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FOREWORD

- In"1986 the 39th World Health Assembly adopted a Resolution on the Prevention
of Mental, Neurological and Psychosocial Disorders. This Resolution referred to a
document in which WHO’s Director General listed a number of problem areas which
could be significantly reduced with the implementation of well-defined, acceptable and
affordable interventions’,

After the adoption of that Resolution, WHO Regional Comimittees considered it
and Member States were requested to review the situation in this respect’?. WHO was
asked to produce specific and detailed guidelines for the prevention of mental,
neurological and psychosocial disorders.

Those Resolutions and requests resulted in a series of fascicles on this topic. The
present fascicle includes practical guidelines for the prevention of suicide, Nevertheless,
the production of detailed guidelines for the prevention of all forms of suicide does not
seem realistic. Thus we limited ourselves to some forms of suicide and identified - with
the help of the literature and of experts’ advice - the most efficient interventions for each
of these. We tried to identify problems and interventions more specific to either developed
ot developing countries, or to both, Future issues in this series address other disorders.

We hope that this model here presented will be useful not only for guiding action
for the prevention of the problem areas here included, but also - and perhaps more
important - for stimulating others to produce similar guidelines on other problem areas; In
this way, in a concerted and collaborative fashion, the vast area of pnmary prevention
could be gradually and progressively covered,

All comments and suggestion on this series are welcome and should be addressed
to:

Dr J. M. Bertolote

Senior Medical Officer
Division of Mental Health
World Health Organization
1211 Geneva-27 Switzerland

' World Health Organization. Prevention of Mental, Neurological and Psychosocial
Disorders. (Doc. WHO/MNH/EVA/88.1). Geneva, WHO.

* AFR/RC38/R1, EM/RC35/R.8, EUR/RC/38, SEA/RC41/R5 and WFPRO/RC39.R13,
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HOW TO USE THIS DOCUMENT

This document is intended for a wide audience; the main target groups are policy
make::s, health workers and the general public. Specific needs and both the degree of
Complcx1ty of the information and the language in the book are different; therefore the
same infornation adapted for these groups has been printed in different colour pages:

- White pages contain extensive, detailed technical information providing the
scientific evidence about the facts and the measures proposed; they are intended for
health professionals, the technical and scientific communities.

- Yellow pages contain more detailed information at a technical level; they are
intended for primary health care workers or workers in other technical sectors, e.g.
education or police.

- Green pages contain brief and to-the-point information; they are intended for those
readers with not much time available or interest in scientific literature, e.g. the
general public, policy makers, journalists, etc.

This document discusses prevention of suicide, The first document in this series
addresses primary prevention issues in general; other documents in this series describe in
detail other specific disorders; in each of those prevention is proposed both in terms of
specific interventions (e.g. guns control) and of settings where those interventions can be
developed (e.g. what can be done by the Ministry of Industry and Commerce).
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SUICIDE

I INTRODUCTION
1.1. Definitions
Suicide can be defined (modified from Diekstra (15)) as:
a) an act with a fatal outcome;
b) that is deliberately initiated and performed by the person himself or herself:
c) in the knowledge, or expectation, of its fatal outcome,
Suicidal acts with a nonfatal outcome are labeled either suicide attempts, attempted
suicides, parasuicides, or acts of deliberate self-harm. Currently there is a growing tendency
among experts in this field to broaden the concept of suicide and to speak of suicide

behaviours instead (47). Nevertheless, until this new paradigm is better developed, it is
reasonable to continue to operate with the more traditional and accepted concept of suicide.

In this paper primary prevention of suicide is understood as measures to prevent the
act which may result in the fatal outcome; it does not necessarily cover parasnicide, suicidal
ideation or other suicidal behaviours, Another fascicle in this series on Principles for Primary
Prevention (WHO/MNH/MNDY/93.21) provides further details on this approach.

1.2, Conceptual models relevant for prevention
Several conceptual models have been put forward in the attempt to explain this

complex phenomenon; of those relevent for prevention the most important are the medical
model, the sociological model and the ecological model.

The medical model in general proposes that a disease - the target event for prevention
- i3 the result of the interaction of an agent (cause), a host (haman being) and an environment
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(physical, psychological and social conditions). Prevention, following this model, requires the
previous identification of a specific etiology or of conditions - in the environment or in the
host - under which the disease process is started.

According to the most widespread medical model of suicide, suicide is a sign and/or
a consequence of a given mental disorder; in other words, a mental disorder acts as the agent
and suicide becomes the undesired outcome, target of preventive actions. In this case,
successfully treating a person for the mental disorder would consequently reduce or prevent
suicide.

Experience, however, has shown that results using this model approach are less than
satisfactory. Results from a literature review (15) indicate the following:

a) a review of 12 studies on psychosocial/psychiatric interventions showed no positive
effect when fatal outcome was considered; when non-fatal outcome was considered, 7 studies
found positive effects and 2 did not.

b) no controlled studies on pharmacological treatment were identified. Open studies in
which tricyclic antidepressants (TCA) were utilized showed no positive effect; in addition,
many suicides have been comnmitted by overdosing TCAs. Patients treated at lithium clinics
(2 studies) showed mortality rates similar to those of the general population, thus indicating
a protective factor from lithiumn maintenance treatment (14, 35, 20).

c) meta analysis of 6 controlled studies on ECT showed "undetermined” results.

The sociological model goes back to 1897 when Durkheim, in his classic work Le
Suicide, categorized suicides as anomic, altruistic, egoistic and fatalistic (17). He considered
anomic suicide as the prototype of suicide and a result from weak or absent social norms and
regulations.

An analysis of social categories indicate gender, age, ethnicity, marital status,
employment and migrant status as relevant variables relating to suicide (48). Groups at high
risk for suicide include men, the elderly (and more recently the youth, in some places), ethnic
minorities, people living alone, the unemployed and migrants.

Of all the above only employment is amenable to overall direct intervention, the others
being either natural and unavoidable factors (gender, age and ethnicity) or variables difficult
to control, such as marital status and migration, Preventive activities, therefore, should first
identify specific elements - or the chain of representations - in each of these variables which
may lead to suicide.

At this point the sociological model clearly becomes a psychosocial model because
we must use psychological variables to conceptualize, understand and act upon the chain of
representations.

From a public health perspective, the main difficulty with activities for the prevention
of suicide within the psychosocial approach is the lack of evidence of impact. We do have
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several proposals and descriptions of promising programmes for the prevention of sucide
behaviours; however, none of them have yet been in operation for a long enough time as to
make evaluation possible - their evaluation is either missing or indicates no positive results.
One of the most widespread activities for the prevention of suicide in the health sector has
perhaps been represented by suicide prevention centres. Unfortunately, however, evaluation
of this type of activity has not been able to show its effectiveness (18, 5, 15).

From a pragmatic point of view, it seems useful to conceive suicide ecologically as
the final step in a series of independent - yet inter-related - factors and pathways, each of
them drawing from different domains, summarized in Figure 1.

From the model depicted in Figure 1 it is posible to conceive the primary prevention
of suicidal acts as any action that contributes to decreasing the frequency of those acts,
irrespective of their conditioning or triggering factors. This approach is known as reduction
of or restricting access to means of suicide and will be further discussed later on. It departs
from other approaches tried previously, e.g. those concentrating primarily on reducing or
controlling suicidal ideation. The focus in this approach is on the possibly lethal act and its
immediate personal and environmental circomstances.




WHO/MNH/MND/93.24

Page 4

e ek ,.rﬁ.r{ ,f

" — " . "
N e B T

IWOOLNO

justuiolinue

TVLV4-NON

1OV

NOILN3LNI

1vaioins

JNOILNO

2oIsA
1V1v4 [e21sAtd

JUBWILOIIAUS jBIMND-0100S

Ivaioins

‘|lepow [eo1Bojo2e ue :apioIng | ainbi




WHO/MNH/MNID/93.24
Page 5

2. MAGNITUDE OF THE PROBLEM

Suicide is among the 10 leading causes of death for all ages in most of the countries
for which information is available throughout the world; in some countries it is indeed among
the top three causes of death for people aged 15-34 years. Rates as high as 1 suvicide per
1,500 population have been reported (e.g. for Hungary) or even 1 suicide per 1,000 population
in some isolated regions (e.g. Falkland Islands). On average it can be reasonably estimated
that during one year approximately some 400,000 people commit suicide around the world.
Nevertheless, there are many reasons to believe that suicide is under-reported by 20% to
100% according to prevailing beliefs and negative sanctions attached to it, in some places.

Table 1 presents some data concerning suicide rates in some selected countries (16).
As one can see, it affects equally both developed and developing countries, and similarly
countries with quite distinct cultural fraditions, e.g. Surinam, Sri Lanka, Switzerland and
Japan, an exception being perhaps constituted by Islamic countries.

In addition, in Europe ten times as many people made a nonfatal attempt or
deltberately harmed themselves seriously enough to require some sort of medical assistance.
The actual number of people engaging in some form of deliberate self-harm is unknown, but
is prabably much greater because, in many cases, there is no contact with medical services.
In North America and Europe, 4% to 5% of persons aged 15 years or over have at some time
atternpted to commit suicide or to harm themselves intentionally.

The research evidence available suggests characteristic differences between suicide and
atternpted suicide in relation to the methods of self-harm that are chosen, the clinical aspects
(such as psychiatric diagnosis and treatment), the psychological fearures, and the personality
patterns. Also, there are differences in the age and sex of the people invalved and in the
emotional precipitants of the behaviour, In terms of social antecedents, such as unemployment
or loss of work, suicide and attempted suicide, these populations seem to overlap
considerably,

These data clearly demonstrate the magnitude of the problem and its relevance in
terms of public health, and the need for developing effective preventive strategies able to
prevent people from commutting a dramatic, lethal act.
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Table 1. Suicide rates in selected countries (per 100,000 population,
all age groups; latest available year)

Suicide rate by sex Male Female Both sexes

Hungary 58.0 207 38.6
Sri Lanka 48.8 22.3 35.8
‘Finland 48.9 11.7 29.8
Switzerland 34.3 11.6 22.7
Belgium 32.0 13.8 22.7
Austria 34.6 11.6 22.6
Denmark 30.0 15.1 22.4
France 29.6 11.1 20.1
Sweden 26.8 10.6 18.6
Czechoslovakia 27.3 8.9 17.9
Germany 24,9 10.7 17.5
Japan 20.6 11.8 16.1
Norway 233 8.0 15.5
Poland 23.9 4.4 13.9
Singapore 14,7 11.5 13,1
Canada 20.4 5.2 12.7
USA 19.9 4.8 12.2
Puerto Rico 19.4 2.1 10.5
Uruguay 16.6 4.2 10.3
Netherlands 12.3 7.2 9.7 .
Portugal ' 14.9 4.6 9.6
Ireland 14.4 4,7 9.5
UK 12.4 3.6 7.9
Spain 11.6 3.9 7.7
Italy 11.2 4.1 7.5
Thailand 4.5 4.5 5.8
Chile 9.8 L5 5.6
Venezuela 7.8 1.8 4.8
Greece 5.5 1.5 3.5
Colombia 5.1 1.5 3.3
Mexico 3.9 0.7 2.3







