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omeone in the world is taking their lives in every 40
seconds.1 Act of suicide suggest a cry for help.
Rosenberg et al. defined suicide as “a death arising from
an act inflicted upon oneself with the intent to kill
oneself”.2 Burden of suicide is huge; more than 800,000
people loose their lives annually and three quarters of it
occur in low and middle income countries (LMICs).3
Suicide is considered to be second leading cause
of death among adolescent and youth (15-29 years),3
which is considered as the most productive years in
lifespan of an individual. It is considered to be thirteenth
leading cause of years of life lost globally and tenth
leading cause of mortality in South Asia from 19902010.4 India and China contributes half to this burden.5
An epidemiologic review from Asia showed that Asians
have a higher average suicide rates as compared to West
with less elderly population involved.6 The reported
suicide rates in South Asia appears to be higher as
compared to global average, with a rate of 43 per million
people in Pakistan.7
World Health Organization (WHO) reported an
estimated 13,000 suicide cases in Pakistan in 2012 which
has risen considerably over years. The actual estimates
would be much higher as there are issues of underreporting due to the legal offence and religious condemn
attached to act of suicide.8 The paucity of data on this
important problem lags people behind to understand the
gravity of situation.
Pakistan is a sixth most populous country
situated in South Asia with an estimated 184.35 million
people. The country is experiencing an early phase of the
demographic transition with the majority of young
population, implying the country is either at high risk or
probably have high under-reported burden of suicide.
A seven years review from Pakistan showed that
there are approximately 119 suicide cases with 20004000 deliberate self-harm cases reported every year.9
Police records of the country suggests that the trend of
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suicide has increased in last 15 years (1985-1999); the
lowest number cases 90 in 1987 and maximum 360 cases
in 1999, with organophosphate poisoning most
commonly used method followed by hanging to cause
self-harm.10 Pakistan has one of the highest reported
figures of suicide amongst muslim majority countries in
the world while incidence of suicide is lower as
compared to western countries; as Islam condemns
suicide-declaring it a major sin. This anamoly of higher
rates of suicide in Pakistan can be attributable to but not
limited to socio-economic determinents such as
hopelessness, violence, social exclusion, marginalization
of minorities, injustice and inequities in distribution of
resources, lack of economic opportunities and social
security, lack of institutional scaffolding for health and
education, rising religious conservatism, instability in
political and state operated institutions, unplanned
growth, rapid urbanization leaving no room for arts and
culture including lack of recreational and public spaces
and expression.
An alarming rise of suicides rates have been
reported among teens and youths in Pakistan. Any
disability, morbidity or mortality in this age can have
huge social, psychological and economic consequences
for individual, families and societies. Such costs are high,
if a person is a sole income provider and belongs to a
resource scarce country like Pakistan. A study from a
tertiary care hospital from Pakistan, estimated the mean
cost of patients with suicide who discharged from
emergency department to be 55.6 USD (range 10-294
USD) and mean cost of admitted patients was 255 USD
(range 14-1695 USD) with median stay of two days.11
Moreover, people with suicide not only over burden their
family but also health care resources and society in all
aspects. Evidence from the country statistics suggest that
the Karachi has the highest counts for suicide (1379)
from 1995-2001 and have the highest crude rate of
suicide (i.e. 2.12 per annum) after Faisalabad when
compared to other big metropolitan cities of the
country.12 These statistics reflect the high burden of
suicide in Karachi, which is considered as an economic
hub of the country and hence has implication in terms of
preventive and screening programs.
Common methods of suicide reported from the
local context includes hanging, poisoning (most common
is organophosphate ingestion), drowning and burning.13-15
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Less common methods include use of firearm, jumping
from height or in front of train, and drug overdose. 13
Environmental factors includes access to means like
pesticide, firearms, medication and exposure to
inappropriate media portrayal.1 Societal and family
related factor includes history of experiencing natural
disaster, trauma, abuse and discrimination in early life. 1
Notably sense of isolation, lack of social support,
relationship conflicts, family discords, loss and separation
also puts a person at higher risk for such acts.1 Personal
factors includes age, gender, marital status, mental health
of the person. Pooled relative risk of suicide is found to
be highest for depression among all other mental and
substance abuse disorder (PRR: 19.9; 95% CI 9.5-41.7).16
Data from Global burden of disease suggest that
suicide affects more male than female.4 However, these
factors varies from place and context. For instance, a
hospital study based in Karachi showed that majority of
people committing suicide were female (63.8%), married
(92.8%) and more than 14 years of age (89.9%). 8 The
findings also showed that 76.3% attempts were made
with an intent to die with no history of mental illness
(91.3%). Other reported risk factors for suicide from
Karachi includes, low socio-economic status,9
unemployment and negative life events.17
Insights into the burden, pattern of injury and its
predictors provide a window of opportunity to intervene,
particularly those factors which are modifiable factors
and are feasible to tap at the primary prevention level.
Unfortunately, stigma associated with mental health
creates barrier in seeking help and closes the window of
opportunity to intervene. However, passive intervention
for targeted action includes, but not limited to effective
legislation and restricting access to means (firearm,
poison). Other preventive actions that can employed for
public and high risk group in educational or institutional
settings can be periodic mental health screening, peer
support group, helpline (where they can share their
worries or cries) and awareness programs on adaptive
coping and tackling with health issues among youth.
Timely attention and consideration can prevent the
cascade of events to happen and reduce the burden of this
neglected public health problem.
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