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Abstract 
Introduction : Suicides represents a global public health problem. It is the second most frequent cause of death of 
persons aged between 15 and 35 years-old. This phenomenon was well described in western and Asian countries. 
However, data are scarce in countries in the Arab world. 
The objective of our study was to analyze the pattern of suicides in Northern Tunisia. 
Methods : We performed a cross sectional descriptive study, with a retrospective data collection. The study was 
realized in the Legal Medicine Department of the Charles Nicolle Hospital of Tunis, during a 12 years period (2005-
2016). We included all cases of suicides that occurred in the North of Tunisia and whose victims were autopsied in 
our Department.  
Results : We counted 1401 cases of suicides. Victims were mainly males (72.66%) and aged between 20 and 39 
years-old (42.82%). A history of mental disease was reported in 43.32% of cases, specifically Schizophrenia 
(36.90%) and Depression (23.39%).  
A history of suicidal attempts was reported in 15.70% of cases. Victims were most frequently single or married 
(80.87%) and jobless (47.46%). 
Motives of suicide were most frequently, a decompensation of a psychiatric disease (29.84%), familial and/or intra-
marital conflicts (10.06%) or financial problems (7.42%). 
Suicides occurred mainly in private housings (62.60%) followed by public places (18.70%). The three main suicidal 
modes were hanging (44.54%), self-immolation (18.92%) and self-intoxication (15.92%).  
Conclusion : Our results permitted to identify the epidemiological features of victims of suicide. This would ensure to 
policy-makers to adapt their policies and strategies aiming to prevent the suicidal risks.  
Key words: Suicide, Judicial Hanging, Intoxication, Victim, Autopsy, Forensic Medecine. 
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1. Introduction 

Suicide is a global public health problem. 
According to data from the World Health Organization 
(WHO) (2018), on an international scale, nearly 
800,000 people commit suicide each year [1]. Every 
suicide is a tragedy that affects families and has lasting 
effects on those who remain. Suicide occurs at any 
point in life and was the second leading cause of death 
among the 15-29 age group in the world in 2016, and 
this global phenomenon is not the only cause of High 
income, indeed, in 2015, over 78% of suicides occurred 
in low- and middle-income countries [1]. These 
projected deaths could result in a serious socio- 
economic burden for society, particularly by increasing 
the burden of health care. 

Suicide represents a complex and 
multifactorial human behavior. It has been closely 
associated with mental illness, mainly depression, 
alcoholism, schizophrenia and personality disorders [2, 

3]. Genetic [4, 5], biological [2, 6] and socioeconomic 
[7] factors also contribute to the etiology of suicidal 
behavior. Many epidemiological studies indicate that 
the frequency of suicide varies considerably between 
countries and their different cultures. According to the 
OECD (2017) [8] for the suicide index per 100,000 
inhabitants, South Africa has the lowest rate in 2015, 
with less than 5 suicides /100,000 inhabitants, while 
Lithuania had the highest rate, with 29 suicides 
/100,000 inhabitants [8] [OECD 2017]. The average 
annual suicide rate according to WHO in 2018 is 
10.7/100,000 inhabitants [9]. 

The national incidence of suicide in Tunisia 
for the year 2015 was 3.27/100,000 inhabitants against 
3.4/100,000 inhabitants in 2014 [10]. Which proves 
that we are among the low-suicide countries. 

In almost all, the societies for which data are 
available, suicide rates are higher for men than for 
women, they tend to increase with age and are higher 
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for single, divorced and widowed men [11]. In Western 
countries, suicide rates are generally higher in urban 
areas than in rural areas. 

Tunisia is a developing country suffering from 
the rising cost of living since the global financial crisis 
of 2008, followed by the 2011 revolution, which has 
worsened the economic situation of the population 
[12]. These results could suggest the increasing number 
of suicide deaths in Tunisia and specifically in northern 
Tunisia from 2005 to 2016, from 95 to 165 victims 
respectively. 

During this period of our study, our results 
show that the profile of suicide in northern Tunisia is 
represented by a young adult male, under 40 years old, 
single, without profession, often following a 
decompensation of a mental illness, with a suicide by 
hanging. 

The phenomenon of self-immolation has also 
evolved dramatically since the self-immolation of 
Mohamed Bouazizi, which occurred on December 17, 
2010. Suicide by self-immolation has become a means 
of protest [12,13]. This mode of suicide by self-
immolation has now become the second mode of 
suicide after being the fourth mode. The aim of this 
retrospective study was to establish the 
epidemiological profile of suicides in northern Tunisia, 
and to discuss the preventive measures adapted to our 
context. 

 

2. Methods 

2.1. Type, location and duration of the study 

Our study was carried out a descriptive study 
with retrospective data collection conducted at the 
forensic department of the Charles Nicolle Hospital of 
Tunis, spread over a 12-year period, from January 1, 
2005 to December 31, 2016. Our service covers the 
activity forensic of the 10 governorates of northern 
Tunisia namely: Tunis, Ben Arous, Manouba, Ariana, 
Beja, Le Kef, Jendouba, Zaghouan, Bizerte and Siliana 
(Figure 1). According to the 2014 official statistics, the 
north of Tunisia has a population of 4,657,480 
inhabitants [10]. 

 
2.2. Type of variables and data collection 

Variables collected from the Victims' 
Memorials file, forensic autopsy reports, judicial police 
reports and hospitalization records in the event of death 
at a distance suicidal act. 
The variables collected, divided into three sections as 
follows: 

 Description of the population: Age, sex, civil 
status, then profession, psychiatric history, 
type of psychiatric illness if exist. 

 Circumstances of suicide: the places, days, 
months and seasons of death of the victims, 
the suicidal mode, the reason for suicide. 

 The autopsy findings: It has been practiced in 
all victims where we have determined the 

signs most frequently observed during the 
lifting of the body in each suicidal mode. 

 
 

 

 

 

 

 

 

 

Fig. 1: The 10 governorates of northern Tunisia covered by the 
forensic department of Charles Nicolle Hospital, Tunisia. 

2.3. Statistical analysis 

The data was entered using both Microsoft 
Excel 2007® software for Windows® and SPSS 20.0® 
software for Windows®. 

We calculated simple frequencies and relative 
frequencies (percentages) for qualitative variables. 
We calculated means, medians and standard deviations 
(standard deviations) and determined the range 
(extreme values: minimum and maximum) for the 
quantitative variables. 

Our sample includes 1401 cases; statistically 
this number of individual is very important. It can be 
considered as representative according to the weak law 
of large numbers. Indeed, if the number of individuals 
is large (> 30 observations), all the laws converge 
towards the normal law. Because of this, our sample is 
assumed to follow the normal law. In order to highlight 
the statistical dependence between two (variable) 
phenomena, a bivariate test was performed, namely the 
Chi-square test and the probability (P-value) 
 

3. Results and discussion 

Tunisia is a developing country suffering from 
the rising cost of living since the global financial crisis 
of 2008, followed by the 2011 revolution, which has 
worsened the economic situation of the population 
[12]. These results could suggest the increasing number 
of suicide deaths in Tunisia and specifically in northern 
Tunisia from 2005 to 2016, from 95 to 165 victims 
respectively. 

At the end of our study, our results show that 
the profile of suicides in northern Tunisia is 
represented by a young adult male, aged under 40, 
single, without profession, often following a 
decompensation of a mental illness, with a hanging 
suicide most often committed in the private home. 
Suicides occurred most often in the spring, in the 
month of May, Monday to the beginning of the week. 
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The phenomenon of self-immolation has also evolved 
dramatically since the self-immolation of Mohamed 
Bouazizi, which occurred on December 17, 2010. 
Suicide by self-immolation has become a means of 
protest [12,14,]. This mode of suicide by self-
immolation has now become the second mode of 
suicide after being the fourth mode. 

Our study is criticized for the retrospective 
nature of the data collection, which meant that several 
data were missing. In fact, during the development of 
the database, several victims have missing and / or 
inaccurate data, as examples, in 40% of the victims we 
did not know the reason for suicide and in 47% of the 
victims. victims we did not know the profession. 
Another limitation of our study is that it focuses only 
on northern Tunisia except Nabeul governorate, it is 
desirable that the study is multicentric covering the 
whole country and that it is prospective. 

Nevertheless, our study finds its strength and 
its interest, on the one hand by the statistical 
representativeness of its workforce of 1401 victims and 
its duration of more than a decade (12 years), on the 
other hand, our study swept all modes of suicide with 
its different characteristics. Finally, the legal medicine 
service of Tunis covers almost half of the Tunisian 
people (41.75%). The importance of our study lies in 
improving our knowledge of this phenomenon-suicide 
that threatens our citizens. 

 

3.1. Profile of the suicide 

Suicide as an act could be preventable. 
However, every 40 seconds, someone commits suicide 
somewhere in the world. Faced with this international 
phenomenon, unfortunately no region or age group is 
spared. On a global scale, suicides occur in adolescents 
and adults of all ages. But it particularly affects young 
people aged 15 to 29, for whom it is the second leading 
cause of death [1]. Worldwide, nearly 800,000 suicide 
deaths occurred in 2016. Men are 75% more likely than 
women to commit suicide [9]. 

In Tunisia, the extent of the suicidal 
phenomenon is difficult to appreciate because of the 
social and religious taboos surrounding it. The studies 
carried out on this subject have shown that in Tunisia, 
as everywhere in the world, no age group is in savings 
and all types of suicides are practiced [13,15,16,17]. 
These findings of Tunisian literature are almost 
identical to those of our study of northern Tunisia. In 
fact, we recorded 1401 suicides of all types, ranging 
from hanging, which is the most common mode 
(44.5%) to electrocution (0.14%). We observed a male 
predominance with a sex ratio equal to 2.65, the 
victims cover all age groups ranging from children 
(<18 years old) to elderly people (> 65 years old) 
(Table 1). The international incidence of suicide for the 
year 2012 was 11.4/100,000 inhabitants including 
15/100,000 for men and 8/100,000 for women. For 
Europe 12/100 000 inhabitants, for Asia 17.7/100,000 
inhabitants, for America 6.1/100,000 and for Africa 
10/100 000 [1]. The national incidence of suicide in 

Tunisia for the year 2015 was 3.27/100,000 inhabitants 
against 3.4/100,000 inhabitants in 2014; corresponding 
to 365 cases of suicide in 2015 against 372 cases in 
2014 [10]. 
 

3.1.1. Age 

In our study, the most affected age group was 
between 21 and 29 years old. Comparing our results 
with those of international epidemiological studies, 
they are different. In fact, elsewhere, the risk of suicide 
increased with age with a higher suicide rate for people 
over 65, between 14 and 33% of all suicides [18,19], 
and recent WHO study on age, the highest suicide rates 
are among people aged 70 and over, both males and 
females, in almost all regions of the world [20]. 

However, according to the WHO in 2014 [20], 
among young people, overall, suicide is the second 
leading cause of death among 15 to 29 year-olds [20]. 
As a result, our results in northern Tunisia coincide 
perfectly with the WHO global result, where suicide 
particularly affects young people aged 15 to 29 years. 
In Tunisia, the 30-39 age group comes second after the 
age group 21-29 years, these two age groups together 
constitute 47.9% of all victims by suicide between 
2005 and 2016. This result is the same for suicides 
across the country in 2015, where the highest 
frequency was 45.33%, and the highest incidence of 
suicide was observed among individuals aged 20 to 39 
(4). , 43/100,000) [10]. In the majority of cases it is a 
young person without a desperate profession with a 
difficult psychological situation. 

In France, the suicide death rate increases 
sharply with age. In 2013, it stood at 5.7 per 100,000 
population aged 15 to 24 and 37.2 per 100,000 
population aged 75 and over. On the other hand, the 
share of suicide in general mortality accounts for 17% 
of all deaths among people aged 15-24 and less than 
0.5% of all deaths among people aged 75 and over 
[21,22]. Between 2000 and 2013, suicide death rates 
declined overall by 22%, but for men aged 45 to 64, 
they increased slightly [21,22]. 
In the United States, in 2013, suicide is the third, 
second, fourth and fifth leading cause of death for 
people aged 10 to 14, 15 to 34, 35 to 44, and 45 at age 
54 [23]. 

The same result is found in South Korea in 
2012 where the suicide rate increases with age. The 
suicide index per 100,000 population is 19.25 for the 
20-year-olds, 26.94 for the 30-year-olds, 30.41 for the 
40-year-olds, 35.52 for the 50-year-olds and 42.45 for 
the 60-year-olds. and 83.19 in the 70 years [24]. 
Our results for northern Tunisia coincide with those of 
whole Tunisia in 2015, where the average age of 
suicide was 37.9 ± 17.6 years with extremes ranging 
from 9 to 88 years. The highest incidence of suicide 
was observed in individuals aged 20 to 39 years old 
4.43/100,000, the lowest was observed in those under 
20 (1.4/100,000), remaining age groups, it decreases 
according to the advancement in age, it is as follows: 
40-59 are the age group 3.86/100,000, the age group 
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60-79 years 3.84/100,000 and the age group> 80 years 
2.79/100,000 [10]. 
 

Table 1: Distribution of victims by age 

Age range Numbers Percentage 
<18 107 7,6 

18-20 48 3,4 
21-29 351 25,1 
30-39 320 22,8 
40-49 244 17,4 
50-59 174 12,4 
60-65 62 4,4 
>65 95 6,8 

Total 1401 100 

 
Suicide is the result of complex interactions 

between various factors, such as socio-demographic 
characteristics, social status, religion, and personality 
traits [25,26]. The mental disorder associated with 
suicide is particularly strong in East Asian countries 
compared to other countries [27]. Having suicide in 
Tunisia decreases with advancing age could be 
explained by a certain family balance, religious 
commitment and stigma; these various factors may 
influence attitudes towards suicide [28]. Individuals 
who had previously attempted suicide or suicidal 
ideation may have been more supportive of suicide 
than those who did not have the idea [29], this suicide 
could be a kind of problem-solving method. Only for 
those who had an unfavorable attitude toward suicide. 

 

3.1.2. Genre: 

We observed a male predominance with a sex 
ratio equal to 2.65 (Figure 2). This finding has been 
made in several studies on suicide in general, where 
male belonging appeared in all publications as a major 
risk factor [29,30].  

 

 
 

Fig. 2: Suicide distribution by sex 

This is a self-report-to-men-to-men, the simple 
of the emphasis of the violent and radical bolder, a lyce 
to old sexies [30]. But also, with the real intent to die, 
with the same name less important on women than on 
men, who engage more easily in suicidal behavior and 
on the facts men have less help and reconciliation than 
women [31]. This does not mean that the number of 
female victims is negligible; it would be especially 
related to the breakdowns of mental illnesses, young 
age, somatic diseases, as well as violence and sexual 

abuse [32]. Although the suicide rate has been reached 
among men, the sex ratio (male/female) varies 
considerably from one country to another. In Western 
countries, it is 3 to 4: 1, while it is generally less than 
2: 1 in eastern countries [33]. It is even in some 
societies like Korah's about 1: 1 among Korean teens 
and young adults [34]. This difference in suicide rates 
between the sexes may be greater in communities 
where men and women are supposed to be 
distinguished [35]. The suicide rate between men and 
women was higher in the United States and Finland, 
where differences in methods of suicide between men 
and women were more pronounced in Korea and Japan 
[34]. The prevalence of deadly suicide methods can be 
reflected in suicide rates in each country and in men 
versus women. The difference between suicide 
methods is an important factor distinguishing 
completed suicide attempts [36]. On the Mists for An's 
Mids, In The Moods to Buy, Mists for Women, How to 
Buy, Mists of Women, for Respective Differences in 
Suicide. 

Women have a long history of social 
disadvantage, with a lower suicide rate than their male 
counterparts. The inequality between the sexes in the 
world in the form of health, social status, economic 
status, intellectual status [37]. However, the 
discrimination inherent in culture can not be easily 
eliminated through economic prosperity. Thus, 
understanding the cultural component has helped to 
reveal suicide rates around the world [44]. 

Suicide rates between men and women were 
higher in countries with more egalitarian gender norms 
[44]. Strategies for eliminating gender discrimination 
in culture have the potential to prevent suicides. In 
some societies, particularly in low- and middle-income 
countries, due to excessive child mortality and sex-
selective abortion, all girls are missing in a particular 
cultural attitude [38,39]. Her son's preference is a 
discrimination between women on culture, whether 
internalized themselves, this kind of sexist bias is self-
sustaining with little need for direct reinforcement on 
the part of the male world [38, 40]. 

 

3.1.3. Civil status: 

In our series, the majority of suicides were 
alone (49.53%), either widowed, divorced or single 
(Figure 3). Also, 48.03% of the men were single and 
36.83% were married, however for the women 53.82% 
were single and 33.42% were married. These results 
corroborate perfectly with what is in the literature [41]. 
For example, social factors such as being single, 
divorced, widowed, socially isolated, lonely, or losing 
social connections have been reported as risk factors 
for the desire for death, suicidal thoughts and 
behaviors. in adolescents [42], the elderly 
[43,44,45,46], and psychiatric patients [47]. 

The French sociologist Emile Durkheim [48] 
defined suicide as a social phenomenon and 
emphasized the influential role played by social 
factors. Durkheim emphasized the link between suicide 
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and situations of social integration, including marriage, 
divorce and parenthood. In addition, marital status is 
known to reflect the vast phenomenon of social 
integration in the social structure [49]. Marriage also 
increases integration and regulation, makes more sense 
and should reduce the risk of suicide. On the other 
hand, divorce tends to increase the risk of suicide 
because it breaks the links between the individual and 
the marriage [49]. 
 
 

 
 
 
 
 
 
 
 
 
Fig. 3: Distribution of suicides by marital status 

From the time of Durkheim until the 2000s, 
sociologists have studied to show that marital status 
was a predictor of significant suicide, and they found 
that the risk of suicide of unmarried persons was 
significantly higher than that of their married 
counterparts [50,51]. In a review of the literature on 
suicide factors, Fässberg et al., [52] highlighted the 
positive relationship between social factors (family, 
friends and social groups) and suicide. 
In other research on suicide mortality, divorce has 
shown a positive association with suicide at the 
individual and global levels, while marriage has a 
negative association with suicide [53]. Some 
researchers have performed meta-analyzes to 
synthesize estimates reported in individual studies on 
the association between marital status and suicide [54]. 
They showed that the end of marriage under its 
different forms of divorce or widowhood had a 
statistically significant association with the risk of 
suicide. Yip et al., (2015) [54] found that socio-cultural 
differences and gender inequalities were important 
moderators in the relationship between marital status 
and suicide risk. Yoshimasu et al., (2008) [54] assessed 
the effects of mood disorders, adverse marital status, 
unfavorable work status, and found that they are 
strongly associated with suicide risk. In a meta-analysis 
of marital status and mortality similar to suicide 
studies, Shor et al., (2012) [55] found that dissolution 
of marriage (ie, divorce and separation) and 
widowhood are associated with high mortality. Another 
work has shown that single people have a higher risk of 
premature death than married persons [56]. These 
meta-analyzes are notable for examining the effects of 
multiple potential moderators, such as gender, age, 
cultural differences, and period [55,56]. 

Many studies have suggested that the 
association between marital status and suicide is 
sensitive to socio-economic variables, such as gender, 
age, and cultural factors [57,58]. Therefore, important 

moderators must be carefully considered to improve 
understanding of the association between marital status 
and suicide [66]. According to Maalaoui (2011) [59] 
elderly suicides seem to be more socially isolated than 
the general population at the same age. The remoteness 
of children, common today, is often painfully lived. 
The traditional family, characterized by geographical 
proximity, is now replaced by a scattered family 
including the departure of children to find a job. 
Retirement, loss of professional activity, deterioration 
of financial conditions, especially in rural areas, are all 
factors that undermine self-esteem and may affect the 
independence of the subject. 
 
3.1.4. The profession : 

Suicide can be a hidden business risk because 
suicide is not defined as a profession-related death, 
unless the worker chooses to end his or her life at the 
place of employment [60]. Many authors have reported 
that the profession has an impact on suicidal behavior 
[61,62,63]. Although the relationship between suicide 
and unemployment has been the subject of many 
studies [64,65] showing an increased rate of suicide 
among the unemployed, the relationship between 
suicide and occupation has been much less studied, 
probably because of the relatively small number of 
people in each group. In addition to national statistics 
describing the relationship between occupation and 
suicide, a number of studies have examined in greater 
detail some of the specific occupations characterized 
by a high suicide rate. These included health-related 
occupations, such as physicians [66], nurses [67], 
farmers (including horticulturists and farmers) [81], 
armed forces [68], students [69,70] and artists [71]. 

 
 

 
 
 
 
 
 
 
 
 

Fig. 4: Distribution of victims according to their professions 

The epidemiological literature reports several 
studies, mainly based on death statistics, which 
include, among others, the United States, England, 
Japan and New Zealand [72,73,74,75], describing 
suicide mortality. according to the professional 
category. These studies, which report inequalities 
between professional categories, are not always 
convergent. However, they generally agree on an 
excess risk of farmers compared to other categories 
[76]. The use of the industry or, better still, the use of 
both industry and occupational categories is less 
common [63] whereas such analyzes could enrich the 
questioning. In addition, analyzes of these mortality 
data are generally not limited to asset age classes. 
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However, it may seem useful to restrict oneself to the 
study of mortality up to age 65, with the objective of 
epidemiological surveillance of occupational risks [77]. 

In our series, apart from the unprofessional 
victims come in order the workers, followed by 
students and students, civil servants and finally retirees. 
This result corroborates with what we have just quoted 
above in consulting the international literature (Figure 
4). 
 

3.1.5. Psychiatric history, suicidal attempts and 

suicidal motives: 

At the global level, WHO considers that five 
of the top ten most serious diseases in the 21st century 
are mental disorders: schizophrenia, bipolar disorder, 
addiction, depression and obsessive-compulsive 
disorder. They are responsible for most of the suicide 
mortality, disability and severe disability, as well as a 
deteriorated quality of life for those affected [23]. 

People with mental illnesses have a higher risk 
of prematurely dying from natural or unnatural causes 
[78] and their average lifespan is 15 to 20 years lower 
than that of the general population in general [79]. 
Excess mortality in psychiatric patients can be partly 
explained by an increased risk of suicide [80]. Several 
studies based on national data have shown that 
approximately 44% of all people who die by suicide 
have been admitted to a psychiatric hospital [81,82]. In 
the long run, about 4% to 5% of people admitted to a 
psychiatric hospital will die by suicide. Psychological 
autopsy studies estimated that up to 90% of those who 
died by suicide met the criteria for a psychiatric 
disorder [82]. Interviews showed that nearly two-thirds 
of self-injurious people reported having mental health 
care prior to the incident [79, 82]. Thus, the association 
between mental illness and suicidal behavior is well 
established 
 
3.2. Circumstances of suicides 

Time, temperature and seasonal variations: 
these are the three themes that interested, even 
fascinated sociologist Emile Durkheim, he wrote in his 
book Suicide "Every season brings its contingent of 
suicides". Time, temperature and seasonal variations: 
these are central elements in the life of our 
contemporary societies. Be it lifestyles, political 
regimes or criminality, observers of social life could 
not ignore the effect of geographical location and 
therefore temperature. Criminologists, especially those 
from the Italian School, have analyzed the links 
between crime and meteorology. "Good time for 
crime!", Violence, whether assault or sexual assault, 
increases with the increase in temperature. The 
phenomenon is explained by the theory of routine 
activities: people go out of their homes more in the 
sunny days, which leads to an increase in interactions 
between people and thereby an increased risk of 
interpersonal conflict [83]. 

Richard Trudeau (2015) [84] also observed a 
certain seasonality in suicides, much less marked 

however than for other causes of death. Thus, the 
average daily number of suicides tends to peak in the 
spring. For many of the years under study, there was 
also a second increase in the fall. The monthly profile 
of suicides has also changed somewhat since the mid-
1970s. For the last few years, there has been a peak in 
March, whereas previously this summit was from April 
to June. Throughout the study period, seasonal peaks 
were about 9% above average. Although, some people 
think that there are more suicides during the holiday 
season, seasonal peaks in the number of suicides 
actually occur during this period [84]. 

In our study between 2005 and 2016 we noted 
a perpetual increase in the number of suicides from 95 
to 169 victims respectively (Figure 5 and Figure 6). 
But in all cases we still have the same results and the 
majority of suicides occurred in the spring (28.8% of 
cases) and in summer (28.1% of cases). Suicides 
occurred in 20% of cases in May and June, with 
respectively 10.2% and 10.1%. 

 
 
 
 
 
 
 
 
 
 
 

Fig. 5: Frequency of cases by months (%) 

 
 

 
 
 
 
 
 
 
 

Fig. 6: Frequency of cases by season (%) 

This result is in perfect coherence with what 
has been quoted from the international literature. In 
addition, Monday represents the number 1 day in the 
number of suicide (237 cases) and Sunday the day with 
the lowest cases (152 cases). Indeed, suicidal acts 
occurred in 32% of cases at the beginning of the week 
(Monday and Tuesday), in 44% of the cases in the 
middle of the week (Wednesday, Thursday and Friday) 
and in 24% of the cases during the weekend. This 
result also corroborates with what is found elsewhere 
in other countries, it also coincides with the profession 
of the victims who are either workers or people who do 
not have professions. 

In our study, only 13 people left a suicidal 
note that was <1% (0.92%) of our series. However, the 
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presence of a suicide note, and depending on its 
content, is a valuable contribution to the investigator, 
the medical examiner and the relatives of the victim 
because it can specify whether the suicide was planned 
or not, the reason (s) for the suicide, the psychological 
state prior to the death and also, especially if it is 
written by hand, to specify whether it was really a 
suicide or a masked homicide [85]. However, our result 
is very different from the international literature where 
15% to 43% of cases were tired of a suicidal note 
[86,87,88], this can be explained by the intellectual 
level of suicides or by their cultures. 
Suicide places are multiple either indoors in private 
homes, residences; hotels, inns and other public places 
of accommodation in vehicles, including cars, trailers, 
commercial vehicles and caravans; outside, they were 
roads, highways, fields, parks and campgrounds 
[35,89,90,91]. 

In our series we have 62% of cases committed 
the suicide act in their private homes and 18% in public 
places, women are present in all places except schools 
(Figure 7). This observation makes it possible to 
suggest that our results corroborate with the literature 
[35,91,92]. 
 

 
 

Fig. 7: Distribution of places of suicides 

3.3. Prevention 

Suicide remains an important public health 
problem. Most people with depression do not seek help 
for their mental disorders. It is a preventable public 
health problem, it can be solved by interventions to 
improve the detection of patients with suicidal ideation. 
Identifying high-risk individuals makes intervention 
possible before they attempt to end their lives. This 
loss of life has an emotional impact on the family and 
friends of the victim. Suicidal behavior is complex and 
many etiologies need to be considered when discussing 
suicidal behavior and prevention. 

Identifying high-risk patients is the first step 
in preventing suicide. However, this identification is 
not simple. It is often a question of tracking the patient 
before his suicidal thoughts result in an attempt at 
suicide or death. [93] Control should be at the family 
level or with senior citizens' homes, they should learn 
about mental illness and suicidal ideation [93,94]. 
Primary health care providers and retirement homes 
need to be trained and sensitized to these issues in 

order to improve the detection of persons with suicidal 
desires [93]. 

The prevention of suicidal risk is therefore 
organized around three levels : 
(i) Primary prevention by detecting subjects at risk. 
This is upstream prevention to identify risk factors or 
stress. 
(ii) Secondary prevention is to promote access to care. 
(iii) Tertiary or medical prevention consists in 
delivering care by identifying the dimensions, treating 
and managing suicides at an individual and collective 
level. 

Finally, the phenomenon of imitation or the 
effect of copying can be prevented in a reasoning and 
framed how to mediate suicides that obeyed the rules 
of good practice [95]. 
In conclusion, suicide represents a public health 
problem in Tunisia. Our study on the general victim 
profile and profiles specific to each suicidal mode. 
These results were used by decision-makers as part of 
the suicidal risk prevention strategy and strategies in 
Tunisia. 

On our part and according to the Tunisian 
victimological profile, we propose for the prevention: 
- To detect personality disorders from an early age, 
especially among adolescents, by transmitting a body 
of knowledge and skills in different environments, 
hospitals, schools, prisons, 
- Improve access to care and mental health care and 
guarantee a better price. 
- The return to the traditional architecture of Tunisian 
family solidarity and cooperating. 
- Ensure a satisfying social life and social integration, 
eg. through work, constructive use of free time and 
community involvement. 
- Strengthen religious, cultural and ethnic beliefs. 
- the cultural of risk of general must be a teaching 
module, from the level of primary education to higher 
education.  
This teaching must be easily assimilated by the natural 
risks, up to the biological, medical and psychic risks. 
 

4. Conclusions 

In our study we noted that the majority of 
suicides occurred in the spring (28.77% of cases) and 
in summer (28.05% of cases). Suicides occurred in 
20.27% of cases in May and June, with respectively 
10.21 and 10.06%. This result is in perfect coherence 
with what has been quoted in the international 
literature. 

Only 13 people left a suicidal note. This result 
is different from Western literature, where 15% to 43% 
of victims have a suicidal note, which can be explained 
by the intellectual level of suicides or by cultural 
determinants. 

In our series, 62.60% of cases had committed 
suicide in their private homes and 18.70% in public 
places, women are present in all places except schools. 
This observation makes it possible to suggest that our 
results join the data of the scientific literature. 
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The first suicidal mode in northern Tunisia was 
hanging (44.54%). Hanging is, because of the ease of 
its realization and its almost radical character, one of 
the great causes of voluntary death. Self-immolation by 
fire represented the second suicidal mode in northern 
Tunisia (18.92%). The phenomenon of self-immolation 
has also evolved since the self-immolation of 
Mohamed Bouazizi, which occurred on December 17, 
2010. This event was at the origin of the popular 
demonstrations against the political regime where the 
latter acquired social prestige and the title of a martyr. 
As a result, suicide rates increased 1.8 times in the four 
years after the 2011 revolution, and self-immolation 
increased three-fold. In our study, this suicidal mode 
was the 4th mode in the North of Tunisia, today after 
the revolution it occupied the second rank after the 
suicide by hanging. The increase in the frequency of 
fire immolation could be explained in part by an 
imitation phenomenon, called a copy-cat effect. 

In conclusion, suicide represents a public 
health problem in Tunisia. Our study has made it 
possible to identify the general victimological profile 
of this phenomenon and the profiles specific to each 
suicidal mode. These results could be used by 
policymakers in setting policies and strategies to 
prevent suicidal risk in Tunisia. 
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