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Perspective

IntroductIon

The Ministry of Health and Family Welfare, Government of 
India, unveiled the “National Suicide Prevention Strategy” 
(NSPS) in November 2022.[1] It is India’s first initiative in 
this arena, with time-sensitive action plans and cross-sectoral 
collaboration to reduce suicide mortality by 10% by 2030. 
The policy is consistent with the World Health Organization’s 
South East Asia Region Suicide Prevention policy.[2] Following 
its release, the NSPS was well received and evaluated.[2-4] In 
this essay, we describe opinions from many sectors of mental 
health and consider the next steps.

hIstorIcal antecedents

The United Nations issued “Prevention of Suicide: Guidelines 
for the Formulation and Implementation of National Strategies” 
after consulting with a number of experts and receiving technical 
assistance from World Health Organization (WHO).[5] The 
statement emphasized the need of inter-sectoral collaboration, 
inter-disciplinary methods, and ongoing assessment and review, 
as well as crucial features as a means of boosting the success 
of suicide prevention programs. The WHO[6] established 
components and methods for establishing a suicide prevention 
plan in 2012. WHO (2014)[7] highlighted the influence of culture 

and religion in suicide and issued the first suicide prevention 
report. In 2017, the International Association for Suicide 
Prevention[8] established a special interest group to develop 
effective suicide prevention techniques.

deVelopments across the World

We reviewed the policies of the UK, USA, France, and 
Australia[9] and the highlights are as follows:

France
The “ALGOS” program in France focused on high-risk 
populations and trained all health-care professionals during their 
medical education and it was highly effective in reducing suicide.

UK
The first program was launched in 2002 and thereafter it has 
been regularly updated. The policy in the UK includes specific 
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measures directed at each population group in schools and 
workplaces to reduce stigma and improve access to care and 
support for bereaved persons.

Australia
The Australian program is based on the whole systems 
approach for promotion, prevention, and early intervention 
with clear guidelines for at-risk groups with unique follow-up 
support for attempts as well as ensuring high standards in 
mental health-care services.

USA
The policy in the USA includes integration of mental health 
care into primary health-care services, provision of help 
through telemedicine, expanding the scope of insurance to 
include mental health-care costs, peer support, and stigma 
reduction, and special programs for high-risk groups such as 
older adults and specific ethnic groups.

India
Despite having a long tradition of suicidology,[10] the clear 
formulation of policy for suicide prevention was delayed. 
Meanwhile, we observe that other countries have gained 
several years of experience and have evolved strategies that 
have greater relevance and efficacy to their populations. To 
make up for the lost time, our policy has borrowed some 
elements of their learning, such as manpower development. 
Suicide is preventable and the causes are constantly 
changing.[11,12] It would have been helpful for NSPS to have 
an element of responsiveness to changes and data as they 
become available so that the policy became dynamic rather 
than static.

the context

According to WHO (2023)[13] estimates, more than 1 lakh lives 
are lost every year to suicide in India. There has been a 3-year 
increase from 10.2 to 12/100,000 population as per the NSPS 
document. The most common reasons for suicide are illness and 
family problems. The National Mental Health Survey conducted 
by NIMHANS (2016),[14] shows a high prevalence of mental 
morbidity in urban metropolitan areas; mental disorders are 
closely linked to both causation and consequences of several 
non-communicable disorders. The survey also states that nearly 
one in 40 and one in 20 persons suffer from past and current 
depression, respectively; 0.9% of the survey population were 
at high risk of suicide; and nearly 50% of persons with major 
depressive disorders reported difficulties in carrying out their 
daily activities.

The goal of suicide prevention is to lower the risk of suicide 
and attempt to avoid it at the individual, interpersonal, social, 
and societal levels. Suicide impacts individuals, families, and 
communities. Therefore, strategies at all societal levels are 
necessary to prevent suicide: including preventative measures 
that make people aware of the warning signals, encouraging 
resilience, and a commitment to social change. In that sense, 
the NSPS is a good beginning, as we shall see below.

hIGhlIGhts of the natIonal suIcIde preVentIon 
strateGy

The NSPS proposes immediate, intermediate, and long-term 
strategies. The priority areas include reducing easy access 
to suicide modes, strengthening health-care systems to 
prevent suicide, sensitization through media, and strengthening 
suicide surveillance. It exhorts the government to phase out 
hazardous pesticides; increase post-graduate seats in the field 
of mental health and introduce short-term training in mental 
health to non-specialist doctors and others to increase access 
to services. Thus, it envisions a complete package of mental 
health promotion, prevention, and intervention at all levels. 
Such actions will eventually result in the mitigation of suicide.

socIal determInants In suIcIde

The WHO[7] has emphasized that social, economic, and 
physical environments influence mental health and illness. 
These determinants not only predispose the individual to 
common mental disorders but also to the risk of suicide, to 
adverse life events, interpersonal difficulties, family quarrels, 
and issues related to gender.[15-19] Therefore, it has urged the 
need for environmental, structural, and local interventions 
across the life course of individuals at risk.

Risk factors across and throughout the lifespan that are 
located in systems, social and cultural norms have been 
studied by Vijayakumar et al. (2022).[20] These complexities 
and vulnerabilities of everyday life that are embedded in 
social and cultural contexts predispose a person to suicide. 
For example, in a scoping study, younger women were at a 
higher risk of suicide[21] and reported being tortured by the 
family of procreation.[22] Multiple family factors have also 
been studied.[23] Such studies only highlight the lack of robust 
data on gender differences, especially among non-binary 
gender groups, given their risk of being stigmatized by 
exclusionary and discriminating structures.[24] Dandona et al. 
(2017).[25] found personal or social reasons as the foremost 
cause of suicide that range from individual-focused causes 
to life-diminishing cultural norms that apply to only “certain 
groups” of people. Cultural and societal norms disadvantage 
the already vulnerable groups – such as women, gender non-
binary groups, disabled, and those below the poverty line. 
These pose enormous risks for suicide.

Jacob[26] recommends addressing gender justice in the context 
of a patriarchal society, which is supported by cultural and 
religious biases against girls and women. The author highlights 
the role of economic systems and related structural violence, 
subtle cultural sanctions and beliefs, capitalist philosophy 
and increased social isolation, and political perspectives that 
blame and other issues pertaining to suicide. The tendency 
to provide quick-fix partial solutions or responses is unlikely 
to be sustained and the problems persist in the long term. 
When individuals operate from a mindset based on a scarcity 
ideology, they operate from fear and exclude self and others, 
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causing more distress and discrimination.[26] Not only are the 
social, cultural, and systemic factors inter-related, but they 
are also intersectional and complex-leading to partial and 
untenable solutions. Several authors argue for the need for a 
multi-sectoral,[24,26,27] multi-dimensional, multi-phased, and 
multi-departmental[28] collaborations,[28] comprehensive,[17,25] 
and holistic[24] approach to dealing with suicide at the national 
level. However, it is imperative to take into account the 
prevailing social and cultural factors[21,22,26,29] and interrupt 
them.[26]

In that regard, the NSPS has done well in clearly enumerating 
the different departments of government tasked with 
implementing changes in social, familial, educational, justice, 
and related sectors. The policy acknowledges the role of 
environmental factors in mental health in general and suicide 
in particular. Further, it has roped in the concerned sectors 
and departments and set out a plan for collaborative action. 
This, according to us, is a strength of the policy. However, 
the means to monitor and enforce the plan are not clearly set 
out in the policy.

The policy has also mentioned the inclusion of “non-government 
organizations, including faith-based organizations.” These 
entities are heterogenous and often function outside and 
independently of the formal health-care system. Therefore, 
on-field practicalities of their inclusion need further study 
and elucidation.

traInInG of mental health professIonals

The NSPS recommends manpower development on a large 
scale. Our concern is that this manpower should be of suitable 
quality, in addition to the stated requirement of large numbers. 
Quality assurance in mental health at the level of provision itself 
is essential in our country. This is because there is widespread 
ignorance about mental health and the average Indian is unable 
to judge for themselves about the quality, safety, and cost of 
mental health interventions on offer. Another issue is that 
mental health professionals (MHPs) frequently encounter 
situations that call for ethically wise decision-making. This 
decision-making skill is imperative in suicide risk assessment 
and prevention and is impacted by the training and ethical 
proficiency of the professional. The four principles of ethical 
reasoning in health care as recognized to be autonomy, justice, 
beneficence, non-maleficence, and fidelity often help in ethical 
decision-making.[30-32] Competency in ethical decision-making 
should be a mandatory part of the training of persons dealing 
with mental health and suicide prevention.

While the National Medical Commission has established 
the basic and minimum training requirements, this is 
applicable to medical professionals only. The NSPS envisages 
large-scale sensitization and training of paramedical 
professionals (psychologists and social workers) and ancillary 
workers (teachers, multipurpose workers, etc). Currently, 
the training curriculum for nonmedical professionals is 
not uniform and licensing requirements are not adequately 

enforced. Among paramedical professionals and ancillary 
workers, there is heterogeneity in training and practice to 
such an extent that even a reasonable classification of their 
services is not possible. People seek these services more 
readily, more often and as the first point of contact; rather than 
medical services. The NSPS has not elucidated how it plans 
to standardize, assure quality, and regulate these services. 
The eventual success of any “prevention” policy rests on the 
performance at the first point of contact. Therefore, this needed 
to be given greater consideration in the policy.

Way forWard

A dynamic policy in step with the developments around the 
world as well as relevant to the culture and needs of India 
is required. We need more and higher quality data about 
mental health in general and suicide in particular, to be able 
to formulate such a policy. One agenda would be to study the 
implementation, barriers, and impact of the current policy. This 
goes beyond suicide surveillance and extends into the study 
of service delivery and effectiveness.

A policy on suicide prevention must take into account the 
systemic and structural factors as well as cultural norms 
that disenfranchise groups or individuals. This policy has 
rightly taken these factors into account, but a greater depth 
is required for such a vast country like India with cultural 
diversity rooted in ancient traditions. Unless we interrupt 
disempowering systems and cultural norms, we will not be 
able to consciously generate the full spectrum responses.[16] 
To do this, we need to source the universal values for human 
and planetary transformation, shift and transform unworkable 
norms, and generate results across the lifespan and across 
systems, contexts, sectors, and structures. One way to begin 
this process and make such interventions sustainable is to 
scaffold these values from early childhood and adolescence.[17] 
Early childhood care centers and schools are the best places to 
guide students and offer well-being interventions.

There is a need for trained professionals for early identification 
and intervention among children, parents, and teachers, 
who are impacted by social, environmental, and physical 
stressors, and challenge unworkable systems and cultural 
norms. A safe and nurturing workspace that embraces 
diversity and fosters competencies are essential for expressing 
abilities and working productively and fruitfully. MHPs can 
make impactful interventions at the micro and macrolevels 
through holistic strategies for mental health screening and 
biopsychosocial-spiritual interventions.

The improving and upgrading of an effective strategy 
for establishing an electronic registry for suicide as 
emphasized by the WHO is important. A standardized and 
updated training program and assessment in mental health 
curriculum across the length and breadth of the country, 
with sufficient inter-departmental learning, skilled faculty, 
research opportunities, and community exposure with 
varying cultural norms along with the specific emphasis on 

D
ow

nloaded from
 http://journals.lw

w
.com

/jops by m
ogs8lB

uC
vM

G
K

A
aN

vdE
l/pH

1G
qLZ

4bcY
s7aY

X
jZ

H
aB

2JK
JpF

nqX
6

lO
H

lM
V

vQ
uvM

d0X
0dG

cpR
w

esyW
3+

zed5oJ9cpC
i2E

dK
T

lC
O

B
bV

X
cF

hyX
qqW

6hyC
T

F
O

4fesQ
fB

G
lk/ on 07/26/2023



Kulhalli, et al.: Suicide prevention policy in India

Journal of Psychiatry Spectrum ¦ Volume 2 ¦ Issue 2 ¦ July-December 2023108

maintaining the ethical standards of training are required. 
It is essential to have boundaries, along with stringent 
licensing requirements for MHPs to reduce compromising 
on the mental health of individuals. Alongside these, 
suitable guidelines, laws, and regulations need to be brought 
in to ensure quality and safety.

conclusIon

The first steps of the suicide prevention policy launch are 
definitely positive and appreciable steps toward handling and 
management of suicide in India. The focus is toward raising 
awareness about suicide and identification of the early signs 
and symptoms, along with reducing social stigma about 
help-seeking behavior. The policy has made a good beginning. 
Its momentum can be sustained by having a greater depth 
of reach, more nuance to account for the heterogeneity of 
problems and solutions, better benchmarks and safety features, 
and the inclusion of all stakeholders with accountability.
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