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Executive Summary 

background 

The national suicide prevention and registration programs have been provided and 

implemented around 2010 to 2015. In this period sporadic monitoring and evaluation 

activities have been performed and followed by required feedback. However, this has 

not satisfied the Mental Health Bureau and to find out the results, achievements and 

challenges encourage the mental health officials of the Ministry of Health to evaluate 

the two programs systematically in detail.  

On the other hand, reducing the suicide rate being emphasized in the "mental health 

program for 2013 to 2020 of WHO" urged them to evaluate the implemented program 

in order to find out the barrier and scale up the two programs in the line of achieving the 

targets assigned by the who in which the state members where steered forward to 

reduce 10% of the suicide rate.  

The Methods 

Focus group discussion, deep interview and structured observation as a qualitative 

method has been chosen for rapid evaluation and assessment. For interview and 

discussion, as set of questions from different responsible officers from diverse levels of 

PHC network has been determined. Behvarzes, GPs working in rural and urban health 

centres, psychologists as mental health technician, the officers of mental health office of 

districts, the mental health officers of university, and the deputy of health of the 

university were chosen for group and individual discussion and interview. For close and 

structured observation, required tables enlisted particular questions were provided for 

diverse levels of PHC network. The assessment checklist of WHO evaluation protocol 

and the protocol of suicide prevention and registration were reviewed to provide the 

required checklists for Health House, rural/urban health centre, district health office, 

mental health office of university and mental health bureau of Ministry of Health.  

The results 

The suicide prevention and registration programs have been successfully implemented 

and integrated into PHC network. It works properly, however, for some fundamental 

and technical issues it requires to be improved and bridge the gaps for better function. 

After implementation the capacity of PHC to register the behaviours of suicide attempt 

and commit has improved from 1.8 to 2.2 and 53 to 100 per 100000 respectively during 

4-year period of 2009 to 2012. However, comparing with the statistics come up from 

the Forensic Medicine Department, it shows that the rate of commit suicide is 1.6 times 

more that the data drawn from PHC network.  

If the provided pathway of registration has been established and execute accurately, as 

it has been performed in five out 31 provinces, it envisages that the data provided by 

PHC may overcome the statistics drawn from the FMD. 



Recommendation for improvement the suicide prevention and registration 

programs 

 Recommendation for process evaluation 

 1. "Mental health policy and service guidance package of WHO (2005)" has to be 

considered as a practical guidance for providing national programs. Clear strategies, 

objectives, targets, and indicators have to be included in providing such national 

programs.  

 2. Lack of required budget and human resources for fully implementation of the 

programs was one of the major barriers. Including the suicide prevention budget into 

the whole allocated budget for mental health programs every three months may 

hinder from implementing the suicide prevention programs completely. 

 3. Regular supervision was missing. Incomplete and dissatisfying collaboration 

between treatment and health deputies of universities do not provide suitable 

opportunities to use the psychiatrist to provide close and regular supervision. Hiring 

a psychiatrist for health deputy may be considered one of the solutions to bridge this 

gap. 

 4. Lacking clear and written duties and task of every responsible person in PHC 

network may hamper them to do their duties timely and accurately 

 5. Providing clear documentation is a technical skill which the officers have to learn 

and conduct as a routine activity 

 6. Regular and defined timetable systematic evaluation of the programs is an 

important way to scale up the services. To meet this goal, using the local specialist 

and researchers is one the important solutions. Particularly, in two provinces of 

Kermanshah and Ilam, research centers for social calamities have been established in 

recent years. Involving them could empower the specialist for such research activities 

for the region. 

 7. Providing HSR proposals by health deputies could help evaluation. 

 8. Provided regional data was not used properly for enhancing the advocacy, 

involving the local stakeholders, and also clarifying gaps and improving the services. 

The officer of mental health has to be trained how to use the local statistics for 

advocacy and trace the suicidal behaviors for timely actions 

 9. Providing timely and regular feedbacks between different levels of PHC is 

recommended. 

 10. Regular meeting of local steering committee is mandatory to improve the 

implementation of the program and inter-sectoral collaboration. The local governors 

have to be informed by local statistics. 

 

 Recommendation for outcome evaluation 

 

 A firm agreement between Forensic Medicine Department and Mental Health District 

has to be established to compare the data drawn from the two sources in order to 

improve the data registration in PHC network and to trace the results of 

implementation of suicide prevention program 



 Every 2 or 3 months, the statistics regarding to suicide attempts and complete has to 

be provided for any districts by the universities to trace the output of registration and 

prevention programs 

 The research departments and centers have to be involved in these programs in order 

to trace the trend and to work on the barriers and gaps of the programs to improve 

the service organization and implementation 

 Clear and real statistics have to be provided for the regional policy makers to 

improve the advocacy 

 Concerning to the shortage of resources including required budget and manpower, it 

is recommended that the high risk provinces should be considered the prior regions to 

allocate the resources. The current data on suicide behaviors may shed a light to 

make a practical decision in this regard. 

 

 Recommendation for registration program 

 

1. Shortage of clear issued duties for the mental health officer of each district for data 

entry into WEB 

2. Shortage of human resources to register the data into WEB 

3. The pathways of registration have to be reviewed, improved, and unified in the 

involved hospitals 

4. The expansion of the programs should be restricted for those districts which have 

required personnel and resources 

5. The importance of mental health subjects has to be promoted among the health 

officers. It seems that the other health issues such as environmental health, infectious 

diseases, and the like are considered more important than mental health issues. 

6. The collaboration between health, treatment, and research deputies needs to be 

enhanced. This should be launched at the ministerial level.  

7. The collection, collation, and dissemination of the regional data have to be enhanced 

in the local area for finding the gaps of achieving the goals of the programs 

8. The mental health problems of the region have to be considered among the research 

priorities of the region. The mental health problems have to be included in HSR 

projects by the health deputies 

9. A feedback loops between officers of districts, provincial, and levels have to be 

established.  

10. The officer of mental health bureau of MoH requires further training on meeting 

tasks, documentation, monitoring the programs, and providing practical feedbacks 

11. The treatment and health deputies have to collaborate to establish a mainstream of 

data flow from hospitals to health departments 

12. A determined time frames and responsible persons for transferring the suicide data 

have to be trained and established in the hospitals and health office settings 

13. Regular feedbacks have to be flowed among the different loops of health network 

 

 



Final Report on Situation Analysis and Gaps of National 

Suicide Prevention and Registration Programs 

1. Introduction/Background 
1-1) Pilot studies.  

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, performed a pilot study in four regions of Kashan, Ilam, Kermanshah 

and Tehran in1999, 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. The same 

research subject with field trial design with control group (Lorestan province: 

Khorramabad and Koohdasht) and replicated in Hamedan province (Nahavand 

city) has been designed and performed in two western provinces of Iran, in 2007 

and 2009. 

The overall goals of the late studies were 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. The results were convincing the extent to which the piloted program was 

decide to implement nationwide gradually. The results showed that the 

registration system was successful to register more attempted cases and reduce the 

commit suicide significantly compared with control field 

 

City Frequency Attempted 

suicide 

Ratio/per 

100,000 

population 

completed 

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   

  

 

 

 

 

 

 

 

 

 

  



The rate of attempt and complete 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 

  
  

2. National program implementation. The National Suicide Prevention Program 

(NSPP), reviewed, organized and issued in 2010 to the provinces and implemented gradually 

nationwide.  

The main part of the program was as follow: 

General Objective: 

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

systems 

  

Specific Objectives: 
a. Enhancing the knowledge of health care personnel about the management, 

care and follow up of suicidal behaviors 

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

suicidal behaviors 

c. Enhancing the knowledge of school principals, teachers and counselors 

about suicide and its management 

d. Enhancing the public knowledge and creating a proper attitude towards the 

suicide phenomenon 

e. Improving the suicidal behavior data registry system (including 

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

f. Offering suicide prevention services at health care centers and crisis 

intervention phone lines 

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

Broadcasting Organization and the press) 

h. Establishment of a supervision system for program implementation from the 

level of Ministry of Health to Health Houses 

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

  

   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 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  

  

3. The outcomes of the national program implementation.  
A time trend study has been conducted in Ilam province showed a negative 

slope for the rate of suicide from 2010 to 2014.  
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 



  

  

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

mortality in Iran at the province level 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. 

  

Suicide rate across different provinces of Iran 

  

 
  

  

  

  
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



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  011111  
population 

APC*)%(  

Ilam 555 929  92729 39251 39233 

Kermanshah 3 292 399  927.2 3127. 92.0 

Lorestan 3 710 9.0  92703 3920. 3232 

Hamedan 3 799 909  927.9 9250 3252 

Gilan 2 .22 551  92709 0252 9292 

Ardebil 3 215 21.  92715 0222 2212-  

East Azerbaijan 1 0.0 .59  92701 5252 3213 

Zanjan 971 719  92752 5251 3223. 

Kohqyloye va Boyerahmad 053 577  92732 5225 .229 

Khuzestan . 172 2.2  92702 5233 -7231  

West Azerbaijan 2 9.. 22.  92731 .272 -227.  

Kurdistan 3 .51 591  92731 .209 5225 

Golestan 3 053 792  92717 .2.9 5207 

Overall  ( Iran) 72 599 9.5  92752 .2.0 1295 

Ghazvin 3 377 522  92721 .225 -3231  

North Kurdistan 22. 979  92759 .22. 3920. 

Fars . .13 02.  92721 .230 3250 

Chaharmahal Bakhtiary 275 297  927.9 .299 -7272  

Qom 3 927 933  92771 1275 7229 

Mazandaran 2 979 329  927.5 1200 -5273  

Isfahan . 029 213  92239 120. .202 

Kerman 2 799 .37  92759 1239 -5291  

Bushehr 93. 739  92720 1292 35255 

South Khorasan 050 .09  92721 1292 -2222  

Tehran 3. 390 297  922.1 2292 37292 

Yazd 3 922 352  92299 2202 -.2.2  

Razavi Khorasan 5 705 790  92777 2200 -220.  

Semnan 090 922  9223. 2209 .227 

Markazi 3 173 53.  92725 2212 -39271  

Sistan va Baluchistan 2 509 397  920.1 2221 0233 

Hormozgan 3 .23 913  92700 2223 -5259  

  
  

  

 



 
 

 

The statistics drawn from PHC registration system shows that the commit suicide rate has been 

decline which may be considered the impact of prevention program, however the rate of suicide 

attempt has been increase which could be regarded as the increase qualification of registration 

system.  

 

 
 

 

 

However, the spoken data from Shiraz and Ilam is not concordant with the data yielded form the 

Forensic Medicine Department (FMD) in which the average rate of suicide has slightly but not 

significantly risen from 4.25 to 4.88 (2006 to 2010). In the same line, the data yielded from the 

same source reveals that it has increased from 5.4 to 6 suicide per 100000 populations. 
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During a four-year period from 2009 to 2012, total number of 252911 suicide incidents from 379 

cities out of 405 cities that cover 96% of the total country’s population. During 2009 to 2013 the 

incidence rate of at-tempted suicides showed rather continuous increments from 53.6 to 100.1 per 

100000 individuals and completed suicide from 1.76 to 2.23 per 100000 individuals. The ratio of 

attempted to completed suicide had increased from 30.5 in 2009 to 44.8 in 2012 (i.e. one completed 

suicide in every 30.5 attempts in 2009). 

This figure shows that after implementation of registration system nationwide in 2010, the capacity 

and capability of PHC network has increase to register the attempted and complete cases. However, 

comparing the statistics drawn from research activities and FMD, shows that there is significant 

between them. 

 

  

 
 

 

The statistics yielded form FMD shows that the rate of suicide has the incremental trend from 4 (in 

2006) to 6 (in 2015) per 100000 population.  

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Suicide mortality rates per 100 000 populations from 2006-2010  

 
  

  

  

  

Suicide mortality rates per 100 000 populations from 2012-2015 

  

 
  

Need for evaluation and scale up the programs.  
The controversy data regarding to the result of studies performed on the rate of 

suicide attempt and commit suicide shows that a similar trend has not been emerged 

across different part of the country after implementation of the national program. This 

contradicted results makes a timely evaluation of the program. Given the WHO 

Mental Health Action Plan. According the WHO mental health action plan, it is 

recommended to the member states to reduce 10% of the suicide rate by the 2020, it is 

appropriate time to evaluate the program with the aim of scale up the implementation 

by improving the barriers and challenges 
  

 

 

 

 

  



4. Evaluation: Methods and procedures 
              To clarify the purpose and scope of the monitoring and evaluation, three following     

               steps were planned to be taken: 

 To examine the degree to which the planning the programs have concordance with 

the guideline introduced by WHO 

 To examine the degree to which the plan has been implemented according to the 

written program in the selected area of survey 

 to examine the degree to which the implementation of the plan is feasible for the 

country 

 to find out the obstacles of the implementation  

  

In order to conduct a rapid appraisal to analyse the national suicide prevention 

program and national registration system the following steps were taken place: 

4-1) qualitative study 

a. Interviews with key informants. The main questions for key informants 

interview 

 How important is the suicide/suicide attempt in your city? 

 Are the two suicide programs being run at your territory? The training 

courses? The duties? The budget? 

 How was the collaboration of other stakeholders to implement these two 

programs? Their attitude? 

 What were the duties of the university to conduct the programs? The 

monitoring? The evaluation? The assessment instruments? 

 What were the barriers and difficulties and achievements to run the 

programs? 

 How do you think about the feasibility of these programs? 

 How is the collaboration between the deputy of research to conduct the HSR 

on these issues? The collaboration of the educational/academic departments? 

 Any suggestions or recommendations to improve the programs? 

 

b. Holding Focus Groups Discussion. Open questions for focus group discussion: 

 How important is the suicide/suicide attempt at your region? 

 How have you been involved into running the programs? your duties? Your 

education? 

 Tell me about disappointments having had with these programs? At the 

individual, and the organizational level? The feasibility? 

 What is your idea about the quality and the efficacy of the programs being 

run at your territory? 

 How Has it influenced the rate of suicide/attempt suicide in the region? The 

success and the challenges? 

 Any suggestions and recommendations to improve the programs? 

 

4-2) structured direct observations 

Structured direct observation were performed by: Providing checklists for 

different levels of health system 

 

 

 

 



5. Findings from field observations and evaluation of suicide prevention 

program 

5-1) Process evaluation (planning and implementation) 

5-1-1) Achievements: 

 The suicide prevention program has been successfully integrated into PHC 

 The required structures regarding general mental health programs were 

integrated into the national health system. Getting independency of Mental 

Health Office from Center of Disease Control, make it more influential and 

active to implement and follow  mental health programs 

 Positive and upbeat attitude among the different universities officers in different 

levels 

 There was a high-level mandate to develop the national suicide prevention 

program, by the High Council Health of the country and MoH  

 Provided program issued officially to the universities 

 The national suicide prevention program based was developed based on 

relevant data and pilot studies.  

 This program has been developed based on case identification, treatment by the 

health workers of PHC and being followed by the PHC network. The principles 

and recommendations of WHO based on pivotal roles of GPs in PHC network 

were applied. 

 Clear objectives and strategies have been defined and written in the program in 

which the organization of services, training of the health workers, integration of 

mental health services into general health services, community-oriented and 

prevention approaches have been addressed. 

 Provided training manuals for different levels of health workers 

 Holding multiple training courses, but not regular, for different levels of health 

workers 

 A responsible officer has been assigned in the MoH for the suicide prevention 

and registration programs 

 Hiring and assigning one psychiatrist for the Health Department (in Kermanshah 

province).  

 Every three months, a regular budget is allocated to mental health program in 

which the suicide prevention and registration programs are included 

 Inter-sectoral collaboration was remarkable in some districts. The steering 

committees were established and several meetings have been held since the 

beginning of the current year in some districts. 

 The Kermanshah governor sensed well suicide prevention and encouraging 

other local organizations to take part in the suicide prevention program. The 

pivotal role of the governor could be considered as a strength point of the 

region. However, the steering committee sessions need to be held regularly 

with defined outcomes and planning  

 Since last three years, some hopeful activities have been performed by the 

Kermanshah governor across the peripheral/slum zones of cities in which the 

poverty and other social injuries are common in the regions. Currently, one third 

of the population resides  in this zones. 



 Provided documentation system was acceptable during the field visit in some 

districts 

 In some districts, the stakeholder organizations have been sensed for the 

problems of high rate of suicide in the region by health workers, however, this 

has not been led to possible solutions and action plans for their organization 

 The program has been issued officially to the PHC network in different levels 

officially 

 The responsible persons have been assigned to implement the program 

 The training courses on registration and referrals have been performed regularly 

for Behvarzes 

 The screening activities have been performed by Behvarzes, and public 

education was performed by dissemination of pamphlets in most rural areas 

 public education was performed by dissemination of pamphlets in most Health 

Centers 

 The training manuals were available for most rural and urban centers 

 Local statistical analysis was performed in the rare district areas used for 

advocacy with dissemination across the stakeholders 

 Agreement with Forensic Medicine Department has been signed at ministerial 

level, however, working at provincial level requires further acceleration 

 Trying to reduce access to means of suicide has been performed at ministerial 

level, but it has been aborted before reaching to defined goals 

 Monitoring of the program has been performed in some provinces sporadically 

 Education of public media has been conducted at ministerial level 

 

5-1-2) Challenges: 

1. The clear targets, indicators, time frames, responsible persons, required 

budgets/human resources, and defined outputs for each action (plan of action) 

were not identified for each strategy 

2. Clear activities for collaboration with other stakeholders was not written in the 

program.  

3. Regarding to financing and human resource input, the program had not had a 

particular section on budgeting and required human resources. Maybe empty 

presumptive capacities of the PHC network has been considered to be used for 

implementing the new program.  

4. Advocacy has been considered concisely in written planning, however, 

because of intersectoral coordination and collaboration hampers, it has not 

been applied in reality 

5. The areas for action addressing quality improvement were missing in 

implementation 

6. The areas for action addressing research and evaluation were missing in 

implementation 

7. Supervision activities were not conducted sufficiently throughout the network, 

particularly for general physicians 

8. The task and duties of Health Centre Workers and Health Districts were  not 

clearly written and issued  



9. Public education regarding to suicide prevention was not performed regularly 

in some rural and urban areas 

10. Collaborating with stakeholders, Ministry of Education and Welfare 

Organization and governor in some urban areas was not conducted 

satisfactorily 

11. The related activities to reduce access to means of suicide (toxins and the like) 

were not performed in district and provincial levels 

12. Evaluation of knowledge and attitude of healthcare personnel has not been 

conducted 

13. Dissemination of related statistics for advocacy has not been performed in 

most areas. The regional statistics has not been used properly 

14. Evaluation of knowledge and attitudes of the public has not been performed at 

provincial levels 

15. Education of media has not been performed at most provincial levels.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

5-1-3) Recommendation for process evaluation 

1. "Mental health policy and service guidance package of WHO (2005)" has to be 

considered as a practical guidance for providing national programs. Clear 

strategies, objectives, targets, and indicators have to be included in providing 

such national programs.  

2. Lack of required budget and human resources for fully implementation of the 

programs was one of the major barriers. Including the suicide prevention budget 

into the whole allocated budget for mental health programs every three months 

may hinder from implementing the suicide prevention programs completely. 

3. Regular supervision was missing. Incomplete and dissatisfying collaboration 

between treatment and health deputies of universities do not provide suitable 

opportunities to use the psychiatrist to provide close and regular supervision. 

Hiring a psychiatrist for health deputy may be considered one of the solutions to 

bridge this gap. 

4. Lacking clear and written duties and task of every responsible person in PHC 

network may hamper them to do their duties timely and accurately 

5. Providing clear documentation is a technical skill which the officers have to 

learn and conduct as a routine activity 

6. Regular and defined timetable systematic evaluation of the programs is an 

important way to scale up the services. To meet this goal, using the local 

specialist and researchers is one the important solutions. Particularly, in two 

provinces of Kermanshah and Ilam, research centers for social calamities have 

been established in recent years. Involving them could empower the specialist for 

such research activities for the region. 

7. Providing HSR proposals by health deputies could help evaluation. 

8. Provided regional data was not used properly for enhancing the advocacy, 

involving the local stakeholders, and also clarifying gaps and improving the 

services. The officer of mental health has to be trained how to use the local 

statistics for advocacy and trace the suicidal behaviors for timely actions 

9. Providing timely and regular feedbacks between different levels of PHC is 

recommended. 

10. Regular meeting of local steering committee  is  mandatory to improve the 

implementation of the program and inter-sectoral collaboration. The local 

governors have to be informed by local statistics. 

 

 

 

 

 

 

 

 

 

 



 

 

 

5-2) Outcome evaluation: 

5-2-1) Achievements 

1. Case identification in one observed Health House was exactly the same as the 

standard which has been issued: 15/1000 population 

2. The statistics yielded from Forensic Medicine Department shows the suicide 

rate has faced with up and down trends across the three-year period from 2012 

to 2015, however, overall it has decreased. The average rate of three provinces 

has reached from 10.8 to 10.6 suicide per 100000 population. 

  2012 2013 2014 2015 

Ilam 15.9 14.8 19.0 16.5 

Kerman 2.6 2.4 3.2 2.7 

Kermanshah 13.9 13.5 17.0 12.5 

average 10.8 10.2 13.1 10.6 

 

 

 

Establishing of two research centres in the Kermanshah and Ilam provinces 

provide suitable scientific opportunities for enhancing and improving the 

suicide prevention and registration programs in the region and nation too. 

 

 A research center working on Social Determinant of Health (in 

Kermanshah) and a research center on Social Calamities and 

prevention (in Ilam) have been established which could be helpful 
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for suicide prevention programs 

 Social skill training and aggression management training which have 

been held by different organizations in the region including 

University of Medical Education, could have positive impacts on 

reduction of suicide rate 

 

  

5-2-2) Recommendation for outcome evaluation 

1. A firm agreement between Forensic Medicine Department and Mental 

Health District has to be established to compare the data drawn from 

the two sources in order to improve the data registration in PHC 

network and to trace the results of implementation of suicide 

prevention program 

2. Every 2 or 3 months, the statistics regarding to suicide attempts and 

complete has to be provided for any districts by the universities to 

trace the output of registration and prevention programs 

3. The research departments and centers have to be involved in these 

programs in order to trace the trend and to work on the barriers and 

gaps of the programs to improve the service organization and 

implementation 

4. Clear and real statistics have to be provided for the regional policy 

makers to improve the advocacy 

5. Concerning to the shortage of resources including required budget and  

manpower, it is recommended that the high risk provinces should be 

considered the prior regions to allocate the resources. The current 

data on suicide behaviors may shed a light to make a practical 

decision in this regard. 

 

 

6. Findings from field observations and evaluation of suicide 

registration program 
 

6-1) Process evaluation (planning and implementation) 

6-1-1) Achievements 

a. The pathway of collection, collation, and transfer of provided data was 

according to the issued protocol.  

b. The training courses have been conducted for the Behvarzes, however, 

this may not happen at all levels of PHC network 

c. Registration have been performed across PHC level, however, different 

pathways are observable in hospital settings. The time frame for 

reporting was concordant with the issued protocol in Health Houses 

and Health Centres, but among Health Centres of the districts it was 

not completely according to the issued protocol.  

d. The data were analysed in some districts 



e. The registration system worked according to the issued protocol in 

some districts, but variability was obvious 

 In hospitals: 

 The collected data is being verified by contacting with 

different sources including the physicians of EDs, the 

patients and families, the social workers, if available, 

and the head nurses of EDs 

 The duplicated data were omitted 

 

 In Health district: 

 The data is verified by contacting with: 

a. Death registration office, where the death data 

from any sources is collected and collated 

b. Responsible persons in different health levels of 

PHC network 

c. The duplicated data is omitted 

 

6-1-2) Challenges 

1. The average time to enter into WEB was 2 months (the standard time 

is one month according to the protocol). Across the different districts, 

it varies between 2 weeks to several months. 

2. Clear tasks and duties were not issued for all health workers in PHC 

network 

3. Supervision for different levels were not provided regularly 

4. Regular training courses were not conducted 

5. Process and outcome monitoring were not performed regularly 

6. Regular feedbacks were not performed between different levels of 

PHC network 

7. The program has not been issued officially to all levels of PHC 

network 

8. Training manual for registration was not available in all centres and 

districts 

9. In hospitals (figure below): 

  The responsible persons are not clearly defined 

 The time period for data transferring between different focal 

points are different across different regions 

10. All allocated districts did not enter the obtained data from EDs in the 

WEB.  

11. A regular monitoring and feedback on data registration has not been 

conducted between different levels of PHC network. 

12. In Ilam province, the below figure shows that the main challenge is in 

transfer time of collected data from District Mental Health Office to 

the Ministry of Health WEB which is more than 30 days according to 

the protocol. 

13. In Kermanshah province, the main challenges are: 

 The length of provided data from EDs to archive office 

 A psychologist assigned for case registration in ED 

 A delay of transferring data from archive office to district mental 

health office (DMHO)  



 The length of provided data from DMHO to WEB which is more 

than 30 days of protocol 

 This delay may be due to shortage of: 

1. Human resources 

2. Shortage of monitoring 

3. Feedback between different level of PHC network 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The process of data registration in Ilam province 

 

 



 

 

 

 

The process of data registration in Kermanshah province 

 

 

 6-2) Outcome evaluation 

6-2-1) ASuicide attempts 

During 2009 to 2013 the incidence rate of attempted suicides in 379 cities out 

of 405 that cover 96% of total national population showed rather continuous 

increments from 53.6 to 100.1 per 100000  

 

 



 

 

 

 

 

6-2-2) Complete suicide 

1. During 2009 to 2013 complete suicide from 1.76 to 2.23 per 100000 

individuals.  

2. Regarding to complete suicide, comparing the data drawn from FMD and 

MoH of 31 provinces, shows that the average rate of registered complete 

suicide is 1.6 times higher in FMD report. However, out of 31 provinces, the 

registered data from 5 provinces is getting closer to FMD's report and more 

interestingly, in 4 provinces the rate of registered data is higher in MoH than 

FMD reports (table below). This may show that during the period of 

registration of national program, the PHC network obrains enough capacity to 

collect and register more concise data than FMD.  

3. The observation of data registration in district areas showed that the registered 

data in mental health office refined after comparing with data drawn from 

death registration office, PHC network, and archives of local hospital. This 

process will provide more clear and accurate data from complete suicide. 

   

 

Comparing data obtained from FMD and MoH in 2014 

 
 Provinces 

 

2014 

FMD 

2014 

 MoH 

Chahar Mahal  Bakhtiary 5.1 5.0 

Golestan 3.9 5.8 

Hormozgan 3.5 3.2 

Kerman 3.2 4.2 

Khuzestan 6.3 6.1 

Markazi 3.6 3.2 

North Khorasan 3.5 4.9 

Semnan 2.2 2.0 

West Azar 4.0 5.7 

average 5.9 3.7 

 

 

 

 

 

 

 



Registered the rate complete suicide from 2009 to 2012 by MoH 

 

 

6-2-3) Recommendation for registration program 

14. Shortage of clear issued duties for the mental health officer of each district for data 

entry into WEB 

15. Shortage of human resources to register the data into WEB 

16. The pathways of registration have to be reviewed, improved, and unified in the 

involved hospitals 

17. The expansion of the programs should be restricted for those districts which have 

required personnel and resources 

18. The importance of mental health subjects has to be promoted among the health 

officers. It seems that the other health issues such as environmental health, infectious 

diseases, and the like are considered more important than mental health issues. 

19. The collaboration between health, treatment, and research deputies needs to be 

enhanced. This should be launched at the ministerial level.  

20. The collection, collation, and dissemination of the regional data have to be enhanced 

in the local area for finding the gaps of achieving the goals of the programs 

21. The mental health problems of the region have to be considered among the research 

priorities of the region. The mental health problems have to be included in HSR 

projects by the health deputies 

22. A feedback loops between officers of districts, provincial, and levels have to be 

established.  

23. The officer of mental health bureau of MoH requires further training on meeting 

tasks, documentation, monitoring the programs, and providing practical feedbacks 

24. The treatment and health deputies have to collaborate to establish a mainstream of 

data flow from hospitals to health departments 

25. A determined time frames and responsible persons for transferring the suicide data 

have to be trained and established in the hospitals and health office settings 

26. Regular feedbacks have to be flowed among the different loops of health network 

 



One of the major challenges in data obtaining and registration in PHC network which was 

observed was lack of providing feedback between different levels of PHC from top to 

bottom. In this regard, the following loops are recommended.  

 

 

The recommended process of registration attempt and complete suicide in PHC 

 
Stages Activities Responsible 

person 

Time frame Collaborate 

with 

1 Fill out the table of 

attempted suicide in 

EDs 

The secretary of 

EDs 

Daily Consulted with 

physicians of 

EDs, head 

nurse, families 

2 Transfer the forms to 

the archives office of 

hospital, weekly 

Secretariat of 

EDs 

weekly  

- 

3 Verification of data 

regarded to the 

registered cases 

Officer of 

archive office 

daily The personnel 

of EDs and 

wards 

4 Transfer the verified 

data to health office of 

districts 

The security/the 

archive officer 

Every 30 days  

- 

5 Collation and 

verification of death 

due to suicide 

 

 

 

Mental health 

officer of 

district 

 

 

 

Every 30 days 

Officer of death 

registration 

office, FMD, 

municipality, 

PHC 

6 Verification of 

attempted cases 

PHC 

7 Data entry into WEB - 

8 Data analysis Officer of 

mental health of 

district 

Every 60-90 

days 

 

- 

9 Using the obtained data 

for advocacy and 

further planning 

Officer of 

mental health of 

district 

  

- 

 

 

 

 

 

 

 

 

 

 

 

 



The process of feedback loops between different levels of PHC 

 

From To Time frame 

District mental health officer 

 

Rural/urban health center 30 days 

Rural/urban health center 

 

Health house 30 days 

Province mental health 

officer 

 

District mental health officer 30-45 days 

Ministry of suicide 

prevention officer 

 

Province mental health 

officer 

45-60 days 

Ministry Officer of suicide 

prevention 

 

Director of mental health , 

ministry 

60 days 

Director of mental health, 

ministry 

 

General director  90 days 

 


