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Suicide Overview

Suicide 1s amajor public health problem

While psychopathologyplays a central role, it isessential to
recognize that suicide is the outcome of multiple risk factors
and eventdhat link as a chain where the end Is an effort to
Kill oneself leading to death. The suicide event is like a
punctuation mark at the end of the story.

Age and genderepresent two key ways of understanding
risk factors for suicide, which they are and how they may
work. Within countries, ethnic differencegnay point to
underlying risk and protective factors.

Cultural forces play a critical role, with substantial variation
one to another It is not yet clear how to optimally ‘use’
culture to modify suicide rates or patterns of risk.

Prevention is best developed anultiple levels that are
temporally specific and aimed at different links in the chaig




Global View of Suicide— WHO

Map of suicide rates
(per 100 000; most recent year available as of March 200.2)
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Comparison of the effects of risk for suicide ande&lated
adverse outcomes in the USAF, prior to implementabn of
the program (199G96) vs. after implementation of the
program (1996-2002).(Knox et al. BMJ 2003; 327:137480)

Relative Risk

(RR) Risk Reduction (%
Outcome and 95% CI RR) Excess Risk (RR1)

Suicide .67 [.57, .80] - 33%
Homicide 48 [.33, .74] ~ 51%
Accidental Death .82 [.73, .93] ~ 18%

Severe Family Violence| .46 [.43, .51] ~ 54%

Moderate Family
Violence .70 [.69, .73] -~ 30%

Mild Family Violence 1.18 [1.16, 1.20]




U.S. Suicide Rates by Age, Race, and Gendern999
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10 Leading Causes of Death by Age Group — 2001

| Age Groups |
[Rank|| = 1-4 59 | 1014 | 1524 | 2534 | 3544 | 4584 | 5564 | 65+ | Toml
C ongenital hdaligrart hlalignant Heart He art
1 A0 omales Meoplasme Heoplasme MHeoplasme Diseaze Db e3ze
5513 16,552 J0552 = Hhercy 822 730 00,142
Shott Congenital H eart Heart Midignant MalkgiEant
7 Gestation Ao omalies Meoplazme [ imase [riseasze M eopl azms MeoplErms
G490 f=ard L =] JC.=§c.= =] B2 G 021 553768
hidignart Cangerital C hironic Loww Cersbro- e B bro-
HOE . .
3 2739 M eoplasms Anomdis Fes pi atony was ol ar ua s @r
<0 1E2 Dizzase 11,165 14, 455 163 538
hdaem al Congenitd halignart hddignant Cemrsbro Chrori o Lo Coh monbs: Low,
4 Pr agnancy A0 omales Heoplasme M eopl asmes waEcular Fie=pi atonye Rezpl@tny
Camp. 1922 124 1,703 jcj==0 o508 Dismaze 105,200 0k eaze 123,013
Flacerta Cond Heart Heart Heart Diabetes Irfluerza unintentloral
5 hdermbr anes Lrisease Limase [riseas e [riszase Mellites & Fheurmonia npry
1.0 =5 == fu ] 2180 9.5, 5512 101,587
Res pi atony Irfluzreza Bzrgn H =art C argenital ny Cenbro- Diabaes =] 8
] [ ity e== £ Preumoni a Meoplas me Dimase Anomales =01 wascular hiellit e LLEY1) 3 H
1,01 11z a2 174 05 ' 5,810 2707 713z
Ui b= rtion = . . Influzrza Chronic Law Cerabro- Liwer [rigbetes Azheimerk I 2w 3
S plermia . i Hiws . . . .
7 = & Preumoni 3 R e=pi atony 5 wascular Dismaze Tl lihes [ isaase Diseaze ZPreamon 3
L =} DimazeGz = uy] e cal 5,343 S22495 52034
Ba der ial Fa finatd C hronic Lo Bz non Cerebro [ iabetes C emrbro- L SEheime (2
. . N . HIW Mephiitis
a8 S peis P riod Fiespi ghone Meoplasme waE cular hiellite was cular e =121 Dk ease
== <] 72 Disease 42 far] 195 oG 24981 ) ! s3zs2
Cinzub tone Bernpgn C enbro- Influarza Irfluarza Congenital [ iabetes Chronic Lam Ap—— —
g System M eoplasms wascular & Pnieumania Z Pneurmonia Fnoomal s el litus F espi atany 3;94 E;ta:l
Disease 622 52 = B3] 121 B =] 12558 Disease 3 229 ' !
Intraut EI:II'|E Cersbro- Sa pthamia Censbno- Chmn!c Lo I__nrer Irrfluenza_ S poerria
10 Hywpoi wasaular 0 wascular R espi atony Disaasze Z Pneurmoni 3 2111 122
524 ) L Dimase1 T =T =z !

Hote: Homicide and suicdide counts indude terrorsm deaths associated with the ewvents of September 11, 2001, that accumed in Mew Yok City, Pennsyhania, and hdrginia.
theirlives inthese acts oftemonismin 2001, ofwhich 2222 were dassiied as (ansporation-related)homicides and 4 were dassified 3= auicides.

Sowrce: Mational Center for Health Satistics, (HCHE) Wal Ratistics Syetems.
Produced by Offce of $tatistics and Programming, Mational Center ®r Injurny Prevention and Cordral, COC.

Atotal of2 026 LS, residents last




10 Leading Causes of Injury Death by Age Group — 2001
Highlighting Violence-Related Injury Deaths
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Years of Potential Life Lost
Before Age 70 Years by Cause of Death
United States, 1999

(Crosby, CDC, 2002)
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Years of Potential Life Lost (YPLL) Following Completed Suicide
Across the Life Cycle (Males, 2000)
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Risk Factors for Suicide

(Derived from US, EU, Australia/NZ)

e Youth and young adultscomorbid major
psychopathology— depression, bipolar disorder, or
schizophrenia & conduct disorder, alcohol &/or
substance abuse/dependencpersonal and family
turmoll, including exposures to violence; legal
problems; poor school or work performance;prior
attempts and family history of suicide.

Adulthood comorbid depression and alcohol
use/dependenc@ess in China);interpersonal
disruptions & social isolation; poor work

performance and unemployment,violence and leqgal
problems variable impact of marital and parenta
status, prior attempts and family history of suicice.




Risk Factors for Suicide

 Elders comorbid depression (often later onset, w/o a
prior history of psychopathology) and general
medical conditions often associated witlpain and
role function decling social dependency or isolation
widowhood; personality inflexibility as a precursor,
alcohol and Rx substance abuse present, though not
to the extent of younger ages. Frequent contact thi
primary care providers.

With the exception of rural China (and perhaps rura

India), males always predominate.




Frameworks for Developing

Preventive Interventions

e |evel of the intervention (universal, selective,
iIndicated — “ broad-based vs. " high-risk” population
oriented prevention measures

— Population or group of interest(e.g., youth who
have dropped out of high school; young adult
women; alcoholic men; depressed elders)

— Site of Implementation (site of* capture’) defining
specific sample biases

e Developmental contextdor populations and high-risk
iIndividuals

e (Stageof disease process {12°, 3° prevention])




The Language of Prevention applied to Suicide andtfempted Suiade

Intervention
terminology

Approach

Target

Objectives

Examples of possible future prevention
efforts

Universal
Prevention
Interventions

(“ Distal” Prevention
Efforts)

Population

Implement sweeping,
broadly directed
Initiatives in entire

populations, not based

upon individual risk.
Develop programs
that reach
asymptomatic
individuals.

Prevent disease
through reducing
risk and enhancing
protective or
mitigating factors
across broad groups
of people.

1) Enhance school and community
programs to reduce alcohol and substancg
abuse in youth and young adults.

2) Develop effective violence reduction
programs among men, ages 154 years.

3) Remove insurance barriers for access
mental health and substance abuse
treatment.

Selective Prevention
Interventions

High Risk

Identify individuals or
subgroups bearing a
significantly higher-
than-average risk of
developing mental
disorders or adverse
outcomes.

Prevent disease
through addressing
population-specific
characteristics that
place individuals at
higher-than-average
risk

1) Provide counseling and health services
for homeless individuals and families.

2) Promote churchbased and community

programs to contact isolated elders.

3) Provide therapeutic support to victims ¢
domestic violence.

Indicated
Preventive
Interventions

(“ Proximal”
Prevention Efforts)

High Risk

Identify high -risk
individuals with

detectable symptoms.

Future: Include
asymptomatic
individuals bearing
defined risk markers.

Treat individuals
with precursor/
prodromal signs
and symptoms to
prevent emergence
of full - blown
disorder.

1) Increase screening and treatment for
depressed elders in primary care settings}
2) Vigorously treat elders with chronic pai
syndromes.

3) Enhance lithium maintenance for
persons with recurrent bipolar disorder.

4) Future — Prescribe pharmacological
therapies for individuals bearing
biomarkers for psychiatric disorders
associated with suicide/suicidal behaviorsg




Population-oriented Approach
(based on Rose’s theorem)
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Behavioral and Social Implications of
Rose’s Theorem

Focus on shifting common‘{normative”) behaviors that are
present in the general population.

“Diseasé and “illness’ may not be easily applied to targets
for preventive interventions.

Examples of common o normative” conditions: Frequent

Intoxication and binge drinking, “ recreational’ drug use,
domestic“distress and “ disputes; pain in the context of
medical disorders.

But...most“ normative” behaviors go uncheckede.g., cell
phones and driving; smoking).

For the US, this is especially complex given values of
iIndividual differencesand restrained governmental intrusion
Into personal conduct— moral vs. institutional authority




The Developmental Perspective:
Complementary to Rose’s Theorem

 Roseés Theoremfails to address defined highrisk groups or
Individuals

Treatments of diagnoses and symptoms are necessary for
high-risk individuals, but often are not sufficient Reducing

the burden of psychopathology does not specifically address
turmoll-filled life situations, which in turn exacerbate
psychiatric distress.

Thus, treating major psychopathology symptomatically is a
necessarystep to facilitate further efforts to address other
Important risk factors. Too often it is not sufficient to praite

suicide in the longer term. -




Suicide Prevention forMen 25-54 Years:
A Developmental, Layered Model

SUICIDE

. Peri-suicidal State

Depression, Hopelessness

= Symptoms, Resiliency, Family Turmoil, Work Problems |
[

Substance/Alcohol Abuse, Role Changes, Acute & Chna Stresses

Personality Factors & Personal History, Social Ecalgy, Cultural Values & Perceptions

RISK FACTORS "Proximal”

V V

PREVENTION STRATEGIES Caine & Conwell, 200104




Sites for Preventive Interventions

e Population-oriented approaches Broad,
community-based;chosen irrespective of risk-
focus upon culture and attitude change; change In
social policy and laws (population vaccination;
means control)

Selective and indicated interventionsDriven
through ‘points of capture for higher risk
iIndividuals, such as courts, jails and prisons;
medical and mental health agencies; chemical
dependency programs; non-medical therapeutic
agencies (e.g., battererprograms); primary care,

gynecology, and pediatric offices




Site — Population Approaches

Sites

Populations potentially captured

Populations likely to be missed

Comments

Middle and
High Schools

Adolescents attending school

School dropouts; youth in legal
trouble

Useful for social skills education,
enhancing protective factors, but
tends to miss many high risk youth

WIIVEEIES

Vulnerable individuals with new
onset or recurrent mental
disorders

Young adults not pursuing further
education, or unemployed

Requires distinctive programs for
undergraduates and graduate
students; potential for use of Interne
and other computer assisted
Interactive tools

Those employed in organized
work sites, men and women in
the middle years

Workers in small businesses,
union/hiring halls, day labor,
unemployed workers, immigrant
and migrant labor, day labor,
underground workers

Potentially suitable for prevention
oriented EAP programs

Medical
Settings

Those with health insurance;
those that are willing to access
traditional medical settings

Un/under insured; low “ utilizers”
of health care (men); utilizers of
nontraditional health care

Potentially suitable for screening of
disability, pain, and depression;
dependent on‘local traffic’

Community
NGOs
(e.g., United
Way)

Those targeted for service by
the NGO funding source; those
in private homeless shelters

Anyone outside perceived scope of
agency

Educating local NGOs about public
health challenge has substantial
potential, based upon common risks
for suicide and other local issues s
as domestic violence

Religious/Faith
Organizations

Those who attend on a regular
basis

Non-participants and those that
drop out

Generally untapped resource that
views suicide prevention as outside
the scope of activities




Site-population approaches (continued)

Sites

Populations potentially captured

Populations likely to be missec

Comments

Courts/Criminal
Justice/Jails

Perpetrators/victims of domestic
violence, probationers, prisoners

Failure to gain access for
mental health and chemical
dependency services for those
identified through CJ settings

Major potential for
Integrating creative
use of mental health
and CJ services in a
prevention web

Local Government Agencies

Recipients from County-level social
service and health departments;
those in homeless shelters, county
supervised housing; goit food banks

Those who do not access
services from local Health
Dept clinics or Department of
Social Services

Potential for
integrating into a
comprehensive
community system
tuned to high risk
service recipients

State Government Agencies,
Medicaid

Unemployed workersseeking
services, thamentally ill in state
housing; state operated mental health
centers and clinics, including high
risk populations such as SMI and CD
patients in clinics; Medicaid
recipients

Chronically unemployed,
migrants not eligible for
services

Potential for
Integration into a
comprehensive syste
tuned to high risk
service recipients

Federal Agencies, Medicare,
Social Security Offices, in
collaboration with States

Elders, Medicaid recipients, high risk
families

Broad swaths of the general
population

Must provide
galvanizing leadershig
and expertise




High-risk Groups and Sites to Contact Them

High-risk groups

Sites

Potential interventions

Comments

High Risk Youth—
drop outs, violent
youth, & foster care
youth

Community
centers, police,
jails, foster
Services;
alternative
schools

Comprehensive family and
youth services, integrated
across community and
gov't systems

Missed in schoolsrequires careful
integration and coordination not
evident in most communities;
funding issues central,
INCLUDING INSURANCE
BARRIERS

Patients with severe,
persisting mental
disorders

Mental health
treatment
settings

Fostering of early
Interventions; assertive
community treatments;
linkages to courts and
other agencies

Available medication interventions
must be embedded into
comprehensive systems of care ani
assertive community followup;
“Project Link” example—
coordination of housing, courts,

and mental health settings critical

to success

Men with alcohol and
substance disorders;
perpetrators of
domestic violence;
victims of DV

CD treatment
settings; courts

Integration of mental
health and prevention
services into CD
programs; court integrated
mental health services

Dependent on development of
integrated MICA services; rapid
access to care for those in need
crucial; INSURANCE BARRIERS
ARE PARAMOUNT OBSTACLE




High-risk Groups and Sites to Contact Them (continued)

High-risk groups

Sites

Potential interventions

Comments

Depressed Women
and Men

Primary care
settings

Enhanced detection,
treatment, and follow
up of emerging
symptoms

Requires education of care
providers re recognition and
treatment; subsyndromal
conditions important

Elders with Pain,
Disability, Depression

Primary care
offices, residential
settings; Agency on
Aging outreach
programs

Pre-emptive treatment
of pain and increasing
medically related
disability

Can miss socially isolated elders
and elders who do not express
their needs openly

Suicide attempters—
may be counted as
well among other
groups, but also
include patients with
personality d/o,
varying mood
disturbances, and CD
problems

ERs, ICUs,
inpatient psych.
and medical
services— need for
novel approaches ta
case identification
and followrup

Community outreach
for contacting “ no-
shows’ reminder
cards, assertive case
management;
surveillance as case
identification

Those high in ideation and
attempts in the context of
personality disorders often are
‘frequent fliers’ to ERs who fail to
use standard systems of care;
major ethical questions;
INSURANCE BARRIERS ARE
PARAMOUNT OBSTACLE




Suicide in China— A Public Health and
Mental Health Challenge

Rates reported variably between 1430 per 100,000
Individuals

Approximately 300,000 deaths per year, although astates
widely variable

Suicide among women exceeds suicide among nmeyoung
adulthood — and rural prevalence great exceeds urban
frequency

Accounts for approximately half of annual worldwide
suicide deaths among women

Government now recognizes suicide as a major public

health challenge




Comparison of Suicide Estimates from PRC Ministry
of Health, the World Bank, and WHO

Estimated Total number Est. total
Source / Year Rate of suicidal deaths from all
(1/100,000) deaths causes/millions

Ministry of Health,1990 18.8* 214,600 7.62*
World Bank,1990 30.3 343,000 8.89

Ministry of Health,1998 19.3* 241,086 8.07*
WHO,1998 32.9 413,000 9.30

WHQO, 2002*** 21.1 272,647 9.13

Estimates based by projecting the urban and rural rates reported for the national sample by the
Ministry of Health to the corresponding population reported by the Census Bureau

From the China Population Statistics Annual for 1990 and 1998
From National Burden of Disease Summary Tables, WHO 2004

Phillips et al.




Suicide Rates in China during the Time of
Rapid Economic Transformation, 1991-2000
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Characteristics of Completed Suicides in China

Based on 895 suicides In the national autopsy study

*49% were female

 Mean age at death = 46.5 years

* 58% died by Ingesting pesticides or rat poisoz of these,
62% received medical resuscitation that failed

* /9% lived in rural villages

*28% never attended school

*47% had relatives or associates who have had suicida
behaviour

*63% had a mental illness at the time of death

«27% had made a prior suicide attempt

* 9% had ever seen any type of mentdiealth worker
Phillips et al.




INDEPENDENT RISK FACTORS FOR COMPLETED SUICIDE
(in order of importance)

High level of depressive symptomduring 2 weeks before death
Made a prior suicide attempt

Acute stress at time of death due to negative life events

Low quality of life in month prior to death

Experiencedacute interpersonal crisisin two days prior to death

Chronic stress due of negative life eventver year prior to death

Had friends or associates who had history of suicidal behavior
Had blood relative who had history of suicidal behavior
Agricultural laborer or other non -income employment status

Decreased participation of social activitiesh month prior to death

Phillips et al.




Suicide Rate of HK 1981-2005




