 

O4-S1-A3: Coordination with the Municipality for holding regional conferences by 

the District Health Center 

O4-S1-A4: Coordination with the media for holding regional congresses and offering 

educational programs with the cooperation of medical universities of the province and 

District Health Center 

O4-S1-A5: Holding workshops and regional congresses on enhancing life skills, how 

to cope with stress, recognition of risk factors, and protective factors by the professional 

team comprising of a psychiatrist and a clinical psychologist from the province and 



30 
 

District Health Center (responsibility of the Municipalities) 

O4-S1-A6: Broadcasting educational programs by the media on suicide facts, risk 

factors, how to confront daily life problems and preventive approaches at the community 

level and general population accessible in health care systems (responsibility of the 

media) 

O4-S1-A7: Coordination with the Welfare Organization and Ministry of Education 

and Training to implement educational programs either individually or in groups, 

preparation and distribution of books, CDs, brochures and pamphlets to educate the 

covered population 

 

Strategy 2: Educating at risk and high risk groups 

Target group: Adolescents, the youth, women, previous suicide attempters and 

depressed patients 

Activities: 

O4-S2-A1: Preparing educational literature, CDs, brochures, and pamphlets for 

middle school and high school students (on underlying causes of suicide, how to cope 

with life problems, methods to enhance life skills, decreasing domestic, individual, 

educational and social violence, and introducing the sources of support in the community 

at the time of crisis) by the professional team comprising of a psychiatrist and a clinical 

psychologist 

O4-S2-A2: Holding educational courses for middle and high school students (on 

underlying causes of suicide, how to cope with life problems, methods to enhance life 

skills, decreasing domestic, individual, educational and social violence, and introducing 

the sources of support in the community at the time of crisis) by the professional team 

comprising of a psychiatrist and a clinical psychologist 

O4-S2-A3: Coordination with the district’s ministry of education and training to 

improve the student-teacher and student-parent relationships, conduction of pre-test and 

post-test counseling, and counseling to reduce violence in the household and school  

O4-S2-A4: Implementation of educational programs for women through lectures and 

showing educational movies in cultural centers at different occasions like the Mental 

Health Week (on underlying causes of suicide, how to cope with life problems, methods 

to enhance life skills, decreasing domestic, individual, educational and social violence, 

and introducing the sources of support in the community at the time of crisis) by the 

professional team comprising of a psychiatrist and a clinical psychologist 

O4-S2-A6: Inter-sector coordination and holding sessions with the Welfare 

Organization, Office of Women’s Affairs in the Ministry of Health and the media for 

conduction of educational programs specifically designed for women, creating 

economical safety for women, preventing forced marriage and reducing violence against 

women, reinforcement of women and the youth’s ability to confront stress and inter-

generational conflicts and introducing suicide prevention approaches in all programs 

regarding women and the youth’s health improvement 

 

Responsibilities at different levels of health system according to the educational 

strategies for suicide  

Health House 

Responsibilities of social workers: 

1. Distribution of brochures and pamphlets regarding suicide prevention program 

2. Detection and education of individuals at risk of suicide 
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3. Educating suicide attempters with unsuccessful suicides  

4. Educating family members of suicide attempters 

5. Holding educational sessions for all individuals presenting to the Health House 

 

Responsibilities of the health liaisons 

1. Distribution of brochures and pamphlets regarding suicide prevention program 

2. Detection and education of individuals at risk of suicide 

3. Detecting and educating suicide attempters with unsuccessful suicides  

4. Detecting and educating family members of suicide attempters Rural health center 

 

Responsibilities of general practitioners and mental health technicians 

1. Detection and education of individuals at risk of suicide 

2. Detecting and educating family members of suicide attempters 

3. Detecting and educating suicide attempters with unsuccessful suicides  

4. Urban health center 

 

Responsibilities of general practitioners and mental health technicians 

1. Detection and education of individuals at risk of suicide 

2. Detecting and educating family members of suicide attempters 

3. Detecting and educating suicide attempters with unsuccessful suicides  

 

District Health Center 

1. Assisting in preparation and distribution of brochures and pamphlets for public 

education 

2. Assisting in holding regional gatherings, at least one gathering every 3 months with 

the aim of teaching ways on how to confront stress and life skills at different 

occasions 

 

Provincial Health Center 

1. Management and necessary coordination at the city level to implement educational 

programs by the mental health technician at the province level 

2. Preparing educational literature, brochures and pamphlets with the cooperation of 

respective technicians in medical universities 

 

Mental Health Office of the Ministry of Health  

1. Management of preparation and distribution of necessary educational literature 

2. Supporting the implementation of regional gatherings 

 

Objective 5: Improving the suicidal behavior data registry system 

Target groups:  

1. Health care personnel including social workers, mental health workers, mental health 

technicians, general practitioners, and health liaisons  

2. Hospital emergency room and poisoning ward personnel 

3. Personnel of legal medicine organization  
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Strategy 1: Collection of accurate statistics regarding suicide attempts and deaths 

due to suicide in primary health care centers 

Target groups:  

1. Health care personnel including social workers, mental health workers, mental health 

technicians and general practitioners  

2. Health liaisons  

 

Activities: 

O5-S1-A1: Designing similar forms for registry of suicide attempts and deaths due to 

suicide in primary health care systems  

O5-S1-A2: Holding educational sessions for the target groups on how to fill out the 

forms by the professional team comprising of a psychiatrist and a psychologist from the 

provincial health center (Medical University) and the city 

O5-S1-A3: Distribution of specific forms for registry of suicide attempts and deaths 

due to suicide in primary health care centers 

O5-S1-A4: Registry of suicide attempts and related morbidity and mortality according 

to the national protocol 

O5-S1-A5: Reporting monthly suicide statistics to the District Health Center, 

Provincial Health Center (Medical University) and Mental Health Office of the Ministry 

of Health  

O5-S1-A6: Establishment and implementation of suicide registry system by the 

Mental Health Office of the Ministry of Health and its distribution in medical universities 

all over the country 

 

Strategy 2: Collection of statistics on suicide attempts and deaths due to suicide in 

clinics, hospitals and poisoning wards 

Target group: Personnel of clinics, hospitals and poisoning ward staff 

 

Activities: 

O5-S2-A1: Designing specific forms for registry of suicide attempts and deaths due to 

suicide in clinics, hospitals and poisoning wards 

O5-S2-A2: Holding educational courses for target groups on how to fill out the forms 

by the professional team comprising of a psychiatrist and a psychologist from the 

Provincial Health Center (Medical University) and District Health Center 

O5-S2-A3: Distribution of specific forms for registry of suicide attempts and deaths 

due to suicide in clinics, hospitals and poisoning wards 

O5-S2-A4: Registry of suicide attempts and death due to suicide according to the 

national protocols 

O5-S2-A5: Reporting suicide statistics to the District Health Center (and then 

reporting the statistics to higher levels) 

 

Strategy 3: Participation of legal medicine organization (inter-sector cooperation 

with legal medicine organization) 

Target group: Legal medicine organization personnel  

 

Activities:  

O5-S3-A1: Signing an agreement with the legal medicine organization on reporting 

suicidal behavior statistics in standardized national forms (related to inter-sector 
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cooperation) 

O5-S3-A2: Holding educational courses for target groups on how to fill out the forms 

by the professional team comprising of a psychiatrist and a psychologist from the 

Provincial Health Center (Medical University) and District Health Center 

O5-S3-A3: Registry of suicide attempts and deaths due to suicide according to the 

national protocols 

O5-S3-A4: Reporting monthly suicide statistics to the District Health Center, 

Provincial Health Center (Medical University) and Mental Health Office of the Ministry 

of Health 

 

Responsibilities at the various levels of health care services in suicide prevention 

program to achieve strategies for improving the suicidal behavior data registry 

system 

Health House: 

1. Accurate registry of suicidal behavior data in respective forms 

2. Monthly reports to rural health centers 

3. Confidentiality of information 

Responsibilities of health liaisons: 

Detection and report of suicide attempters and deaths due to suicide to health centers 

in order to fill out the related forms and follow up of cases according to the available 

protocols  

 

Rural health center: 

Responsibilities of general practitioners and mental health technicians: 

1. Accurate registry of suicidal behavior data in respective forms 

2. Monthly reports to District Health Center 

3. Confidentiality of information 

 

Urban health center:  

Responsibilities of general practitioners and other health care personnel: 

1. Accurate registry of suicidal behavior data in respective forms 

2. Monthly reports to District Health Center 

3. Confidentiality of information 

 

Clinics, hospitals and poisoning wards: 

Responsibilities of the personnel of clinics, hospitals, poisoning wards and emergency 

rooms: 

1. Accurate registry of suicidal behavior data in respective forms 

2. Monthly reports to District Health Center 

3. Confidentiality of information 

 

District Health Center: 

Collecting data from the health centers affiliated to the District Health Center and 

sending monthly reports to the Provincial Health Center (Medical University) by the 

mental health technician in charge in the District Health Center 

Provincial Health Center (Medical University): 

Collecting data from the health centers affiliated to the District Health Center and 

sending monthly reports to the Provincial Health Center (Medical University) by the 
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mental health technician in charge in the District Health Center 

 

Mental Health Office of the Ministry of Health 

1. Continuous supervision on the quality of data collection from province capitals 

(medical universities) by the technician in charge in the Mental Health Office 

2. Data extraction and their interpretation and analysis by the technician in charge 

 

Objective 6: Providing suicide prevention services in health centers and crisis 

intervention phone lines 

Strategy 1: Detection of at risk and high risk individuals in medical centers 

Target group: Individuals at risk or with high risk of suicide 

 

Activities: 

O6-S1-A1: Detection of at risk and high risk individuals according to the trainings 

received by the health care personnel 

O6-S1-A2: Take primary actions for individuals with suicidal thoughts, suicide 

attempters and their families according to the educational literature and tasks designated 

for each level of service.  

 

Strategy 2: Activating the referral system in suicide prevention program 

Target group: Health care personnel including social workers, mental health 

technicians, general practitioners, hospital’s emergency room personnel, poisoning ward 

staff and health liaisons 

 

Activities: 

O6-S2-A1: Referral of at risk and high risk individuals to higher levels of service and 

receiving feedback 

O6-S2-A2: Active follows up of the referred cases according to the feedback from 

each level of service 

O5-S2-A3: Inter-sector coordination with the Welfare Organization, schools, and 

addiction and substance abuse treatment centers for suggesting rehabilitation and 

counseling centers to patients for suicidal behavior management, implementing a referral 

and follow up service in these organizations and institutes and follow up on the feedback 

 

Strategy 3: Cooperation with the crisis intervention phone lines (such as the 123 

social emergency line)(inter-sector cooperation with the Welfare Organization) 

Target group: Personnel of the crisis intervention phone line service 

 

Activities: 

O6-S3-A1: Signing an agreement with the Welfare Organization to provide crisis 

intervention and phone counseling services to those calling these lines 

O6-S3-A2: Preparing educational literature and programs regarding the control of 

suicidal behaviors for the personnel working in the crisis intervention phone line services 

(joint cooperation with the Welfare Organization) 

O6-S3-A3: Holding educational courses on how to offer phone counseling to subjects 

with suicidal thoughts, suicide attempters and their families according to the educational 

literature and tasks designated for each level of service (joint cooperation with the 

Welfare Organization) 
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O6-S3-A4: Offering phone counseling services in emergency cases by trained 

personnel 

 

Responsibilities designated for different levels of PHC in suicide prevention 

program regarding strategies for offering suicide prevention services 

Health House 

Social workers’ responsibilities and tasks:  

1. Detection of at risk and high risk individuals for suicide according to the related 

educational literature 

2. Referring at risk or high risk individuals to the health care center physician according 

to the related educational literature 

3. Follow up of the referred cases according to the respective protocol after returning 

from the referral 

4. Follow up and checking on the families of suicide attempters according to the related 

educational literature 

Responsibilities and tasks of health liaisons: 

1. Detection of high risk individuals for suicide according to the related educational 

literature 

2. Referring at risk or high risk individuals to the health care center physician according 

to the related educational literature 

3. Follow up of the referred cases according to the respective protocol after returning 

from the referral 

4. Follow up and checking on the families of suicide attempters according to the related 

educational literature 

 

Urban and rural health centers: 

Responsibilities and tasks of the mental health technician: 

1. Detection of high risk individuals for suicide (depressed patients, individuals with 

other psychological disorders, previous attempters, family history of suicide and 

subjects with suicidal thoughts) according to the related educational literature 

2. Referral of subjects with suicidal thoughts and suicide attempters to the health care 

center physician according to the related educational literature 

3. Follow up of the referred cases according to the educational literature protocol 

4. Providing non-pharmaceutical treatments (individual psychotherapy, cognitive 

therapy, crisis intervention) according to the respective protocol in the educational 

literature 

 

Responsibilities and tasks of health center physician: 

1. Detection of high risk individuals for suicide according to the related educational 

literature 

2. Referral of subjects with suicidal thoughts or those with a recent suicide attempt to 

a psychiatrist according to the related educational literature 

3. Follow up of the referred cases according to the respective protocol in educational 

literature 

4. Follow up and checking on the family of suicide attempters according to the 

protocol in educational literature 

5. Follow up on the treatment of suicide attempters according to the feedback from 

the psychiatrist or trained general practitioner and non-emergency referral to a 
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psychiatrist to resume treatment 

 

Responsibilities and tasks of the psychiatrist or trained general practitioner: 

1. Detection and treatment of suicide attempters 

2. Treatment of psychiatric disorders 

3. Follow up of suicide attempters 

4. Providing feedback to the referrer (general practitioner, mental health technician, 

social worker) 

5. Referral to the mental health technician in cases requiring non-pharmaceutical 

treatments.  

 

Emergency rooms and poisoning wards: 

Responsibilities of the physicians and personnel of the emergency rooms and 

poisoning wards 

1. Admission of suicide attempters, treating patients’ physical injuries and stabilizing 

them (physical status and vital signs) 

2. Referring patients to a psychiatrist or a psychologist after stabilizing their general 

condition and before discharge from the emergency care center according to the 

related educational literature 

3. Follow up of the suicide attempters according to the related educational literature 

and the assigned physician’s opinion 

4. Introducing the available and accessible sources of support 

 

Objective 7: Improvement of suicide reporting in the mass media (inter-sector 

cooperation with the broadcasting company and the press) 

Strategy 1: Contacting the media regarding suicide reporting 

Target group: The media personnel 

 

Activities: 

O7-S1-A1: Holding informatory and educational meetings with the broadcasting 

company by the Mental Health Office of the Ministry of Health 

O7-S1-A2: Holding informatory and educational meetings with popular newspapers 

and magazines by the Mental Health Office of the Ministry of Health 

O7-S1-A3: Holding informatory and educational meetings with the local TV stations, 

popular newspapers and magazines by the medical universities all over the country 

O7-S1-A4: Compiling and providing protocols for the mass media on how to report 

suicide by the Office of Mental Health and with the cooperation of medical universities 

 

Objective 8: Establishment of a supervision system for program implementation 

from the level of Health Ministry to Health Houses 

Strategy 1: Monitoring, evaluation and assessment of the suicide prevention 

program in the health system 

 

Activities: 

O8-S1-A1: Compiling a national monitoring and evaluation protocol for the suicide 

prevention program by the Mental Health Office of the Ministry of Health 

O8-S1-A2: Establishing an executive and supervision committee for the suicide 

prevention program at the level of province (medical university) and city according to the 
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protocols and job descriptions compiled by the Office of Mental Health 

O8-S1-A4: Periodic and regular visits and technical analysis of reports to eliminate 

potential obstacles and offering solutions 

 

Objective 9: Controlling and reducing access to suicide means (toxins, oil, drugs, 

etc.) 

Strategy 1: Controlling and limiting access to oil, pesticides and drugs 

Target group: At risk and high risk individuals 

 

Activities: 

O9-S1-A1: Limiting the sales of pesticides to only those who have license to do so 

O9-S1-A2: Warning labels have to be printed on packs by the manufacturer. 

O9-S1-A3: Reducing the toxicity of pesticides by diluting them to a nonlethal 

concentration 

O9-S1-A4: Adding emetic agents to pesticides and altering their formulation in order 

to slow down their absorption if consumed 

O9-S1-A5: Public education regarding the correct use of pesticides 

O9-S1-A6: Further research on the use of other pest control methods 

O9-S1-A7: Enhancing the use of bio-pesticides 

O9-S1-A8: Limiting the sale of drugs by sending a protocol to the pharmacies 

 

Other organizations’ responsibilities and tasks regarding suicide prevention 

program strategies 

Ministry of Education and Training in middle schools and high schools: 

1. Necessary coordination with the province and District Health Center for 

implementation of educational programs for school managers, teachers, counselors 

and students 

2. Distribution of brochures, pamphlets and educational programs in schools 

3. Detection, education and referral of at risk individuals, suicide attempters and their 

family members 

 

The Welfare Organization 

1. Providing educational opportunities for the personnel of crisis intervention phone 

line services to enhance their knowledge and skills for offering services in accord 

with the protocols of suicide prevention program of the Ministry of Health 

 

The broadcasting company: 

1. Necessary coordination with the province and District Health Center for 

broadcasting educational programs about psychological disorders to enhance public 

knowledge in this regard and destigmatization of these disorders 

2. Broadcasting educational programs with the aim of suicide prevention by the help 

of specialists from the same city/province along with introducing counseling 

centers, crisis intervention lines accessible in the respective city/province and 

accessible sources of support in the community 

3. Active participation in implementation of educational courses on how to correctly 

break the suicide news in the media 

Local newspapers and magazines: 

1. Necessary coordination with the province and District Health Center for publication 
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of articles and documents on psychological disorders to enhance public knowledge 

in this respect and destigmatization of these disorders 

2. Publication of articles and documents with the aim of suicide prevention and 

introduction of counseling centers, crisis intervention phone lines accessible in the 

respective city/province and available sources of support in the community 

3. Active participation in implementation of educational courses on how to correctly 

break the suicide news in the newspapers and magazines 

 

Municipalities 

1. Cooperation in creating a good opportunity for education and training of 

adolescents, the youth, and women to enhance their knowledge about psychological 

disorders, methods to detect and treat them, destigmatization of these disorders, 

instructing life skills and improving tolerance against life difficulties 

2. Active participation in opening cultural and entertainment centers and hosting 

ceremonies for special occasions such as the Mental Health Week with professional 

help from the District Health Center 

 

District legal medicine organization (medical examiner’s office) 

Cooperation with organizations affiliated to the Ministry of Health for reporting 

suicide statistics according to the forms previously agreed on  

 

Ministry of Agriculture 

Cooperation in compiling instructions and protocols on the sale of plant pesticides in 

shops and markets, printing instructions and warning labels on packs by the manufacturer, 

reducing the toxicity of pesticides by diluting them to a nonlethal concentration, adding 

emetic agents to pesticides and altering their formulation in order to slow down their 

absorption if consumed, and gradual replacement of pesticides with bio-pesticides 
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1) State of problem 
Mortality registration system debuted in Iran 13 years ago (48). However, fundamental 

data required for suicide prevention programs are not included in this system. Mental 

health system requires a nationwide system for collecting data on suicide behaviors, 

related morbidity, geographical and temporal trends and the population at risk. Access to 

demographic information and risk factors is a basic requirement for designing suicide 

prevention interventions (49). On the other hand, to access such data, we need an accurate 

recording system which has been emphasized in the study compared the suicide statistics 

yielded from ministry of health and Iran statistics bureau of Iran (5). To obtaining such 

registration system, a study conducted across 42 universities of medical sciences in Iran 

in 2007 in which the available statistics from 2001 to 2007 were requested from the 

universities of study field from which 53000 completed suicides were reported.  

The new registry system as a pilot study conducted for three months in 2008 and the 

main study conducted in 2009, covered 83.6 percent of the country's population. A total 

number of 41,109 suicide attempts were reported from March 2009 to March 2010 which 

was equal to 65.76 suicide attempts per 100,000 people. There were 1,338 cases of 

completed suicide, which was equal to 2.14 completed suicides per 100,000 people. these 

discrepancies are mainly due to the data collection approach. some obstacle nominated in 

this study. 

1. Societal stigma of mental disorders and suicide behaviors. the most important factors 

for stigma as follow: lack of knowledge of health providers, lack of proper treatment, 

lack of empathy, communication inappropriate, not taking into account the rights of 

patients, lack of respect for the privacy of patients (50). 

2. Insurance companies are another factor inhibiting suicide registration in the health 

system.  

3. The Forensic Medicine Organization. The process of reporting suicide statistics by 

the Forensic Medicine Organization to the Ministry of Health faces some 

administrative barriers. The limited cooperation between these two organizations 

lacks structure and has not been facilitated.  

4. Private health sector. many of the suicidal cases are primarily referred to these 

centers and a significant number of these cases remain unreported by this sector (3).  

 

Currently, the 400 username and passwords are being used in districts area to input the 

registered cases. The registry is as a line registry in which every cases and its attributes is 

registered in the port which is available for the deputy of health of the university and the 

ministry of health, the Mental Health Bureau. Regarding to confidentiality, the 

accessibility to these data is finite to defined person in charge.  

 

Previous method of registration 

For the first time in 1997 few registration forms were established in one or two district 

areas to register the suicide in rural area in PHC network which have been used in four 

cities of Ilam, Savojbolagh, West Islamabad and Kashan as a pilot study in 2000. This 

program expanded to more six cities in 2006. And for the first time a well-designed study 

has been conducted to plan and establish a national web-based registration system which 

implemented nationwide in 2009  (3). 

2) New path of national registration 
The following process has been established in 2009. The related data on suicide 
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attempt an suicide is being collected from rural areas to the end point of ministry of health, 

Mental Health Bureau in which collated and collected for each areas which is covered 

each by a university of medical sciences.  
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The preface of software to register the data is showed below.  
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National meeting consists of stakeholders and experts from various levels of health 

system who were invited to participate in this meeting. This meeting was held in  October 

29, 2016 in order to review the collected data from desk review and facilitate group 

discussion. 

In this meeting, the participants evaluated the available rate of suicide from different 

parts of the country, the preventive strategies, and the weakness and strengths of the 

national suicide prevention and registration programs. 

The province of Ilam was selected by the meeting for close and direct observation 

as a first place of evaluation. This evaluation has to be set out from the Health Houses 

and ended in the Ministry of Health, the Mental Health Bureau.  

 

The national meeting on the evaluation of national suicide prevention program, 

October 29, 2016 

Time Subject  

8.30-8.35 Quran  

8.35-8.40 Opening Prof. Jafar Bolhari 

8.40-8.50 Presenting the participants 

8.50-9.00 Presenting the national suicide prevention 

Program 

Dr. Ahmad Hajebi 

9.00-9.10 Presenting the evaluation program Dr. Kazem Malakouti 

9.10-10.30 Group discussion 

10.30-10.40 Sum up the first session 

10.40-11.00 break 

11.00-11.10 Introducing the national registration 

system 

Dr. Ahmad Hajebi 

11.10-11.20 Presenting the evaluation program Dr. Kazem Malakouti 

11.20-12.30 Group discussion 

12.30-13.30 Lunch and pray 

13.30-15.00 Group discussion 

15.00-15.15 Sum up the 2nd session 

 

The representatives of the four western provinces with high rate of suicide and those 

of two other central and eastern provinces from various disciplines attended in the 

meeting. Their specialty was in different disciplines of psychiatry, epidemiology, 

psychology, legal medicine, and social medicine. Among them, in addition to academic 

position, some of them had the experiences of being the dean, the deputy of treatment, 

the deputy of education in a Medical University. Some others have already had the 

positions of director of research center, director of psychiatric hospital, director of 

psychiatric department, and dean of legal medicine. The combination of multiple 

disciplines provides a suitable opportunity for the meeting to reach important and 

applicable points on the implementation national suicide prevention and registration 

programs.  

 

The weaknesses of the two programs: 
1. Some parts of the programs are well planned on paper and it is far from being 

implemented in the fields. Those aspects of the programs which are related to 

collaborative working with other organizations were much prominent. Lack or 
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insufficient inter-sectoral collaborations is prominent in implementation of national 

suicide prevention programs. Judiciary department, ministry of Education, Radio & 

Television organization are the most important organizations to interact. Despite the 

fact that laying down such interactions smoothly is not an easy job, however the 

experiences of officials from Social Pathology Research Center of Ilam University 

working closely with the legal medicine department of showed that this is 

conceivable by putting some effort and sustainability.  

2. Scarcity of the mental health services is remarkable in urban areas in spite of new 

health promotion program. However, the rate of suicide is higher in rural areas 

compared with urban ones in some regions. 

3. Monitoring of the program was not performed regularly and effectively from both 

sides of the Ministry of Health and the Health Deputy of the universities.  

4. The referral system in PHC is not fully efficient in urban areas. However, in rural 

areas it is rather acceptable because of establishment of the network to some extent. 

GPs workload could be one of the main reasons in this regard. 

5. Deputy of Health at some universities is not serious enough to implement and 

monitor the suicide prevention and registration programs and to trace the rate of 

suicide. This case maybe applicable to deputy of research. The presented data by the 

representative of Ilam province showed that reduction of suicide rate in the period 

of seven years which was parallel to implementation of national program in this 

region. However, he was not aware of the implementation of national suicide 

prevention program in Ilam Province at the corresponding time. 

6. Lack of officials decree to ban of selling some fatal means such as “rice pill” 

(aluminum phosphide pills) by herbalists. 

7. The socio-cultural conditions of some rural areas in western borders of the country 

have to be considered seriously. Gap generation, financial problems, and local 

illegal trading bring about varieties of social conflicts which may have etiological 

roles in suicidal behaviors. 

8. There are exceptional cases who may bury the deceased ones without any official 

licenses by legal authorities. This may bring about the underestimation of suicide 

rate. However, the case may happen so rarely regarding to oversee of the police 

department and supervision of health houses and, more importantly, the necessity of 

making the birth certificate, null and void. 

9. Remarkable detach between deputy of treatment and health in each university of 

medical sciences is very influential on implementation of any programs. Most 

clinicians tend to work in treatment section for its financial incentives than health 

department.  

10. Due to stigma and insurance coverage, some attempted cases in Emergency 

Departments (EDs)are not registered as suicidal cases. 

 

Recommendations 
1. Provision of outreach services for suicidal patients. The system of registration 

provides good opportunity to follow up the victims through health system and PHC 

network. 

2. An official agreement has been ratified between the Ministry of Health and the 

Judiciary Department for mutual collaboration on suicide prevention and using the 

suicide statistics since 2013. This agreement provides a suitable background for 

further interaction. However, more negotiations between the officials of the two 
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organizations is required for further collaboration and interaction in some regions. 

3. Reduction of accessibility to fatal means of suicide is not enough to reduce the rate. 

Provision of required services and elimination of social factors such as poverty and 

unemployment are needs of such national programs 

4. Substance abuse among the men is one of the most important risk factors to attempt 

suicide 

5. One psychiatrist from department of psychiatry should be assigned as a focal point 

of suicide study and prevention at each university of medical sciences 

6. The Supreme Council of Health, under supervision of provincial governor, should 

be updated and involved in this programs 

7. The Ministry of Health, the Mental Health Bureau should involve the regional 

educational departments and research centers as important stakeholders 

8. Health System Research proposals should be promoted and supported in the 

universities 

9. Some incentives should be considered in health section to attract the specialist. 

10. Mental Health Workers should be increased in the PHC to implement the programs 

11. Collaboration among medium and low level of health system of the country should 

be supported and backed through collaboration among the high rank officials at the 

ministerial level should. 

12. The ID national code of every individual with suicide attempt has to be registered at 

Health Information System of hospital. Having national code may help to follow the 

cases with written consent and provide them with services deliberately. 

 

The participants of the meeting 
 Bolhari, Jafar. Faculty of behavioral sciences, director, Iran University of Medical 

sciences,  

 Fathi, Marjan. Psychologist, Iran scientific society for suicide prevention. 

 Ghaleiha, Ali. Department of psychiatry, Hamedan University of Medical Sciences. 

 Ghasemzadeh, Narges. Psychologist, Mental Health Bureau, ministry of health 

 Hajebi, Ahmad. Department of psychiatry, Department of psychiatry, Iran University 

of Medical Sciences, director, Mental Health Bureau, ministry of health 

 Khalilzadeh, Rahim. Department of psychiatry, Urmia University of Medical 

Sciences. 

 Mahmoudi, Ghafar Ali. Internal medicine department, Lorestan University of 

Medical Sciences. 

 Mahmoudian, Fatollah. Psychologist, psychosocial injuries research center, Ilam 

University of Medical Sciences. 

 Malakouti, Seyed Kazem. Faculty of behavioral sciences, Iran University of medical 

sciences, Iran scientific society of suicide prevention 

 MehdizadehZareAnari, Ali. Department of psychiatry, Kerman University of 

Medical Sciences. 

 MirmohammadSadeghi, Mehdi. Psychologist, welfare organization. 

 Mohtasham, Saied. Department of psychiatry, South Khorasan University of 

Medical Sciences. 

 Nojomi, Marzieh. Department of social medicine, Iran University of medical 

sciences, Iran scientific society of suicide prevention. 

 Rezaeian, Mohsen. Epidemiology department, Rafsanjan Medical sciences 
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 Saberi, Seyed Mehdi. Psychiatrist, legal medicine research center, legal medicine 

organization 

 Sobhani, Abdol-reza. Department of psychiatry, Kerman University of Medical 

Sciences. 

 Valizadeh, Reza. Department of psychiatry, Ilam University of Medical Sciences. 
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