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The national suicide prevention strategy in India: context 
and considerations for urgent action
Lakshmi Vijayakumar, Prabha S Chandra, Munirathinam Suresh Kumar, Soumitra Pathare, Debanjan Banerjee, Tanmoy Goswami, 
Rakhi Dandona

India reports the highest number of suicide deaths in the world. At this time when the Indian Government is 
formulating a national suicide prevention strategy, we have reviewed the current status of suicides in India, focusing 
on epidemiology, risk factors, and existing suicide prevention strategies to identify key challenges and priorities for 
suicide prevention. The suicide rate among Indian girls and women continues to be twice the global rate. Suicide 
accounts for most deaths in the 15–39 years age group compared with other causes of death. Hanging is the most 
common method of suicide, followed by pesticides poisoning, medicine overdose, and self-immolation. In addition to 
depression and alcohol use disorders as risk factors, several social and cultural factors appear to increase risk of 
suicide. The absence of a national suicide prevention strategy, inappropriate media reporting, legal conflicts in the 
interpretation of suicide being punishable, and inadequate multisectoral engagement are major barriers to effective 
suicide prevention. A scaffolding approach is useful to reduce suicide rates, as interventions provided at the right 
time, intensity, and duration can help navigate situations in which a person might be susceptible to and at risk of 
suicide. In addition to outlining research and data priorities, we provide recommendations that emphasise multilevel 
action priorities for suicide prevention across various sectors. We call for urgent action in India by integrating suicide 
prevention measures at every level of public health, with special focus on the finalisation and implementation of the 
national suicide prevention strategy.

Introduction
India has the highest number of suicide deaths in the 
world, with suicide being the leading cause of death in 
the 15–39 years age group.1,2 India’s contribution to global 
suicide deaths has increased from 27·3% in 1990 to 
36·5% in 2019 among women and girls, and from 
16·7% in 1990 to 20·9% in 2019 among men and boys. 
On the basis of current trends, India is projected to fall 
short of the Sustainable Development Goal (SDG) 
2030 target of reducing the age-standardised suicide 
death rate (ASDR; 12·1 per 100 000 population in 2019) 
by a third.2 WHO has highlighted suicide as a serious 
public health concern in India and has called for a 
comprehensive suicide prevention strategy tailored to 
India’s sociocultural, economic, and health context.3 At a 
time when the Government of India is developing a 
national suicide prevention strategy, the purpose of this 
Health Policy paper is to identify key challenges, 
opportunities, and priorities for the national strategy 
contextualised in the epidemiology, and risk and pro-
tective factors, to systematically close the gap towards the 
SDG target for suicide deaths in India.2

Mortality and burden
The Global Burden of Disease (GBD) Study for India 
reported substantial sex differentials and state-level 
heterogeneity in suicide death rates in 2017.2 We report 
updated mortality by suicides for 2019, which is 
based on the GBD Study 2019.2,4 An estimated 
85 900 (95% uncertainty interval [UI] 68 600–106 300) 
women and girls and 109 470 (77 900–135 300) men and 
boys died by suicide in India in 2019, accounting for 2·1% 
of the estimated 9·4 million deaths that occurred in the 
country in 2019. India’s ASDR for 2019 is estimated to be 

13·8 per 100 000 population (12·1 per 100 000 population 
for women and girls and 15·6 per 100 000 population for 
men and boys). The suicide mortality rate among Indian 
women and girls continues to be 2·1 times the global rate 
(5·7; 5·1–6·4), despite a 40·7% reduction in the rate from 
1990 to 2019 (51·3% reduction globally).1,4 ASDR in men 
and boys in India decreased by 22% between 1990 and 
2019, compared with the global reduction of 31·4%. 
However, these national-level estimates mask a 15-times 
variation for women and girls and a 7-times variation for 
men and boys in ASDR at the state level in India 
(appendix pp 1–2).1 The ratio of ASDR for men and boys 
to ASDR for women and girls in India was 1·3 in 2019 
and ranged from 0·8 to 4·6 among the states (appendix 
pp 1–2). Only two states had a men and boys to women 
and girls ratio less than 1·0, and 11 (35·5%) states had a 
ratio of nearly 2·0 or more (figure 1).

Suicide accounts for most deaths in the 15–39 years age 
group in India compared with other causes of death,1,2 
with 52·6% of all deaths from suicide among women and 
girls and 47·4% among men and boys being in this age 
group in 2019 (appendix pp 1–2).2 The highest suicide 
death rate (SDR) for women and girls is in the 15–29 years 
age group (range 26·7–33·1 per 100 000), which is a 
similar SDR to men aged 20–74 years (24·5–33·1 
per 100 000).2 Although the SDR among women and girls 
aged 10–34 years has dropped substantially between 1990 
and 2019, no change has been seen for men and boys.4 
The increasing SDR among older people (older than 
60 years) observed in recent years poses additional 
challenges to suicide prevention in India.2 The southern 
region of India continued to see the highest proportion of 
total deaths due to suicide for both women and girls 
(3·0%) and men and boys (3·3%) among all deaths in 

Lancet Psychiatry 2022; 
9: 160–68

Published Online 
December 8, 2021 

https://doi.org/10.1016/
S2215-0366(21)00152-8

SNEHA, Voluntary Health 
Services, Chennai, India 

(L Vijayakumar PhD); Faculty of 
Medicine, Dentistry and Health 

Sciences, University of 
Melbourne, VIC, Australia 

(L Vijayakumar); Department of 
Psychiatry, National Institute 

of Mental Health and 
Neurosciences, Bangalore, 
India (Prof P S Chandra MD, 

D Banerjee MD); Department of 
Psychiatry, Psymed Hospital, 

Chennai, India (MS Kumar MD); 
Centre for Mental Health Law 

and Policy, Indian Law Society, 
Pune, India (S Pathare PhD); 

Sanity by Tanmoy, New Delhi, 
India (T Goswami MA); Public 

Health Foundation of India, 
Gurgaon, India 

(R Dandona PhD); Department 
of Health Metrics, Institute of 

Health Metrics and Evaluation, 
University of Washington, 

Seattle, WA, USA (R Dandona)

Correspondence to: 
Dr Lakshmi Vijayakumar, SNEHA, 

Voluntary Health Services, 
Chennai, 600113, India 

lakshmi@vijayakumars.com

See Online for appendix

http://crossmark.crossref.org/dialog/?doi=10.1016/S2215-0366(21)00152-8&domain=pdf


Health Policy

www.thelancet.com/psychiatry   Vol 9   February 2022 161

2019, and data indicated an increase in this proportion for 
states in the central region for both the sexes. 
Furthermore, variation in suicide death rates is also 
reported by religion and by caste.5

The National Crimes Record Bureau (NCRB; the 
administrative data source for suicide deaths in India, 
which is based on police reports) documented 
139 123 deaths by suicide in 2019, which is 40% fewer 
than the GBD Study estimate.6 The NCRB is known to 
underenumerate suicide deaths, and differentially rep-
orts deaths by sex, age, and geographical area, as accurate 
recording of suicide deaths is affected by social stigma, 
legal consequences, and quality of data gathered by local 
police stations.2,7,8 The NCRB documents the occupation 
of the deceased; housewives (as recorded) account for the 
highest proportion of the reported suicide deaths with 
little change over time relative to other occupations.6,9

For every death by suicide in India, there are more 
than 200 people with non-fatal suicidal thoughts and 
behaviour (defined here as suicidality) and more than 
15 suicide attempts.10 It was estimated that 5·1% (6·0% in 
women and girls and 4·1% in men and boys) of the Indian 
population older than 18 years of age had some level of 
suicidality in 2015–16, with most of this proportion 
reporting suicidal ideation (68·5%).10 The prevalence of at 
least one suicide attempt in the past month was reported 
at 0·3% (range 0·2–0·4%) in adults older than 18 years, 
with the ratio of suicidality in men to women reported at 
0·68.10 Individuals living in urban areas, belonging to the 
lowest income quintile, and having depressive or alcohol 
use disorders were at an increased risk of high suicidality 
(defined as ≥17 in the suicidality module of the Mini 
International Neuropsychiatric Interview).

Methods used for suicide in India
The NCRB reports hanging as the most common method 
of death by suicide, followed by pesticide ingestion, 
overdose of medicines, and self-immolation.6,9 Hanging 
accounts for nearly half of all suicide deaths,6 and a 
substantial increase in the use of this method has been 
documented over 2010–19.9,11 Suicide deaths by pesticide 
poisoning account for about 20% of all suicide deaths 
and are substantially more prevalent in the regions 
where agriculture is the predominant occupation because 
of the greater accessibility to pesticides in these regions.9,12 
Although use of this method has declined between 2010 
and 2019, a systematic review has estimated that there 
could be roughly 50 000 or more pesticide-related suicide 
deaths every year, which is more than that reported in the 
NCRB data.13 However, in the context of COVID-19, a 
systematic search of online news reports suggested that 
the rate of suicides by pesticide consumption was lower 
during the first 6 weeks of the COVID-19 lockdown in 
2020 than in the same period in 2019.14 Suicide by self-
immolation, a violent and highly lethal method, has 
religious and historical precedence in India, related to 
gender-specific issues of widowhood and dowry 

harassment, and is the only method in which women 
and girls outnumber men and boys.15–20 However, use of 
self-immolation has decreased between 2010 and 2019, 
possibly due to reduced use of kerosene (paraffin) for 
cooking, although evidence for the replacement of 
kerosene by natural gas for cooking is indirect.21,22

Risk and protective factors
Data on risk factors for suicide deaths are available from 
NCRB reports, psychological autopsy studies, case-control 
studies, and qualitative studies. Many of the globally 
reported risk factors (eg, societal, community, inter-
personal, and individual) that constitute the social 
ecological model, span the life course of an individual and 
are recognised in India (figure 2).23,24 One of the difficulties 
in interpreting risk-factor data for suicide deaths in India 
is that most available data are for proximal risk factors 
(eg, exam failure and rejection of love) and there are few 
data on more distal risk factors (eg, alcohol use disorder 
and depression) and cumulative risk over the lifetime. 
The NCRB annually reports reasons for suicide death, 
which offers an opportunity to understand trends over 
time within the limitations of data quality and availability.9 
NCRB reports indicate personal and social factors, such 
as socioeconomic circumstances, interpersonal problems, 
social and cultural conflicts, alcoholism, unemployment, 
and poor health, as the major reasons for suicide deaths 

Figure 1: ASDR ratio of men and boys to women and girls in each state of India, 2019
ASDR=age-standardised suicide death rate.
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in India for both men and boys and women and girls.9,25–29 
However, the NCRB also records unknown and other 
factors as a reason for a substantial number of suicides, 
largely in the less-developed states, which limits under-
standing of the real situation countrywide.9

Other data sources (eg, psychological autopsy and case-
control studies) have highlighted interpersonal and 
individual risk factors, such as a previous suicide attempt, 
social isolation and loneliness, housing insecurity, 
chronic pain, living alone, absenteeism in school or 
college, physical and sexual abuse, intergenerational 
conflicts, academic competition, fear of academic failure, 
and parental pressures. Societal risk factors for suicide in 
India include caste discrimination and stigma.8,10,25,30–38 
The relative contribution of severe mental disorders to 
suicide deaths in India is lower than that reported in 
studies from high-income countries.25,26,28,33,39

Alcohol use disorders among men and depression 
among men and women have been documented as risk 
factors in psychological autopsy studies.26,33 A modest 
correlation has also been reported between the prevalence 
of depressive disorders and suicide death rates at the 
state level in India for both sexes.40

There are specific cultural and social risk factors for 
suicide among women in India. The reduced protection 
offered by marriage due to arranged and early marriage, 
young motherhood, low social status, domestic violence, 
and economic dependence is well documented.9,10,23,41–43 
Rigid gender-based roles and gender discrimination, 
including early marriage, and a higher risk of depression 
have been suggested as possible reasons for the high 
suicide death rate among adolescent girls in India.44,45 

Risk factors for suicide in farmers in India include a 
deficiency in demand for crops, crop failure, poor 
irrigation, increased cost of cultivation, and debt.37

Although few data on protective factors for suicide are 
available from India, higher education and religiosity are 
documented as protective factors.26,31,38 Social support and 
having children have also been mentioned as factors that 
protect from suicide.31,43 Research in identifying specific 
protective factors, such as internet support among young 
people (ie, younger than 25 years), is absent in India and 
is needed to inform preventive efforts for this susceptible 
group.46 Risk and protective factors act in consonance to 
determine suicide rates and many psychological and 
social factors, such as depression, alcohol use, and 
domestic violence, can increase with poverty, especially 
in low-income and middle-income countries.47

To summarise, social and cultural factors across the life 
course appear to be important determinants for suicide 
deaths in India, in addition to globally known risk factors, 
such as depression and alcohol use.

COVID-19 and suicide
As with elsewhere around the world, there have been 
concerns in India that the COVID-19 pandemic might 
lead to an increase in suicide.48 Little is known about the 
effect of the COVID-19 pandemic on suicide in India; 
however,  the NCRB has noted a 10% increase in suicide 
deaths in 2020 compared with 2019.49 Despite the 
concerns of an increase in suicide deaths, the available 
data from high-income and upper-middle-income 
countries do not suggest this to be the case in many 
countries, with a few exceptions.50 A more nuanced 

Figure 2: Evidence-based risk factors for suicide in India across the lifespan
Various age-group specific risks are mentioned, the risks in the green box are prevalent throughout the lifespan.
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understanding is needed globally to assess the impact of 
COVID-19 on suicide deaths.

Fear and stigma of acquiring and testing positive for 
SARS-CoV2 infection, financial crisis, and a migrant 
population being stranded far away from home are 
widely considered to have contributed to deaths by 
suicide in India during the COVID-19 pandemic.51 A 
systematic comparison of online news media reports of 
suicide deaths during the COVID-19 lockdown in 2020 
with reports in the same period in 2019 found that 
COVID-19-related suicide deaths were significantly more 
probable among men older than 30 years, married 
people, employed people, and people with poor mental 
or physical health.14 However, more data are needed to 
fully understand the implications of COVID-19 on 
suicide deaths in India, as newspaper reports are known 
to show reporting bias.14

Media reporting of suicide
Inappropriate media reporting of deaths by suicide is 
rampant in India. The Press Council of India, an 
autonomous and quasi-judicial body tasked with creating 
a new code of conduct for the print media industry, 
advises media houses to follow responsible reporting 
norms on suicide, but it has not enforced this. Research 
shows that suicide reporting in the Indian press is short, 
explicit, repetitive, simplistic, and potentially harmful.47 
Dis closure of the name of the deceased and method of 
suicide with little mention of suicide prevention services 
is routine in many English language newspapers.52–54 The 
Indian media is more likely to report deaths by suicide of 
people of higher social status and of those population 
groups with whom their core audience has a higher 
affiliation, such as students and farmers.55 The selection 
bias in the media results in a preponderance of reports on 
particular suicide methods, stigmatisations of myths 
about mental illness,56 and audiovisual material that puts 
susceptible audience members at risk57 and perpetuates 
misunderstandings about the risks and means of suicide. 
In the aftermath of the alleged death by suicide of an 
Indian actor in June, 2020, most online reports breached 
at least one of the WHO guidelines for suicide reporting.58 
Alarmingly, a substantial increase in online search for 
suicide-seeking keywords (eg, keywords related to method 
of suicide) was also documented after this death.58,59 An 
analysis of information on suicide deaths related to the 
COVID-19 pandemic from online Indian newspapers in 
four languages published between January, 2020, and 
August, 2020, showed that half of these deaths occurred 
within a week of confirmed diagnosis. The median age of 
suicide victims reported in Indian newspapers was 
45 years, with a male pre dominance. Hanging and 
jumping from heights were the most common methods.60

Policy and system response for suicide prevention
There have been numerous calls for a national suicide 
prevention strategy for India,2,9,61–64 which is now being 

considered by the Government of India. Despite the 
absence of a national suicide prevention strategy, the 
Government has taken some actions across the health 
and social domains that facilitate suicide prevention. 
These actions include the introduction of several new 
laws and policies.

Suicide attempts were a criminal offence in India until 
they were, for all practical purposes, decriminalised in 
the Mental Healthcare Act of 2017, which states that 
“Notwithstanding anything contained in section 309 of 
the Indian Penal Code any person who attempts to 
commit suicide shall be presumed, unless proved 
otherwise, to have severe stress and shall not be tried and 
punished under the said Code”.8,9,63,65,66 As per the Act, the 
Government has the duty to provide care, treatment, and 
rehabilitation to the person who attempts suicide to 
reduce the risk of recurrence. However, the contradiction 
with Section 309 of the Indian Penal Code, under which 
suicide attempt is punishable, is still to be addressed.67 
Two laws focusing specifically on the protection of 
women could have facilitated suicide prevention: the Sati 
(prevention) Act in 1987 that banned the controversial 
practice of sati or voluntary self-immolation of a widow 
that had religious underpinnings in India,6 and the 
Protection of Women from Domestic Violence Act.68

The National Mental Health Policy of India, launched 
in 2014, aimed to reduce suicide deaths and suicide 
attempts through various means—eg, suicide prevention 
programmes, restricting access to the means of suicide 
(pesticides in particular), framing guidelines for res-
ponsible media reporting, training community leaders in 
recognising suicide risk, improving data on suicide 
deaths and attempted suicides, and addressing alcohol 
misuse and depression as key risk factors.69 An important 
component of this policy is the District Mental Health 
Programme run by the Ministry of Health and Family 
Welfare, in which 500 of the 725 districts in the country 
currently have a functional mental health programme 
with a psychiatrist as part of a multi disciplinary team.69 
However, substantial challenges have been highlighted 
in the implementation of the national mental health 
programme, which will have to be addressed for effective 
suicide prevention.70

Other national laws and programmes, under which 
reduction of risk factors for suicide can be facilitated, 
include the National Programme for Adolescent 
Health,71 the National Programme for Prevention and 
Control Of Cancer, Diabetes, Cardiovascular Diseases 
and Stroke,72 the National Programme for Healthcare 
for the Elderly,27 and the National Programme of 
Palliative Care.73 Alcohol misuse and dependence 
disorders get focused attention under the Nasha Mukt 
Bharat (Addiction Free India) Programme.74 However, 
suicide prevention is not explicitly included in these 
national programmes. Although mental health care is 
one of six tasks assigned in the proposed reorganisation 
of primary health care through health and wellness 
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centres by the Government, suicide prevention is not 
mentioned, and the proposed plan will need to address 
resource limitations for integration of mental health 
into primary care.75

India records an increase in adolescent (ie, aged 
14–19 years) suicide deaths in June and July each year, 
when school results are announced that are of 
importance for undergraduate admission. Some state 
governments offer suicide prevention helplines during 
these months to address this problem; however, the 
effectiveness of this approach has not been systematically 
evaluated. The state of Tamil Nadu introduced a system 

of supplementary examinations in 2004, allowing 
students who fail the exam to re-sit the examination in 
the same month that the results are declared to address 
suicide deaths among students. A reduction in related 
suicide deaths of nearly 50% has been documented in 
more than a decade since the introduction of this system 
in the state.76 A few other states have introduced a 
similar system. The Indian Government has also 
launched the School Health Ambassador Initiative in 
the Government-run schools, in which teachers are 
trained in the concept of preventive, promotive, and 
positive health and wellness.77

To address one of the most common methods of 
suicide in India, the Government banned the registration, 
production, distribution, and sale of 18 pesticides in 
2018, and there is a proposal to expand this ban to an 
additional 27 toxic pesticides.78 There is evidence from 
the state of Kerala showing a reduction in the suicide 
death rate as a result of the pesticide ban.79

During the COVID-19 pandemic, the Government of 
India introduced two toll-free helplines for psychosocial 
support and one for domestic violence, which also 
indirectly address suicide prevention.80,81 Additionally, 
written and audio-visual guidelines were released to 
address mental health issues for various groups, 
including people living with mental disorders. Guidance 
was also provided to health-care providers to facilitate the 
management of mental health problems.81 It is not yet 
known how the Government will be able to sustain the 
momentum created for addressing mental health during 
the COVID-19 pandemic on a long-term basis.80

Other suicide prevention interventions in India
There is a dearth of trials that are aimed at reducing 
suicide deaths or self-harm attempts in India. The 
randomised control trial, Suicide Prevention Multisite 
Intervention Study on Suicidal Behaviours, in the city of 
Chennai examined the potential benefits of brief 
intervention and contact, adapted from the brief inter-
vention for alcohol problems.82 The trial documented 
significantly fewer suicide deaths and suicide attempts 
in the brief intervention and contact group than in the 
control group. This low-cost intervention can be readily 
implemented and could be an important suicide 
prevention strategy in health-care settings in India.82 
Another randomised control study, the Healthy Activity 
Program, delivered to people with moderate to severe 
depression in primary care through lay counsellors, was 
found to be acceptable and cost-effective as it reduced 
suicidal thoughts or attempts along with enhanced usual 
care after lay counselling.83 A non-randomised study that 
examined the effect of consistent mental health support 
and referrals from trained volunteers among adults 
bereaved by the Asian tsunami of 2004, documented 
significantly fewer suicidal attempts in the intervention 
group during the 1 year follow-up than in the control 
group.84 Another study (Contact and Safety Planning) 

Panel: Lived experience of suicidality in India

I am a cisgender, heterosexual, able-bodied, upper-caste, 
middle-class Indian man. Even within this bubble of privilege, 
suicidality is a humiliating and isolating experience, marked 
by intense shame, guilt, and self-loathing. I was a teenager 
when I first felt something was wrong with me. At the time, 
psychic distress was predominantly misunderstood through 
the caricaturish portrayal of so-called crazy characters in 
Indian cinema. Suicide was a crime according to the law of the 
land. I believed I was a dangerous, mad criminal who deserved 
to die, and started self-harming. I made elaborate suicide 
plans and despised myself even more when these plans failed. 
This was also the time when India had just opened as a free 
market. As the lone male child and first-generation university 
goer from my family, it was my responsibility to elevate my 
family’s lot. In a country newly obsessed with success and 
self-actualisation, my impulse to self-harm made me feel like 
a selfish and irresponsible weakling. What I could not 
communicate was that suicide was not just meant to relieve 
myself from the burdens of the world, it was also meant to 
relieve the world of me.

Two decades later, depression is part of the mainstream 
conversation and suicide is decriminalised. However, 
ostracism remains. I am still reminded to be careful so I do 
not pass on my so-called disease to my child. A psychiatrist 
once pinpointed exactly where in my brain my negative 
thoughts originated. I am grateful for modern medicine, 
but we must find a new language that acknowledges suicide’s 
complex socioeconomic antecedents. As Edwin Shneidman, 
the suicidologist, said, “The best route to understanding 
suicide is directly through the study of human emotions 
described in plain English, in the words of the suicidal 
person.” Understanding lived experiences can help develop 
culturally appropriate health services and foster meaningful 
social and policy change.

I endorse the concept of social scaffolding for the vulnerable 
because a supportive community has played a crucial 
protective role in my own life. Finally, the best antidote to 
suicidality is often healing a person’s broken self-worth. It is 
not enough to tell people they should not die. We have to 
help them believe that their life is worthy.



Health Policy

www.thelancet.com/psychiatry   Vol 9   February 2022 165

that assessed the feasibility of regular contact and use of 
safety planning cards by community volunteers in 
reducing suicidal behaviour among Sri Lankan refugees 
residing in camps in Tamil Nadu showed that the 
intervention group had a significant reduction in both 
suicide deaths and attempts compared with the control 
group.85 In a study to reduce suicide deaths by pesticide, 
reducing access to pesticides through safe central 
storage of pesticides was shown to be simple, culturally 
acceptable, and potentially sustainable, but the inves-
tigators emphasised the limitations with the study sites 
mean the results should be interpreted with caution.86

Suicide prevention and non-governmental 
organisations
SNEHA, a non-governmental organisation that is driven 
by volunteers and based in the city of Chennai, 
pioneered the suicide prevention helpline in India as 
early as 1986.87 Since then, several suicide prevention 
and mental health helplines provide support to 
individuals who need it. Furthermore, these helplines 
educate gate keepers (ie, people who are likely to be in 
contact with people with suicidal behaviour), raise 
awareness in the public and media, and serve as an 
entry point for people in need of professional help. 
However, there is a wide variability in the services 
provided by these helplines, and impact evaluation for 
many has not been done.87

Priorities for suicide research in India
A strategic approach to suicide prevention research is 
needed to understand the mechanisms that protect 
against suicide and emergence of suicidal ideation in the 
context of India, gender, and the life course. Intervention 
studies are among the highest research priority. As 
many of the successful suicide prevention interventions 
developed in high-income country settings might not be 
directly transferable in India,86,87 research is urgently 
needed to adapt the known interventions and to explore 
context-specific interventions for India.

High-quality timely research is needed to understand 
the suicide-related consequences of COVID-19 and to 
understand risk mitigation. These recommendations are 
relevant to India as well as other countries.88

Unfortunately, injury research has not received much 
attention in India.89 Considering the urgency of addressing 
suicide in India, we recommend setting up a taskforce for 
suicide prevention research to create a roadmap for 
collaborative, relevant, multisectoral research in the next 
decade in India. In addition, both the government and 
private stakeholders who fund research in India should 
consider prioritising funding for suicide prevention 
research.

Need for robust, relevant, and real-time data
India has a medically certified cause of death system that 
is incomplete, covering only 20% of all deaths.90 Overall 

improvement in the system for documenting the cause 
of death would enable more robust data on suicide 
deaths.2 Efforts are needed to address the under-reporting 
and inadequate reporting in the NCRB data on suicide 
deaths, which has been highlighted previously.9

To destigmatise suicide and suicide attempts, data 
should be captured under the national disease sur-
veillance programme within India’s health system in 
addition to the data captured in NCRB, which would 
facilitate better understanding of burden and risk 
factors over time.91 The national disease surveillance 
programme  should collect data on the basis of the 
recommended injury surveillance guidelines, which 
allow for systematic capturing of required data on 
suicides.92 A comprehensive community surveillance 
system using third party informants can add value to 
the existing data from hospitals and the police, and 
possibly address the under-reporting of the NCRB. A 
large-scale implementation of the surveillance system is 
feasible in low-income and middle-income country 
settings.93 We also recommend the inclusion of suicide 
deaths and attempted suicides in the routine health 
information management system at the public sector 
health facilities.94

Short-term strategy Medium-term strategy

Alcohol policy and 
services

Restrict availability of alcohol through 
uniform age limit, increased taxes, fewer 
outlets, and stopping surrogate 
advertisements (universal)

Scale-up accessible and user-friendly 
alcohol treatment services across India 
(indicated)

Judiciary Advocate for repeal of Indian Penal Code 
309 (universal), which criminalises 
attempted suicide

Repeal Indian Penal Code 309, which 
criminalises attempted suicide 
(universal)

Media Enforce media adherence to the Press 
Council of India guidelines on 
responsible reporting of suicide deaths 
(universal)

Train journalists in appropriate 
coverage of suicide deaths (selective)

Agriculture Ban highly hazardous pesticides 
(universal)

Ensure community-wide safer storage 
and disposal of pesticides across rural 
India (selective)

Education Introduce supplemental examinations 
for students who do not fare well in the 
board final exams (universal)

Integrate school-based mental health 
promotion through school health 
programmes (selective)

Women’s health and 
welfare

Establish assessment methods and care 
pathways for maternal mental health 
problems (selective); ensure 
psychosocial and legal support for 
women and girls facing violence through 
well-functioning and adequate one-stop 
centres (selective)

Bolster laws and systems for upholding 
and protecting women’s rights 
(universal); scale-up accessible and 
mental health services that are gender 
friendly (selective)

Mental health Establish methods of support for people 
who have attempted suicide, such as 
WHO’s brief intervention and contact 
programme (indicated); develop, 
implement, and evaluate gatekeeper 
training, helplines, and digital 
interventions (selective)

Expand and strengthen the District 
Mental Health Programme in all states 
of India to assist with suicide 
prevention (selective); establish 
adequate and affordable urban mental 
health centres (selective)

Universal strategy addresses the entire population, selective strategy addresses subsets of population, and indicated 
strategy addresses specific individuals.

Table: Recommendations for short-term and medium-term strategies for suicide prevention in India



Health Policy

166 www.thelancet.com/psychiatry   Vol 9   February 2022

Future directions in suicide prevention in India
Disproportionately high rates of suicide in India 
compared with other countries pose a substantial public 
health challenge. Suicide prevention research indicates 
that intervention provided at the right time, in the right 
intensity, and for the right duration can help people at 
risk of suicide. A scaffolding approach across all domains 
that is available and accessible during vulnerable points 
over the life course could help individuals who might not 
be able to cope without help.95 In keeping with the 
principle that a good scaffold is built from the ground up, 
these strategies need to build resilience from early 
childhood and adolescence. They also need to provide 
support through effective societal changes (including in 
war, disaster, and pandemic), develop community support 
systems, enhance mental health services and support 
vulnerable groups to help reduce suicide risk. One such 
example of good scaffolding is evidence from the 
Brazilian 100 million cohort study, which indicated that a 
simple intervention, such as cash transfers to alleviate 
poverty, has the potential to decrease suicide rates.96

As India moves forward with development and then 
implementation of the National Suicide Prevention 
Strategy, it is imperative that the community is involved 
as a major stakeholder with meaningful participation in 
suicide prevention efforts (panel)—the people with lived 
experiences and those affected by suicide should be 
involved in research and in formulating suicide 
prevention strategies.

On the basis of this Health Policy paper, we outline 
recommendations rooted in universal, selective, and 
indicated interventions that emphasise multilevel, 
multi sectoral action priorities for suicide prevention 
during the short and medium term (table). The brief 
intervention and contact intervention, developed by 
WHO, is associated with significantly lower odds of 
suicide, as evidenced by a meta-analysis of randomised 
controlled trials.97 In comparison, for gatekeeper training 
for suicidal beha viours, the evidence from systematic 
reviews is unclear98 or indicates a weak training effect.99 
A 10 year systematic review of suicide prevention 
strategies found evidence for the effectiveness of 
restricting access to lethal means.100 School-based aware-
ness programmes have been shown to reduce suicide 
attempts and suicidal ideation.100 There was insufficient 
evidence for suicide prevention for screening for 
suicidality in primary care, for general public education, 
and for media guidelines.100 Gatekeeper training, 
education of physicians, and internet and helpline 
support need additional research.100 Effective imple-
mentation of recommendation is poss ible only by 
securing adequate resources from the Government and 
private funders.

In conclusion, the enormity of suicide deaths in India 
calls for immediate action. Immediate action necessitates 
political will, intersectoral collaboration and commit-
ment, and community participation. In addition, a 

groundswell of public interest is needed to address 
stigma and improve social support systems and help-
seeking behaviour. The SDG 2030 target of one-third 
reduction in premature mortality due to non-com-
municable diseases is unlikely to be met globally unless 
suicide deaths decrease in India. A public health 
approach at all levels to reduce suicide deaths rapidly and 
substantially is urgently needed.
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