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ABSTRACT An analysis of suicide and homicide rates was made for countries of the Eastern Mediter-
ranean Region using global burden of disease data for 2000. The suicide/homicide ratio by age, sex and 
country level of income was calculated by dividing the suicide rate by the sum of the suicide and homicide 
rate. Males were more often victims of homicide whilst females were more often victims of suicide. For 
all male age groups except males 60+ years in high-income countries, the suicide/homicide ratio was 
50% or less while for all female age groups except those 60+ years in high-income countries and females 
5–14 years old in low- and middle-income countries, the suicide/homicide ratio was over 50%. 

Rapports entre suicides et homicides dans les pays de la Région de la Méditerranée orientale 
RÉSUMÉ Une analyse des taux de suicides et d’homicides a été réalisée dans les pays de la Région 
de la Méditerranée orientale sur la base des données relatives à la charge mondiale de morbidité 
pour 2000. Le taux de suicides par rapport aux homicides par âge, sexe et niveau de revenus du pays 
a été calculé en divisant le taux de suicides par la somme des taux de suicides et d’homicides. Les 
hommes étaient plus souvent victimes d’homicide alors que les femmes étaient plus souvent victimes 
de suicide. Pour tous les groupes d’âge des individus de sexe masculin, à l’exception des hommes âgés 
de 60 ans et plus dans les pays à revenus élevés, le rapport entre les suicides et les homicides était de 
50 % ou inférieur, alors que pour tous les groupes d’âge des individus de sexe féminin, à l’exception 
des femmes âgées de 60 ans et plus dans les pays à revenus élevés et des filles âgées de 5 à 14 ans 
dans les pays à revenus moyens et faibles, le rapport suicides/homicides était supérieur à 50 %. 
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Introduction

Suicide and homicide are both violent forms 
of death, albeit with a clear difference: the 
latter directs violence outward towards 
others while the former directs it inward 
towards oneself [1,2]. The human costs of 
both suicide and homicide are severe and 
they are compelling public health and legal 
issues in any country [1]. There are studies 
in which these violent acts are considered 
under the same theoretical and practical 
framework, i.e. as 2 alternatives in a single 
stream, which is referred to as the stream 
analogy [1–7]. However, most of these 
studies have been carried out on data from 
Western Europe/North America or non-
Muslim countries. Since culture and reli-
gion could play an important role in the 
pattern of violent death, it is important to 
study the issue in the context of the Eastern 
Mediterranean Region (EMR) of the World 
Health Organization (WHO). 

The aim of this analysis was to investi-
gate the suicide and homicide rate within the 
countries of the EMR under one framework, 
taking into account the level of income in 
each country. 

Methods

The present analysis used data from the 
WHO global burden of disease project for 
2000 [8]. The aggregated results for WHO 
regions were published in the World report 
on violence and health [9]. The estimated 
data for suicides and homicides were based 
on the International classification of diseas-
es, 9th revision (ICD-9) codes E950–E959 
(suicide) and E960–E969 (homicide) [10]. 

In the year 2000, the EMR consisted 
of 22 countries, which the global burden 
of disease project divided into 2 income 
levels, based on 1996 estimates of per capita 
gross national product (GNP). High-income 

countries, with a per capita GNP of US$ 
9636 or more, were Cyprus, Kuwait, Qatar 
and the United Arab Emirates. Low- and 
middle-income countries, with a per capita 
GNP of US$ 9635 or less, included the rest 
of the countries within EMR [9]. 

The estimated rates for suicidal and 
homicidal deaths were documented by sex 
and age group (5–14, 15–29, 30–44, 45–59 
and 60+ years). Then the suicide/homicide 
ratio within each age and sex group was 
calculated by dividing the suicide rate by 
the sum of the suicide and homicide rate 
[1,4]: (suicide rate)/(suicide rate + homicide 
rate) × 100.

This ratio measures the proportion in 
which lethal violence will be expressed 
either as homicide or suicide. A lower 
suicide/homicide ratio reflects that lethal 
violence will be expressed as homicide and 
a higher ratio reflects that lethal violence 
will be manifested as suicide [1,4]. Suicide/
homicide ratios were plotted by sex and age 
group and countries’ level of income.

Results

Table 1 shows suicide and homicide rates 
per 100 000 population and the suicide/
homicide ratio in the EMR countries by 
sex, age group and level of income of the 
country. Suicide and homicide rates were 
higher in all age and sex groups within low- 
and middle-income countries in comparison 
with high-income countries. Furthermore, 
except for the age groups 5–14 and 15–29 
years for suicide and age group 5–14 years 
for homicides, females in low- and middle-
income countries had the highest rates, in 
all other age groups, males in low- and 
middle-income countries had the highest 
rates both for suicide and homicide. 

Investigating the suicide/homicide ratio 
in males by age group and countries’ level 
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of income revealed that in all age groups, 
except males aged 60+ years in high-
income countries, the ratio was 50% or less. 
The highest ratio was for males 60+ years 

in high-income countries (56.2%) and the 
lowest ratio was for males 5–14 years old in 
low- and middle-income countries (28.6%) 
(Table 1 and Figure 1). 

Table 1 Suicide and homicide rates per 100 000 population and 
suicide/homicide ratio by sex, age and country level of income, 
World Health Organization, Eastern Mediterranean Region, 2000    

Variable Age group (years)
  5–14 15–29 30–44 45–59 60+

Suicide rate/100 000 
 Male high-income 0.4 5.2 5.6 4.1 7.3
 Male low-/middle-income 0.8 7.6 7.7 8.6 10.8
 Female high-income 0.1 3.2 3.5 1.7 2.0
 Female low-/middle-income 2.0 8.6 6.2 4.4 7.0

Homicide rate/100 000 
 Male high-income 0.6 10.1 9.1 4.1 5.7
 Male low-/middle-income 2.0 11.3 11.1 10.0 13.7
 Female high-income 0.0 1.5 1.3 1.4 2.6
 Female low-/middle-income 3.6 5.4 4.4 3.8 5.9

Suicide/homicide ratio (%)
 Male high-income 40.0 34.0 38.1 50.0 56.2
 Male low-/middle-income 28.6 40.2 41.0 46.2 44.1
 Female high-income 100.0 68.1 72.9 54.8 43.5
 Female low-/middle-income 35.7 61.4 58.5 53.7 54.3

Figure 1 Suicide/homicide ratio in males by age and country level of income, World Health 
Organization, Eastern Mediterranean Region, 2000
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Investigating the suicide/homicide ratio 
in females by age group and country level 
of income revealed that in all age groups, 
except females 60+ years in high-income 
countries and females 5–14 years old in 
low- and middle-income countries, the ratio 
was over 50%. The highest ratio was for fe-
males 5–14 years old in high-income coun-
tries (100.0%) and the lowest in females 
5–14 years old in low- and middle-income 
countries (35.7%) (Table 1 and Figure 2). 

Discussion

In studying suicide and homicide under one 
stream there are 2 important issues. The 
first, forces of production, seeks for social 
and cultural factors that determine the ex-
tent of the total lethal violence. The second, 
forces of direction, seeks structural and cul-
tural factors that determine the proportion 
of the total lethal violence manifested either 
as suicide or as homicide [1,2]. Under this 
stream, if a factor causes external blame it 

will increase the likelihood that the suicide/
homicide ratio is expressed as homicide and 
vice versa. 

Batton, in her longitudinal study of na-
tionwide homicide and suicide data in the 
United States of America, showed that rates 
of alcohol consumption, immigration, and 
divorce were related to external attribution 
of blame that resulted in a higher tendency 
for violence to be expressed as homicide 
[5]. We can speculate that factors such as 
mental illness, political unrest, oppression 
and organized political violence could ex-
plain higher homicide rates among males 
in the EMR. A study conducted in Karachi, 
Pakistan revealed that homicide victims 
were usually males aged 20–40 years, and 
were also much more likely to be politically 
active than matched controls [11]. 

What factors could lead to higher suicide 
rates among females? It has been shown that 
one of the strongest risk factors for suicide 
is mental disorder [12,13], especially de-
pression [14]. A recent study revealed that 

Figure 2 Suicide/homicide ratio in females by age and country level of income, World Health 
Organization, Eastern Mediterranean Region, 2000
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the prevalence of major depressive episodes 
in the year 2000 for the EMR was higher 
than the world average, estimated as 1872 
and 2748 per 100 000 males and females 
respectively [15]. Furthermore, evidence 
suggests that in some countries within the 
EMR, married women experienced higher 
rates of suicide and deliberate self-harm in 
comparison to both married men and single 
women [16,17]. Again, to what extent these 
and other factors, e.g. women’s empower-
ment, illiteracy, oppression and secondary 
role in a patriarchal society, could explain 
these manifestations of higher suicide rates 
among females remains to be investigated.

Moreover, there are other unique cultural 
patterns of suicide and homicide within the 
Region which could to be examined. One 
issue is that of honour crimes, i.e. homicides 
committed against females by one of their 
male family members because the women 
had dishonoured the reputation of their fam-
ily; these may be registered as suicides. A 
review of all court files of women murdered 
during 1995 in Jordan has shown that out of 
89 homicide cases reviewed, 38 involved 
female victims [18]. A more in-depth study 
within the same country also revealed that 
the majority of these crimes were commit-
ted by the victim’s brother [19].

One weakness of our analysis is that 
only aggregated data for the whole Region 
were available from the global burden of 
disease data and it would be more informa-
tive if data were analysed by country. Other 
studies within the Region have shown that 
the rates of suicide vary from one country 
to another. For instance, the suicide rate 
within Kuwait is close to zero i.e. 0.1 per 
100 000 [20], while in Saudi Arabia it is 1.1 
per 100 000 [21], in Jordan 2.1 per 100 000 
[22] and in the Islamic Republic of Iran 6 
per 100 000 [23]. 

Another problem is underreporting of 
suicides. Although a number of people, 

including family members, police, doctors 
and coroners, are involved in recording 
a death as suicide, it is be possible that, 
for social, cultural and religious reasons, 
people in this Region are reluctant to report 
death as a suicide. Therefore, the possibility 
of underestimation of suicide rates should 
be considered [8,9,24]. 

More in-depth studies are needed in 
order to understand the factors influencing 
patterns of suicide/homicide in the Region, 
for instance the role of variables such as 
unemployment, migration, alcohol con-
sumption and divorce. Migration from rural 
areas to suburban slums around large cities 
in the EMR has been linked to mental health 
problems, exacerbating existing problems 
of poverty, illiteracy and unemployment 
[25] and there is some evidence of increas-
ing alcohol use among young people in 
some countries [26,27], counteracting the 
generally low level of alcohol use within 
the Region. 

Another area for future research is the 
role of religious beliefs in homicide/suicide 
rates. Islam is the religion of about 90% 
of the people living in the countries of the 
EMR [25] and there are verses in the Koran 
which specifically condemn acts of suicide 
and homicide [26]. Therefore we might ex-
pect that the rate of such deaths in the EMR 
would be lower than the figures for all WHO 
Member States. As the statistics show, this 
is true as far as suicide is concerned. For 
instance, in the year 2000 suicide was esti-
mated to be the 25th leading cause of death 
in the EMR while it was estimated to be the 
13th cause of death in all WHO Member 
States [9]. In the same year homicide was 
the 21st leading cause of death in the EMR 
while it was the 22nd cause of death in all 
WHO Member States [9]. 

An important task is to develop national 
violence and injury surveillance systems 
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with precise and reliable data on different 
forms of violence and their contributing 
factors in order to facilitate more in-depth 
research and analysis of homicide and sui-
cide trends in the EMR [24,28]. 
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World Health Report 2008: Primary health care – now more than 
ever
The World Health Report 2008, launched in Almaty, Kazakhstan in 
October, critically assesses the way that health care is organized, 
financed, and delivered in rich and poor countries around the world. 
The report documents a number of failures and shortcomings that 
have left the health status of different populations, both within 
and between countries, dangerously out of balance. The report 
commemorates the 30th anniversary of the Alma-Ata International 
Conference on Primary Health Care held in 1978. That event was the 
first to put health equity on the international political agenda.


