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Abstract
Africa loses hundreds of citizens to suicide annually. This burden is exacerbated by weak surveillance, chronic under-resourcing of mental health
services, and a colonial-era law criminalising attempted suicide. This perspective situates Uganda's crisis within global and regional trends, examines
legal, systemic, and social barriers to prevention, and argues for decriminalisation, increased financing, and multi-sectoral coordination as the
foundation of an evidence-based national response.

Introduction
Suicide remains one of the most under-prioritised yet preventable causes of premature death worldwide. The World Health Organisation (WHO)
estimates that approximately 727,000 people die by suicide each year, making it the second leading cause of death among 15- to 29-year-olds
globally [1]. Close to three-quarters of these deaths occur in low- and middle-income countries [1]. Regionally, the African continent carries a
disproportionate share of this burden. The WHO African Region recorded a suicide mortality rate of 11.5 per 100,000 population in 2021, higher than
the global average of 8.9 and higher than the rates recorded in Europe and South-East Asia [1–3]. Uganda mirrors, and in places exceeds, these
regional patterns. National estimates place Uganda's suicide rate as high as 19 per 100,000 population [4]. Uganda has also been ranked the 17th
country globally for suicide as a cause of death, with the South-West and Northern sub-regions bearing the heaviest toll. More recent WHO-derived
estimates place Uganda's age-standardised rate at approximately 11.6 per 100,000, which is above the global average [5]. Further evidence has
demonstrated that men die 5 times more than women. In 2025, the Directorate of Criminal Investigations at the Uganda police force recorded
approximately 267 suicide cases, with the highest being in West Nile [6].

The human and social cost of these figures extends far beyond mortality statistics. Every suicide resonates through families, schools, workplaces,
and communities, and is compounded by an estimated twenty or more non-fatal attempts for every completed death [1]. In Uganda, this burden
intersects with poverty, unemployment, substance abuse, gender-based violence, displacement, and occupational trauma, placing the greatest strain
on populations that are least equipped to absorb it: adolescents, refugees, and uniformed security personnel [7, 8]. Despite this scale, suicide
prevention in Uganda continues to suffer from three major pitfalls. The country lacks a comprehensive, standalone national suicide prevention
strategy integrated into its broader mental health policy [4, 9]. Mental health services remain severely under-resourced, with only around one per cent
of Uganda's annual health budget allocated to mental health, and the ratio of psychiatrists to the population stands at roughly 1:600,000, far below
the internationally recommended benchmark of 1:30,000 [10]. Attempted suicide remains a criminal offence under Section 210 of Uganda's Penal
Code Act [11]. This provision was inherited from colonial-era law and continues to push suicidal distress toward criminalisation rather than offer
appropriate care. This brief review presents arguments concerning the need for urgent and coordinated action.

Arguments

A Preventable Crisis Hidden in Plain Sight
Suicide is preventable through timely, evidence-based, and often low-cost interventions [1, 12–14]. Yet in some countries, like Uganda, prevention has
been undermined by the persistent framing of suicide as a private tragedy or moral failing rather than a public health priority. Parliamentarians at the
engagement described suicide as increasingly visible in schools, communities, and workplaces. Within these spaces, suicide is driven by intersecting
stressors such as environmental shocks, evictions, family breakdown, and unaddressed depression. Suicide is typically preceded by identifiable
psychological and social drivers rather than occurring purely impulsively. This highlights the feasibility of early identification and intervention where
health systems are adequately equipped to detect and respond to warning signs.

Criminalisation as a Barrier to Care
A recurring and forceful argument at the engagement concerned the continued criminalisation of attempted suicide under Section 210 of Uganda's
Penal Code Act. The act classifies attempted suicide as a misdemeanour punishable by up to two years' imprisonment [11]. Parliamentarians noted
the colonial origins of this provision and questioned its constitutional and legal footing in contemporary Uganda. Legal evidence has argued that the
offence of attempted suicide lacks a coherent doctrinal foundation, since suicide itself is not proscribed under Ugandan law [15]. Survivors would be
better served by psychiatric assessment and care rather than by prosecution. Criminalisation does not merely fail to deter suicidal behaviour. It
actively discourages help-seeking, since individuals in crisis, and the families who might otherwise intervene, reasonably fear arrest and stigma rather
than support [16–18]. Comparative evidence from jurisdictions that have decriminalised suicide, including several Commonwealth countries,
indicates no corresponding rise in suicide rates following reform [19, 20]. Decriminalisation should therefore be understood not as a symbolic legal
adjustment but as a substantive public health intervention that removes a structural barrier to care.

A Stretched Health System
Even where survivors and at-risk individuals are willing to seek help, Uganda's mental health system is not structured to receive them. The country's
psychiatrist-to-population ratio remains very low, at approximately 1:600,000 [10]. Sadly, most are concentrated in Kampala's central business district,
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leaving other regions deficient in this critical health workforce. This means that the vast majority of Ugandans in psychological distress may never, at
any point in time, see a specialist. The District-level mental health services are similarly thin and rely on the expertise of clinical psychiatric officers.
One challenge of this uneven distribution is the Ministry of Health's inadequate wage bill. Uganda's budget allocation is estimated at approximately
1% for mental health services. However, this does not differ significantly from other settings. Globally, government spending on mental health has
stagnated at a median of 2% of health budgets since 2017, with low-income countries spending as little as 4 US cents per person compared with up
to 65 US dollars in high-income countries [21, 22]. Participants at the engagement, including a financial advisor invited to speak on resource
mobilisation, argued that mental health financing cannot remain an afterthought appended to broader health budgets, but must be treated as a
distinct, protected line item tied explicitly to suicide prevention outcomes. Complementary calls to embed counsellors in secondary schools and
integrate mental health screening into routine primary care reflect a broader consensus that prevention must be decentralised beyond Uganda's
single psychiatric national referral hospital.

Populations at the Margins: Youth, Refugees, and Security Personnel
The engagement repeatedly returned to three populations whose vulnerability to suicide is structurally produced rather than incidental. Among youth,
academic pressure, peer influence, unemployment, and increasing exposure to digital and social media pressures were identified as compounding
risk factors. Evidence has demonstrated that 1 in 4 young Ugandans experiences a mental health challenge [23]. Among refugee and displaced
populations, the disruption of family structures leaves children particularly exposed to silent suffering and untreated depression. Evidence
demonstrates that 190 suicide attempts and 59 deaths were recorded among refugee settlements in 2024 alone [24]. Some of the triggers within this
setting included family conflict, financial hardship, and domestic violence. Among security personnel, including police and military officers,
occupational stress, combat exposure, colleague fatalities, indebtedness, and inadequate remuneration were identified as under-addressed
contributors to suicide risk. These findings align with previous literature exploring suicidality among these population categories [25–27]. The
discussions highlighted the absence of structured occupational mental health systems in Uganda's security sector. These three populations
illustrated that suicide prevention strategies designed around a generic “public” fail to reach the specific structural conditions, displacement,
institutional stress, and developmental pressure that place particular groups at an increased risk.

The Data Deficit: Building the Evidence Base
A further constraint raised at the engagement was the poor quality of suicide-related data. Stigma, criminalisation, and the misclassification of
deaths mean that officially recorded suicide statistics in most low- and middle-income countries, Uganda included, likely understate the true burden
[1, 28]. Speakers called specifically for a national suicide surveillance system capable of tracking attempts and deaths across health facilities.
Without reliable, disaggregated surveillance data, neither Parliament nor the Ministry of Health can adequately target resources, evaluate
interventions, or hold the system accountable for progress. This gap also weakens Uganda's capacity to contribute credible evidence to continental
efforts

From Dialogue to Delivery: Coordination as the Missing Link
Finally, the engagement highlighted that no single sector, health, justice, security, education, or media, can address suicide alone. Effective prevention
requires coordinated action across the Ministry of Health, the Judiciary, education stakeholders, security agencies, and civil society. Contributions
from the Office of the Prime Minister emphasised the need for stronger inter-ministerial collaboration. Media and creative-arts representatives further
argued for responsible reporting and culturally resonant messaging, including through music. They noted that these messages can meaningfully
reduce stigma and shift public narratives around suicide and help-seeking. The upcoming Africa Suicide Prevention Summit in October 2026 offers a
solid opportunity and platform to translate this cross-sectoral consensus into measurable commitments

Conclusion and Call to Action
Suicide in Uganda, as elsewhere, is a preventable public health challenge rather than an inevitable tragedy. The evidence assembled here and the
deliberations of the Parliamentary Stakeholders' Breakfast Engagement from which it draws converge on a clear conclusion: Uganda's suicide burden
persists not for lack of understanding but for lack of coordinated investment, legal reform, and system-level capacity. As the country prepares to
engage with the Africa Suicide Prevention Summit, this perspective calls on the Parliament of Uganda, the Ministry of Health, and their partners to act
on five fronts. Parliament should expedite the review and reform of Section 210 of the Penal Code Act to decriminalise attempted suicide, redirecting
survivors from the criminal justice system into psychosocial and clinical care. Government should develop and adopt a standalone, adequately
costed National Suicide Prevention Strategy nested within a strengthened Mental Health Policy, with a protected budget line rather than residual
funding. The Ministry of Health, working with training institutions, should accelerate the recruitment of, and ensure the equitable geographic
distribution of, psychiatrists, psychiatric clinical officers, and school- and community-based counsellors. Uganda should invest in a functional
national suicide and self-harm surveillance system to guide evidence-based resource allocation and enable honest progress tracking. Government,
security agencies, civil society, media, cultural leaders, and development partners must institutionalise multi-sectoral coordination mechanisms that
outlast any single engagement or summit.
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