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Quick Response Code:

The COVID-19 pandemic: Challenges to prevent suicide in megacities

Editorial

This 2020 we find ourselves, health professionals, 
health managers, governments and almost all the 
community in very unexpected and challenging 
circumstances as we face the COVID-19 pandemic. 
Millions of people around the world are infected and 
more than one million have died so far1. The pandemic 
is presenting many-fold impacts on economy, 
education and several aspects of our lives. All these 
impacts added to social distancing, isolation, family 
and other personal losses and fear of contagion have 
both activated and intensified mental health problems 
in many people, being crucial to enhance suicide 
prevention2,3. All geographical areas are vulnerable 
to the pandemic and its associated impacts. However, 
megacities, urban agglomerations surpassing 10 million 
people, are environments at higher risk4,5. Megacities 
are very susceptible to public health crises and are 
currently facing unprecedented challenges to reduce 
the spread of COVID-19 and alleviate the impacts of 
the pandemic6,7.

The pandemic in megacities could adversely 
affect  well-recognized  suicide  risk  factors  such  as 
increase in psychiatric disorders, unemployment, 
financial  stressors,  domestic  violence  and  alcohol 
and drug abuse2,3,6,8. Social isolation and feelings 
of loneliness are likely to increase during the 
pandemic and have been considered as risk factors 
of suicide during previous epidemics9. People at 
higher risk of suicide include individuals with 
pre-existing psychiatric disorders, with previous 
suicide attempt, males, female victims of intimate 
partner violence6,8,10, people living in megacities 
with high prevalence of COVID-19 and individuals 
who have  suffered  the  loss  of  relatives  or  friends3. 
It has been also proposed that the fear and stigma 
towards persons with COVID-19 may also result in 
an increase of suicide11.

Recent prevalence studies show that the impact 
of the pandemic has resulted in an increase in anxiety, 
stress and depression in the general population12 and 
especially among healthcare workers13,14 and people 
with pre-existing psychiatric disorders15. The fear of 
contagion, isolation, loneliness and physical distancing 
may exacerbate pre-existing psychiatric disorders 
and trigger mental health problems in the general 
population3,11. The rise in mental disorders coupled 
with the already known problem of the mental health 
treatment gap, representing a challenge to satisfactory 
address this new demand for mental healthcare. 
Because of the quarantine, it is also expected that many 
people with psychiatric disorders discontinue their 
treatment, increasing their suicide risk. The pandemic is 
representing a challenge to mental health teams at both 
primary and speciality care levels; those have needed to 
reformulate their practices and developing proficiency 
to deliver remote assessments, consultations and 
interventions, wherever possible3,11,16.

During the coronavirus pandemic, many  
megacities dwellers are facing the loss of family 
members  and  friends,  often  under  very  difficult 
circumstances. Bereavement may be particularly 
challenging in the circumstances of the current 
pandemic. COVID-19 deaths are likely to increase 
factors interfering with grief adaptation17. The inability 
to be with relatives or friends when they die or the 
restrictions to hold funerals or to have social contact 
also limits the bereaved of needed social rituals and 
social support that promote adaptation. Because of the 
erratic nature of who recovers and who dies, it has been 
considered a risk factor for grift adaptation the feelings 
of survivor guilt and rumination or ideas that the death 
was wrong or unfair17.

The impact of the pandemic on unemployment and 
financial  stressors may  be  especially  exacerbated  for 

Indian J Med Res 152, October 2020, pp 325-328
DOI: 10.4103/ijmr.IJMR_3992_20

This editorial is published on the occasion of the World Mental Health Day - October 10, 2020.



326  INDIAN J MED RES, OCTOBER 2020

people living in large urban centres. Megacities usually 
concentrate  jobs  opportunities  and  financial  hubs 
in their countries6 which have been impacted by the 
current crisis. It is expected that the most impacted will 
be people already living in poverty, women, informal 
workers and vulnerable migrant workers. There is 
evidence that previous economic recessions and their 
impacts have resulted in an increase in suicide, post-
traumatic stress disorder, depression and alcohol and 
drug abuse18-21.

Domestic violence, another well-recognized 
suicide risk factor, has increased during lockdown. 
Family  tension and conflicts  can also be exacerbated 
if we consider that many megacity residents live in 
overcrowded households. The lockdown can also 
increase isolation for women suffering intimate partner 
violence, limiting their access to social support and 
local resources that can help and protect them22.

One does not know how all the risk factors 
exposed here had impacted or will impact suicide 
rates in megacities, but it is expected that the 
consequences of the pandemic on mental health will 
be present for a long period of time and can also peak 
later than the current pandemic3. For this reason, 
we highlight the importance of suicide prevention 
in the current health agenda. We present here 
some strategies to address the challenge of suicide 
prevention in times of COVID-19 pandemic in 
megacities. Our recommendations have been adapted 
from recent publications2,3,11 and guidelines16,17,23, as 
well as we reinforce the endorsement of the World 
Health Organization and the United Nations24 of 
including psychosocial support and mental healthcare 
into COVID-19 plans and response strategies. We 
will start presenting recommendations for universal 
interventions —  intended  to  affect  every  individual 
in a population — and, in a second stage, we will 
suggest selective or targeted interventions for 
population at higher risk of committing suicide. 
Because particular vulnerabilities and sociocultural 
aspects vary between and within megacities6, local 
authorities need to prepare strategies to prevent 
suicide through a public health plan which considers 
how to adapt available resources to overcome this 
challenge.

Universal interventions are required to reduce the 
economic impact of the pandemic and unemployment. 
In response to COVID-19, many countries have made 
modifications  to  existing  anti-poverty  cash  transfer 
programmes  (CTPs)  and have offered emergency aid 

to support poorest households25. Previous evidence 
suggests that CTPs can reduce suicide rates26,27. 
Governments should strengthen the provision of 
emergency aids and deliver active labour market 
programmes and training in new technologies3,11.

Universal interventions are also needed to reduce 
the access to means to commit suicide. During 
quarantine, it is possible that some suicide means, such 
as arms, pesticides/toxic substances and medications, 
could be more readily accessible in homes. Local 
authorities should contemplate sales restrictions and 
other barriers to reduce the access to means to commit 
suicide3,8,11.

The increase of violence against women requires 
special attention. Preventing intimate partner 
violence through universal anti-violence campaigns 
and programmes and enhancing the availability of 
community services and shelters for women who 
experience domestic violence during COVID-19 
pandemic, are crucial22. Some recommendations are to 
include among the list of essential services all facilities 
for women experiencing violence and to facilitate rapid 
evaluations, safety planning and case management22. 
We also suggest to create and strengthen online 
resources, applications (apps) and helplines.

Local authorities in each megacity must ensure 
that individuals with mental health disorders and 
with suicide risk obtain the care that they need. 
Facilitating the access to mental healthcare and 
psychosocial support in communities, and enhancing 
online resources and interventions, including 
hotlines, can help to prevent suicide3,11. Healthcare 
workers and other community members need to 
be trained on early detection of mental health 
disorders,  identification  of  suicidal  warning  signs 
and proper management3,8,11. During the COVID-19 
pandemic, remote consultations (telephone calls, 
audio and video digital platforms) should be 
encouraged16.  It  is  essential  that  the  staff  receive 
digital training to support alternative ways to provide 
mental health assessments and treatments. In some 
cases, digital interventions may be limited, especially 
for people with limited access to digital technologies 
or with lack of digital literacy16. It is also possible 
that some individuals may feel insecure about using 
digital mental healthcare resources. Consultations 
by telephone may facilitate the continuity of care for 
those patients who present difficulties to engage with 
more complex digital interventions16.



 ZIEBOLD & MARI: COVID-19 & SUICIDES 327

The early recognition and treatment of depressive, 
psychotic and alcohol use disorders are fundamental 
to reduce the risk of suicide8. During the pandemic, 
megacities are facing the challenge of reinforcing 
their already overburdened healthcare systems to 
cover the increased demand for mental healthcare 
and to continue the care for people with pre-existing 
mental health disorders3,11. Patients with pre-existing 
psychiatric conditions should be counselled to continue 
their treatment and to remain connected with their 
families and friends during physical distancing through 
social media and other available communicational 
resources3,11. The provision of community and family 
support for patients with psychiatric disorders that 
live alone can be helpful8. Patients with pre-existing 
psychiatric disorders and their families also require 
learning to identify warning signs of suicide risk and 
to be informed about the available health services and 
hotlines which can be contacted in case of suicidal 
crises. Mental health services must prepare and 
develop protocols to conduct remote evaluations and 
initial interventions for cases with risk of suicide3,11.  
A standard protocol may include to evaluate the risk  
of suicide, to provide a safety planning intervention  
(by controlling the access to lethal means and ensuring 
that interpersonal support is available) and to determine 
the most safe and appropriate setting for treatment8.

Finally, many healthcare professionals in 
megacities are facing challenging and unprecedented 
demands to treat patients with COVID-1923. The 
increase of medical demands, the requirement of 
employing strict biosecurity measures, the risk and 
fear of contagion, alongside with multiple personal 
demands, represent sources of stress for these front-
line professionals23. It has also been reported that 
some health professionals have been stigmatized as 
a potential source of contagion, and for this reason, 
they have been avoided by the community23. All these 
demands require that healthcare systems and health 
managers reinforce the protection of the mental well-
being of healthcare workers. Some measures may 
include to reinforce health teams, to schedule regular 
staff meetings to discuss clinical and ethical decisions 
and to actively evaluate the well-being of healthcare 
professionals in a confidential environment. Healthcare 
professionals  presenting persistent  difficulties  to  deal 
with the stress or those presenting with mental health 
disorders, require to be supported and referred to 
evidence-based treatments23.
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