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Abstract
Background  Suicide is a global public health concern, influenced by complex psychological, social, and economic 
factors. This study examines risk and protective factors associated with suicidal ideation and behaviour among callers 
to Lebanon’s National Lifeline for Emotional Support and Suicide Prevention.

Methods  A cross-sectional analysis was conducted using routinely collected data from the Lifeline between 
June 2021 and February 2023. Multivariate logistic regression was used to identify factors associated with passive 
and active suicidal ideation, suicidal intent, suicide attempts, and self-harm. Predictor variables included age, sex, 
relationship status, employment status, history of mental illness, and psychosocial risk and protective factors. Analyses 
were conducted using R, with significance set at p < 0.05.

Results  Individuals aged 25–35 were more likely to report suicidal ideation and self-harm compared to those under 
25, while those aged 55 and above were less likely to report any form of suicidality. Mental illness, psychological stress, 
social isolation, and relationship problems were consistently associated with higher odds of suicidal ideation and 
behaviour. Financial difficulties and chronic illness were linked to increased risk of ideation and intent but not self-
harm. Mental health awareness was associated with decreased odds across all outcomes.

Conclusion  These findings underscore the need for age-responsive and contextually grounded suicide prevention 
strategies. Interventions targeting social isolation, financial stress, and relationship problems, alongside efforts to 
enhance mental health awareness, are critical. Future research should explore these associations longitudinally to 
inform tailored, evidence-based prevention efforts in Lebanon and similar contexts.

Clinical trial number  Not applicable.
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Introduction
Suicide is a global public health issue, with nearly 720,000 
people dying by suicide each year, according to the World 
Health Organization (WHO) [1]. It is the third lead-
ing cause of death among individuals aged 15–29 [1]. 
Approximately 73% of global suicides occur in low- and 
middle-income countries, where access to mental health 
support is often limited. Suicide is a complex phenome-
non influenced by social, cultural, biological, psychologi-
cal, and environmental factors across the life course [1].

Beyond deaths by suicide, a far greater number of 
people experience suicidal ideation or make non-fatal 
attempts, contributing to a significant and often over-
looked burden [2]. Suicidal behaviour typically follows 
a continuum, beginning with passive ideation, where 
individuals think about death or express a desire not to 
live without forming specific plans [3, 4]. This may esca-
late into active suicidal ideation, where thoughts become 
more concrete and plan-oriented, and in some cases 
progress to suicide attempts or self-harm. These acts, 
although not always intended to be fatal, are closely tied 
to suicidal thinking [3, 4].

In Lebanon, although reported suicide rates have his-
torically been lower than the global average, under-
reporting and societal stigma are believed to obscure 
the true scale of the problem [5]. The greatest barrier to 
seeking help remains a low perceived need for treatment, 
further hindering prevention efforts [5]. On average, one 
suicide is reported every two days in Lebanon [6]. In 
2023, reported suicides rose to 168, an increase of 21.7% 
from 2022 to 46% from 2021, marking one of the high-
est figures recorded in the past 15 years [6]. However, 
due to the absence of a robust suicide surveillance sys-
tem, it is unclear whether this rise reflects a true increase 
or improved reporting practices. Regardless, Lebanon’s 
compounding crises have undeniably intensified mental 
distress across the population [7].

Since 2019, Lebanon has experienced one of the most 
severe financial collapses in modern history, marked by 
hyperinflation, rising unemployment, and the break-
down of public services [7]. These economic hardships 
have placed immense psychological strain on individuals, 
fuelling anxiety, hopelessness, and emotional distress, all 
strongly linked to suicidal ideation and behaviour [7–9]. 
While there is a well-established connection between 
suicide and mental health disorders such as depression, 
anxiety, and substance use [10, 11], many suicides occur 
impulsively during acute crises, such as those involving 
financial strain, relationship breakdowns, or chronic ill-
ness [1]. Economic hardship, in particular, is a frequent 
stressor, with studies linking financial instability to 
increased suicide risk and higher levels of hopelessness 
and suicidal thoughts [12, 13]. Other risk factors include 
violence, abuse, grief, and social isolation [14, 15]. 

Conversely, protective factors such as strong social sup-
port, religious or spiritual beliefs, and access to mental 
health services can mitigate risk, though their effective-
ness varies across contexts and populations [16, 17].

In response to growing concerns, suicide prevention 
efforts in Lebanon have evolved over the past decade. 
In 2017, Lebanon launched the first and only national 
suicide prevention hotline in the MENA region. Co-
managed by the National Mental Health Programme 
(NMHP) at the Ministry of Public Health and Embrace, a 
local NGO, the National Lifeline provides 24/7 emotional 
support to individuals in crisis [18]. Trained operators 
assess suicide risk, employ active listening and collabora-
tive crisis de-escalation techniques, and refer callers to 
mental health services using national MHPSS mapping 
tools such as the 4Ws platform. The Lifeline is also inte-
grated into Lebanon’s National Mental Health Emergency 
Response Mechanism, enabling coordinated responses to 
severe mental health crises, which may involve medical 
teams and Internal Security Forces (ISF) when needed 
[18].

The Lifeline adopts a non-interventionist model 
inspired by crisis lines in the US and UK [19, 20], while 
incorporating culturally appropriate adaptations to the 
Lebanese context. The Lifeline protocol emphasizes 
building a therapeutic connection through empathic, 
active listening and the use of open-ended questions to 
foster trust and safety. Its key steps include: (1) estab-
lishing rapport with the caller (2), identifying potential 
suicide risk (3), assessing the level of risk (4), providing 
emotional support and instilling hope through valida-
tion and reflection of feelings, and (5) orienting callers 
to appropriate community resources or dispatching 
emergency mobile crisis teams when necessary. A 2021 
evaluation showed that the Lifeline significantly reduced 
callers’ distress during the calls [21], and a follow-up 
evaluation conducted in 2025 is expected to be published 
soon.

Despite this progress, limited data exist on the specific 
factors associated with suicidal ideation and behaviour in 
Lebanon. This study aims to address this gap by analysing 
data from the National Lifeline between June 2021 and 
February 2023. By examining the characteristics and con-
textual stressors of callers experiencing varying degrees 
of suicidal ideation and behaviour, from passive thoughts 
to suicide attempts, this study seeks to inform more tar-
geted, culturally grounded interventions and enhance 
suicide prevention strategies in the region.

Materials and methods
Data collection
The National Lifeline for Emotional Support and Sui-
cide Prevention, co-managed by the National Mental 
Health Programme (NMHP) and Embrace, provides 
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non-toll-free, telephone-based emotional support to 
individuals experiencing suicidal ideation or psycho-
logical distress [18]. Callers receive support from trained 
operators and are often guided toward appropriate men-
tal health services based on need. All operators receive 
standardized training prior to taking calls, which includes 
general mental health knowledge such as signs and symp-
toms, and risk and protective factors for both suicide 
and common mental health problems that are associated 
with suicide, de-escalation techniques, assessment of sui-
cide risk and active listening skills. Training also involves 
role-plays and instruction on emergency dispatch pro-
cedures. Competence is formally evaluated using the 
Suicide Intervention Response Inventory and a suicide 
knowledge assessment, both pre- and post-training, per-
formance during role plays, as well as an assessment of 
the ability of operators to follow through the Lifeline call 
taking protocol. Only operators who demonstrate suffi-
cient competence in following through the protocol are 
selected to answer calls.

For quality assurance and research purposes, calls are 
routinely recorded, and trained operators collect data 
during each call, documenting caller characteristics, pre-
senting concerns, and risk/protective factors. This does 
not take the form of a questionnaire but rather a stan-
dardized call monitoring form. This form captures socio-
demographic characteristics (age, sex, relationship status, 
education level, and employment status), self-reported 
mental health diagnoses, suicidal ideation and behav-
iour (ideation, intent, plan, means, and past attempts), 
psychosocial risk factors (such as stress, social isolation, 
relationship problems, financial difficulties, and chronic 
illness), protective factors (such as optimism, religious or 
spiritual beliefs, help-seeking behaviour, future outlook, 
and mental health awareness), access to mental health 
services, call duration, and reasons for contacting the 
Lifeline [22].

Measures
Prior to analysis, all variables were harmonized and 
recoded to ensure consistency. Age was categorized into 
five groups: 18–24, 25–34, 35–44, 45–54, and 55 years 
and above. Relationship status was coded as single, cur-
rently in a relationship, or previously in a relationship. 
Education level was grouped into three categories: school 
level or below, vocational/technical degree, and univer-
sity level. Self-reported mental health diagnoses were 
classified into four diagnostic groups: serious mental ill-
ness (including bipolar disorder and psychotic disorders), 
depressive disorders, anxiety disorders, and other mental 
illnesses.

Suicidal ideation and behaviour were categorized based 
on definitions from the Columbia Suicide Severity Rat-
ing Scale (C-SSRS) [22]. Individuals expressing a wish 

to be dead without active thoughts of suicide (currently 
thinking of killing oneself ), were categorized as experi-
encing passive ideation. Those reporting experiencing 
suicidal thoughts were classified as having active ide-
ation. When a caller expressed an intent to act on sui-
cidal thoughts (including having thought of a means of 
suicide, a plan, and/or a timeframe), this was categorized 
as suicidal intent. In addition, any reported history of sui-
cide attempts or engagement in self-harm behaviour was 
coded accordingly.

Psychosocial risk and protective factors were identified 
by the operators during interactions and included psy-
chological stress, social isolation, financial and relation-
ship problems, living alone, and chronic illness, as well 
as protective elements such as religious or spiritual faith, 
optimism, a positive outlook, engagement with mental 
health services, and general mental health awareness.

To convert the data from call-level to caller-level, 
demographic information reported during the first call 
was carried forward to subsequent calls. For example, if 
a caller stated that they were married during their ini-
tial call, their relationship status was treated as married 
across all records. For continuous variables such as age, 
call duration, and distress level, averages across all calls 
by the same individual were computed. If a mental health 
diagnosis, suicidality indicator, or psychosocial factor 
was reported at any point across multiple calls, it was 
coded as present in the aggregated caller-level dataset.

Statistical analysis
Descriptive analyses were conducted to examine the 
characteristics of individuals reporting passive or active 
suicidal ideation, suicidal intent, suicide attempts, or self-
harm. Multivariate logistic regression models were then 
applied to explore factors associated with each category 
of suicidality. Predictor variables initially considered 
included age, sex, relationship status, employment status, 
mental health history, and the presence of psychosocial 
risk or protective factors. Variables not showing signifi-
cant associations in univariate analyses were excluded 
from the multivariate models. To minimize confounding, 
the final multivariate models adjusted for socio-demo-
graphic, clinical, and psychosocial factors, specifically: 
age, sex, relationship status, employment status, history 
of mental illness, stress, social isolation, relationship 
problems, financial problems, living alone, chronic ill-
ness, religious/spiritual faith, future outlook, optimism, 
awareness/insight, and access to mental health services. 
Subgroup analyses were conducted by modelling factors 
associated separately with passive suicidal ideation, active 
suicidal ideation, suicidal intent, suicide attempts, and 
self-harm. No interaction terms were tested, as the study 
was designed to identify main correlates of suicidality, 
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and limited sample sizes in certain strata reduced statisti-
cal power for reliable interaction testing.

To address potential bias from missing data, multiple 
imputation was applied to variables with missing val-
ues, while no imputation was conducted for variables 
that were fully observed. A total of 50 imputed datasets 
with 100 iterations each were generated, and results were 
pooled across imputations. All statistical analyses were 
performed in R, with statistical significance set at p < 0.05.

Ethical considerations
At the start of each call, a pre-recorded message informs 
callers that calls are recorded for quality assurance and 
research purposes. Callers who do not wish their infor-
mation to be used can explicitly opt out, in which case 
their data are excluded. For this study, inclusion was 
therefore based on implied consent unless an opt-out was 
registered. Strict protocols were followed to ensure con-
fidentiality and the secure storage of all data. All identify-
ing information was removed to ensure caller anonymity, 
and a unique identifier was assigned to each call or caller-
level record. The study received ethical approval from the 
Research Ethics Committee of the Institut National de 
Santé Publique, d’Épidémiologie Clinique et de Toxicolo-
gie - Liban (INSPECT-LB) at the Lebanese University, as 
well as ethical clearance from the National Mental Health 
Program (NMHP) at the Ministry of Public Health.

Results
Call characteristics
Between June 2021 and February 2023, the Lifeline 
received a total of 17,849 calls from 8,095 unique callers. 
Passive suicidal ideation was reported in 54.6% of calls, 
active ideation in 40.4%, suicide attempts in 43.8%, and 
self-harm in 28% (Fig. 1).

In terms of reported risk factors, psychological stress 
was the most noted (83.5%), followed by interpersonal 
relationship problems (30.0%), financial difficulties 
(21.7%), and social isolation (12.8%). Among protec-
tive factors, 34.5% of calls mentioned access to mental 
health services. A positive future outlook and religious or 
spiritual faith were reported in 21.4% and 18.5% of calls, 
respectively. Fewer calls referenced mental health aware-
ness (16.5%), engagement in hobbies (10.2%), or opti-
mism (7.0%) (Fig. 2).

Callers’ characteristics
Among all callers, 39% were aged between 18 and 25. 
Within this younger age group, 42% reported a history 
of suicidal ideation, and 51% reported self-harm, propor-
tions that declined steadily with increasing age, reaching 
their lowest levels among those aged 55 and above. The 
majority of callers were female (61%) and held a univer-
sity degree (59%).

Among individuals reporting suicidal intent, suicide 
attempts, or self-harm, most were single and had a his-
tory of mental illness. Stress was prevalent across all 
groups, with more than 90% of callers experiencing sui-
cidal ideation or behaviour also reporting stress. Social 
isolation, relationship problems, financial difficulties, and 
access to means were more commonly observed among 
callers who reported suicidal intent, attempts, or self-
harm (Table 1).

Factors associated with suicidal ideation and behaviour
Multivariate logistic regression identified several signifi-
cant predictors of suicidal ideation and behaviour:

Fig. 1  Reported suicidal ideation and behaviour in all calls (n = 17849), presented as percentages
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Passive suicidal ideation
Individuals aged 25–35 were more likely to report pas-
sive suicidal ideation than those under 25 (OR = 1.4; 95% 
CI: 1.1–1.9). Other significant predictors included mental 
illness (OR = 1.6; 95% CI: 1.2-2.0), stress (OR = 2.8; 95% 
CI: 2.0-3.8), social isolation (OR = 2.3; 95% CI: 1.6–3.4), 
relationship problems (OR = 1.6; 95% CI: 1.2–2.1), finan-
cial difficulties (OR = 1.7; 95% CI: 1.3–2.2), and chronic 
illness (OR = 2.3; 95% CI: 1.3–4.2). In contrast, optimism 
(OR = 0.6; 95% CI: 0.4–0.9) and mental health awareness 
(OR = 0.7; 95% CI: 0.5–0.9) were associated with reduced 
odds of passive ideation (Table 2).

Active suicidal ideation
Compared to those under 25, individuals aged 25–35 had 
higher odds of active ideation (OR = 1.4; 95% CI: 1.1–1.8). 
Both unemployment (OR = 1.3; 95% CI: 1.1–1.7) and 
mental illness (OR = 2.0; 95% CI: 1.6–2.5) were significant 
predictors. Other associated risk factors included stress 
(OR = 2.5; 95% CI: 1.8–3.5), social isolation (OR = 1.9; 
95% CI: 1.4–2.5), relationship issues (OR = 1.5; 95% CI: 
1.2–1.9), financial problems (OR = 1.5; 95% CI: 1.2–1.9), 
and chronic illness (OR = 2.3; 95% CI: 1.5–3.7). Mental 
health awareness remained a protective factor (OR = 0.7; 
95% CI: 0.5–0.9) (Table 2).

Suicidal intent
Callers aged 55 and older were less likely to report sui-
cidal intent compared to those under 25. Significant 
predictors of suicidal intent included mental illness 
(OR = 1.8; 95% CI: 1.4–2.3), stress (OR = 2.9; 95% CI: 
1.8–4.6), social isolation (OR = 1.9; 95% CI: 1.5–2.6), 
relationship problems (OR = 1.5; 95% CI: 1.2-2.0), finan-
cial hardship (OR = 1.6; 95% CI: 1.3–2.1), living alone 
(OR = 1.6; 95% CI: 1.1–2.3), and chronic illness (OR = 2.0; 
95% CI: 1.3–2.9). Awareness of mental health was again 
associated with reduced odds (OR = 0.6; 95% CI: 0.4–0.8) 
(Table 2).

Suicide attempts
Older age (45 and above) was associated with lower 
odds of suicide attempts. In contrast, unemployment 
(OR = 1.5; 95% CI: 1.2-2.0) and mental illness (OR = 2.8; 
95% CI: 2.2–3.6) were significant risk factors. Stress 
(OR = 2.7; 95% CI: 1.8–4.1), social isolation (OR = 1.7; 
95% CI: 1.2–2.3), relationship issues (OR = 2.1; 95% CI: 
1.7–2.7), and chronic illness (OR = 1.7; 95% CI: 1.1–
2.8) were also associated with greater odds of suicide 
attempts. Notably, access to mental health services was 
linked to higher odds (OR = 1.4; 95% CI: 1.1–1.9), while 
mental health awareness remained protective (OR = 0.7; 
95% CI: 0.5–0.9) (Table 2).

Fig. 2  Reported risk and protective factors in all calls (n = 17849), presented as percentages
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Self-harm
Self-harm was more likely among individuals aged 25–35 
(OR = 1.7; 95% CI: 1.2–2.4) and significantly less likely 
among those aged 55 and above. A history of mental ill-
ness was strongly associated with self-harm (OR = 2.6; 
95% CI: 2.0-3.5). Stress (OR = 2.6; 95% CI: 1.7–4.2), social 
isolation (OR = 1.5; 95% CI: 1.1–2.2), and relationship 
problems (OR = 1.9; 95% CI: 1.4–2.5) were also signifi-
cant. As with suicide attempts, access to mental health 
services was associated with increased odds of self-harm 
(OR = 2.0; 95% CI: 1.5–2.7) (Table 2).

Discussion
This study identified several key factors associated with 
suicidal ideation and behaviour, offering a comprehensive 
understanding of risk and protective correlates within 
a large sample of individuals who sought support from 
the National Lifeline in Lebanon. Individuals aged 25 to 
35 were more likely to report suicidal ideation and self-
harm compared to those under 25, while those aged 55 
and above were less likely to report these behaviours. 
Suicidality was significantly associated with mental ill-
ness, stress, social isolation, financial and relationship 
problems, and chronic illness. Conversely, mental health 
awareness emerged as a protective factor. Interestingly, 
access to mental health services was associated with 
higher odds of suicide attempts and self-harm, indicating 
a complex relationship warranting further exploration.

Compared to Zakhour et al.‘s findings of a 28.9% preva-
lence of suicidal ideation in the general Lebanese popula-
tion, our study reported a similar prevalence of suicidal 
intent (25.5%) among Lifeline callers [23]. However, pas-
sive suicidal ideation was markedly higher than the 19.8% 
seen in the general population, likely reflecting the dis-
tress levels of individuals actively seeking crisis support. 
This underscores the vital role of hotlines in servicing 
those at risk, particularly individuals experiencing pas-
sive ideation who may not yet be engaged in formal care.

Age-related trends in this study are consistent with 
global evidence indicating heightened suicidality among 
young adults transitioning into adulthood [24]. In Leba-
non, national suicide statistics show the highest number 

Variable All callers (n = 8095)
Demographics
Age (years)
  [18–25] 2485 (38.6)
  [25–35] 1973 (30.7)
  [35–45] 1002 (15.6)
  [45–55] 551 (8.6)
  ≥ 55 421 (6.5)
  Sex (Male) 3186 (39.4)
Relationship Status
  Single 2080 (40.8)
  Married 1845 (36.2)
  Divorced 274 (5.4)
  Widowed 125 (2.5)
Education Level
  School or below 1400 (35.5)
  Vocational 204 (5.2)
  University level 2345 (59.4)
Employment status
  Unemployment 2016 (36.6)
History of mental illness
Serious Mental Illness*** 604 (14.0)
  Anxiety 797 (18.3)
  Depression 979 (22.4)
Other Mental Illness**** 640 (14.9)
  Any Mental Illness 1947 (43.0)
  Variable All callers (n = 8095)
Psychosocial history profile
  Stress 4399 (82.8)
  Social Isolation 1115 (16.4)
  Relationship Problems 2351 (35.0)
  Financial Problems 2002 (29.2)
  Easy Access to Means 768 (11.3)
  Living Alone 541 (8.0)
  Chronic Illness 503 (7.5)
  Religious/ Spiritual faith 1586 (24.5)
  Future outlook 1752 (26.5)
  Seeking MH services 2271 (33.9)
  Optimism 673 (10.4)
  Activities/Hobbies 875 (13.4)
  Awareness/ Insight 1460 (22.2)
Distress Level
  Mean Distress at Call Start 8.67 (1.92)
  Mean Distress at Call End 5.50 (2.62)
Call reason
  Emotional Distress 5172 (63.9)
  Referral 2757 (34.1)
  Suicidal Ideation 2380 (29.4)
Call duration
  Mean Call Duration 22.85 (17.21)
Call duration in Minutes
  < 5 892 (11.1)
  [5–10] 1150 (14.4)
  [10–20] 1919 (24.0)

Table 1  Descriptive characteristics of lifeline callers (n = 8095)

Variable All callers (n = 8095)
  [20–30] 1597 (20.0)
  ≥ 30 2443 (30.5)
***Serious Mental Illness: Bipolar Disorders, Schizophrenia and other psychotic 
disorders

****Other Mental Illness: Addictive Disorder, Anorexia Nervosa, Attention 
Deficit Hyperactivity Disorder, Autism Spectrum Disorder, Bulimia Nervosa, 
Cyclothymic Disorder, Eating Disorder Unspecified, Intellectual Disability, 
General Personality Disorder, Borderline Personality Disorder, Obsessive 
Compulsive Personality Disorder, Paranoid Personality Disorder, Post Traumatic 
Stress Disorder, Sexual Dysfunction, Sleep-wake Disorder Insomnia, Substance 
Use Disorder, and Other

Table 1  (continued) 
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of suicide deaths in 2023 occurred among those aged 
23–32 [6], aligning with our findings. This life stage 
is often marked by unique stressors, including career 
uncertainty, financial instability, and complex relation-
ship dynamics, that may amplify emotional distress [12, 
25]. The perceived gap between societal expectations 
and lived realities may contribute to feelings of inad-
equacy and hopelessness. Emerging research among 
slightly younger cohorts also underscores the association 
between frequent social media use, bullying and persis-
tent feelings of sadness and hopelessness as early predic-
tors of suicide risk [26]. The long-term and or cumulative 
impact of these experiences remains unclear but may 
compound vulnerability to suicidal ideation by early 
adulthood. These findings highlight the urgent need for 
age-tailored targeted prevention strategies, that address 
both psychosocial and structural determinants of dis-
tress among youth and their transitional vulnerabilities. 
Priority interventions should include emotional skills 
and resilience training integrated within school cur-
riculum, peer support and mentorship networks, and 
the expansion of psychosocial services within schools, 
universities, and workplaces. Beyond individual coping 
interventions, policies must also address the economic 

insecurity, underemployment and social fragmentation 
that heighten distress in this age group and advocate for 
the strengthening of social and economic safety nets. 
Aligned with WHO’s LIVE LIFE framework, Lebanon’s 
mental health strategy is highlighting the need to move 
towards an integrated model that couples early life skills 
with accessible community-based care [27]. Strength-
ening social and economic safety nets should be a joint 
collaborative interministerial work, essential to mitigate 
risk, promote well-being and prevent the progression of 
youth suicidal ideation into crisis.

Our findings also emphasize the role of financial strain 
as a major contributor to suicidal ideation. Prior research 
has identified financial hardship, unemployment, and 
cumulative economic stress as significant predictors of 
suicidality [12, 28, 29]. In Lebanon, while no studies have 
definitively quantified the relationship between the eco-
nomic crisis and suicide rates, several scholars argue the 
post-2019 financial collapse has severely impacted popu-
lation mental health [30]. Rising unemployment, infla-
tion, and public mistrust, combined with limited social 
protections, likely contribute to increasing suicide risk. 
Recent national data show alarming rates of depression 
(47.8%), anxiety (45.3%), and PTSD (43.5%), all strongly 

Table 2  Multivariate logistic regression models predicting suicidal ideation (passive ideation, active ideation, suicidal intent) and 
suicidal behaviours (suicide attempt, self-harm), n = 8095
Variable Primary Case Analysis

OR (95% CI)
Passive Ideation Active Ideation Suicidal Intent Suicide Attempt Self-harm

Age (years)
[25–35] 1.4 (1.1–1.9) 1.4 (1.1–1.8) 1.3 (1.0-1.7) 1.4 (1.0-1.9) 1.7 (1.2–2.4)
[35–45] 0.6 (0.4–0.8) 0.7 (0.5–0.9) 0.7 (0.5-1.0) 0.8 (0.6–1.2) 0.7 (0.4-1.0)
[45–55] 0.6 (0.4–0.9) 0.5 (0.3–0.7) 0.8 (0.5–1.3) 0.5 (0.3–0.8) 0.6 (0.3-1.0)
≥ 55 0.3 (0.2–0.5) 0.3 (0.2–0.6) 0.5 (0.2–0.8) 0.3 (0.1–0.5) 0.3 (0.1–0.6)
Male 0.9 (0.7–1.1) 0.9 (0.7–1.1) 1.2 (0.9–1.5) 0.8 (0.6-1.0) 0.8 (0.6-1.0)
Relationship Status
In a relationship 1.0 (0.7–1.3) 0.9 (0.7–1.2) 0.9 (0.7–1.2) 0.9 (0.7–1.1) 0.9 (0.7–1.2)
Was in a previous relationship 1.3 (0.8–2.1) 1.4 (0.9–2.1) 1.3 (0.8–1.9) 1.9 (1.2–2.9) 1.2 (0.7–1.9)
Unemployment 1.2 (0.9–1.5) 1.3 (1.1–1.7) 1.3 (1.0-1.7) 1.5 (1.2-2.0) 1.0 (0.7–1.3)
Any Mental Illness 1.6 (1.2-2.0) 2.0 (1.6–2.5) 1.8 (1.4–2.3) 2.8 (2.2–3.6) 2.6 (2.0-3.5)
Psychosocial history profile
Stress 2.8 (2.0-3.8) 2.5 (1.8–3.5) 2.9 (1.8–4.6) 2.7 (1.8–4.1) 2.6 (1.7–4.2)
Social Isolation 2.3 (1.6–3.4) 1.9 (1.4–2.5) 1.9 (1.5–2.6) 1.7 (1.2–2.3) 1.5 (1.1–2.2)
Relationship Problems 1.6 (1.2–2.1) 1.5 (1.2–1.9) 1.5 (1.2-2.0) 2.1 (1.7–2.7) 1.9 (1.4–2.5)
Financial Problems 1.7 (1.3–2.2) 1.5 (1.2–1.9) 1.6 (1.3–2.1) 1.2 (0.9–1.6) 1.3 (1.0-1.8)
Living Alone 1.2 (0.7–1.9) 1.4 (0.9–2.1) 1.6 (1.1–2.3) 1.6 (1.0-2.4) 1.6 (1.0-2.6)
Chronic Illness 2.3 (1.3–4.2) 2.3 (1.5–3.7) 2.0 (1.3–2.9) 1.7 (1.1–2.8) 1.4 (0.8–2.4)
Religious/ Spiritual faith 0.9 (0.7–1.2) 0.8 (0.6-1.0) 0.8 (0.6–1.1) 0.7 (0.6-1.0) 1.0 (0.7–1.3)
Future Outlook 0.8 (0.6-1.0) 0.8 (0.6–1.1) 0.8 (0.6–1.1) 0.8 (0.6-1.0) 1.0 (0.7–1.3)
Seeking MH Services 1.1 (0.8–1.4) 1.0 (0.8–1.3) 1.2 (0.9–1.5) 1.4 (1.1–1.9) 2.0 (1.5–2.7)
Optimism 0.6 (0.4–0.9) 0.8 (0.5–1.1) 0.7 (0.4-1.0) 0.9 (0.6–1.3) 0.6 (0.4-1.0)
Having Awareness/ Insight 0.7 (0.5–0.9) 0.7 (0.5–0.9) 0.6 (0.4–0.8) 0.7 (0.5–0.9) 0.7 (0.5-1.0)
*In a relationship: Married, Cohabitating, In a relationship

**Was in a previous relationship: Widowed/Divorced/Separated
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correlated with financial insecurity [9, 31]. These findings 
underscore the urgency of economic support measures, 
including social protection policies, financial counsel-
ling, and employment support for young adults. Impor-
tantly, some researchers caution against the media’s 
role in amplifying suicide contagion during crises [32], 
especially economic and political. Lebanon’s NMHP has 
proactively addressed this through the development of 
national guidelines on responsible suicide reporting and 
training for media professionals, in line with WHO rec-
ommendations [33].

Relationship difficulties also emerged as a key risk 
factor, echoing prior research that links both romantic 
and non-romantic interpersonal conflict with increased 
suicide risk [25, 34]. The strong role of relationship dif-
ficulties calls for relationship-focused interventions and 
family-based programs that address interpersonal con-
flict. Additionally, our findings confirm the strong asso-
ciation between mental health disorders and suicidality. 
Studies in Lebanon have consistently demonstrated links 
between depression, anxiety, and suicidal ideation [23, 
35, 36]. Chronic physical illnesses, such as diabetes, can-
cer, and cardiovascular disease, were also associated with 
increased risk, reflecting the psychological burden of 
managing long-term health conditions [37–39].

Mental health awareness was found to reduce the like-
lihood of suicidality, reinforcing the protective role of 
mental health literacy and stigma reduction. Since 2017, 
the NMHP and its partners have implemented nation-
wide awareness campaigns promoting mental health as 
a human right, encouraging help-seeking, and address-
ing specific topics such as depression, workplace mental 
health, and psychosocial support during emergencies. 
Interventions such as the Step-by-Step e-mental health 
program and the large-scale dissemination of psycho-
educational materials have extended the reach of these 
efforts. Targeted initiatives within schools, workplaces, 
and primary healthcare centers have further advanced 
early identification and helped normalize conversa-
tions around mental health across diverse populations. 
The new National Mental Health Strategy 2024–2030 
integrates suicide prevention as a central pillar, aligned 
with the WHO’s LIVE LIFE framework. Its key objec-
tives include strengthening multi-sectoral collaboration, 
scaling up service coverage, raising public awareness, 
training frontline professionals, addressing social deter-
minants, and ensuring financial sustainability of core 
suicide prevention infrastructure, including the National 
Lifeline and National Mental Health Emergency Mecha-
nism mobile crisis teams. Future crowdsourcing research 
should explore how and through which channels mental 
health awareness effectively reaches different population 
groups, particularly youth and marginalized communi-
ties. Studies could examine the comparative impact of 

traditional media, digital and social media platforms, 
community outreach, and peer-led initiatives in shaping 
mental health knowledge, attitudes, and help-seeking 
behaviors. Understanding these communication path-
ways would enable more targeted, culturally attuned, and 
evidence-based awareness strategies that maximize reach 
and sustainability.

In addition to awareness, optimism and psychological 
insight emerged as key protective factors. Optimism is 
a well-established resilience trait that buffers the effects 
of stress and hopelessness on suicidal behaviour [40]. 
Evidence from international studies also suggests that 
a future-oriented mindset is associated with lower risk 
of suicidal ideation, partly by enhancing coping mecha-
nisms and reducing feelings of entrapment [40, 41]. In 
Lebanon, resilience, measured with the validated Arabic 
Resilience Scale for Adolescents (READ), shows strong 
inverse associations with depression, anxiety, stress and 
post-traumatic stress disorder (PTSD) in school-based 
samples, underscoring its protective relevance in this 
context [42]. Among Lebanese adults, emotion-regula-
tion patterns, particularly higher cognitive reappraisal 
and lower expressive suppression, are linked to greater 
resilience and moderate the effects of coping on resil-
ience, highlighting specific, malleable targets for suicide 
prevention [43]. These findings underscore the impor-
tance of prevention strategies that not only mitigate risk 
factors but also actively cultivate positive psychological 
resources. Programs in schools, universities and commu-
nity settings should integrate evidence-based modules on 
emotion regulation, problem-solving and meaning-mak-
ing, skills that foster optimism and self-understanding. 
In Lebanon, such programs could explicitly train cogni-
tive reappraisal and reduce maladaptive expressive sup-
pression, and their impact on suicidal ideation/behaviour 
should be evaluated using locally validated measures. 
Future research should examine how these protective 
factors develop across life stages and socio-economic 
contexts, with priority given to trials of school- and uni-
versity-based emotion-regulation/life-skills curricula that 
test effects on suicidal thoughts/behaviours and mediat-
ing gains in resilience.

Interestingly, the association between access to mental 
health services and increased odds of suicide attempts 
and self-harm should be interpreted with caution. This 
finding likely reflects reverse causality, whereby indi-
viduals experiencing more severe suicidal distress are 
more likely to seek care. In other words, the association 
is more plausibly explained by help-seeking behaviour 
among high-risk individuals rather than access to ser-
vices constituting a risk factor in itself. This underscores 
the need for further research into the types, quality, 
and accessibility of services. Despite ongoing expansion 
efforts, Lebanon still faces a shortage of trained mental 
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health professionals, inequitable service distribution, 
and limited affordability. To address this, the NMHP 
has implemented several capacity-building initiatives 
using task-shifting and scalable interventions. Thou-
sands of health and social workers have been trained in 
evidence-based approaches, including Group Interper-
sonal Therapy (IPT-G), Self-Help Plus (SH+), and Prob-
lem Management Plus (PM+). Additionally, the WHO’s 
mhGAP program has been adapted for primary health-
care settings, with defined referral pathways and stepped 
care models. Outreach has also extended through innova-
tive formats, such as SH + podcasts available on Anghami 
application, to improve access to remote, self-guided sup-
port. The planned expansion of mental health services to 
100 primary healthcare centers will further increase ser-
vice availability and strengthen human resources. Con-
tinued investment in integrated community-based care, 
especially in underserved regions, remains essential.

This study has several limitations. First, the data 
were collected by hotline operators based on callers’ 
self-reports, which may be subject to bias or omission. 
Despite rigorous training, some variability in how oper-
ators interpreted or coded caller responses may have 
occurred. The presence of missing data may have also 
influenced the results. Second, the study relied on cross-
sectional data, which limits the ability to infer causality 
and prevents assessment of temporality in the observed 
associations. The associations observed between risk/
protective factors and suicidality may be influenced by 
unmeasured confounders. Additionally, some callers may 
have chosen not to disclose their mental health history or 
psychosocial circumstances, further limiting data com-
pleteness. Furthermore, individuals without phone access 
or those unwilling to seek support from a hotline may be 
systematically excluded, introducing potential selection 
bias. Finally, as the sample consists of individuals who 
reached out to a crisis hotline, the findings may not be 
generalizable to the wider Lebanese population. Help-
seeking individuals may differ systematically from those 
who do not access such services.

Conclusion
This study highlights key psychosocial and clinical factors 
associated with suicidal ideation and behaviour among 
Lifeline callers in Lebanon. Young adults aged 25–35 
emerged as a particularly vulnerable group, with suicid-
ality strongly linked to mental illness, stress, financial 
strain, and relationship difficulties, while mental health 
awareness acted as an important protective factor.

Moving forward, practical priorities include strength-
ening social protection policies to reduce financial stress-
ors, expanding access to evidence-based mental health 
interventions, and sustaining national awareness cam-
paigns to challenge stigma and promote resilience. In 

addition, policymakers should prioritize targeted preven-
tion programs for young adults, expand relationship- and 
family-based support services, and integrate optimism- 
and resilience-building initiatives into national education 
and community strategies.

Future research should focus on longitudinal monitor-
ing of suicide risk, evaluation of scalable community-
based interventions, and strategies to integrate suicide 
prevention into primary and public health systems.
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