Suicide prevention is far more
than a psychiatric business
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Since suicide is the worst of all
human tragedies, the desire to find
solutions inevitably brings us to
adopt unrealistic simplifications and
unfruitful searches for unifying theo-
ries. Not surprisingly, the state of
the art of suicide prevention cur-
rently shows very few evidence-based
results. The most commonly cited
reasons for this are inadequate sam-
ple sizes for randomised controlled
studies, and programs of insufficient
duration. Other biases include the use
of suicide attempters as research
participants (who minimally overlap
suicide completers, and imply the
hypothesis of a continuum between
non-fatal and fatal suicidal behav-
iour), the fact that they are taken
from hospital treated/recruited sub-
jects (not truly representative of all
suicide attempters), difficulties in cre-
ating clusters of subjects sharing simi-
lar problems, the use of retrospective
evaluations, the lack or inadequacy of
control groups, the lack of standard-
ised procedures for psychological
autopsies (with a large variability in
the timeframe for the interview, the
type and number of informants and
their characteristics), the “over-psy-
chiatrisation” of results obtained
through the selective use of psychi-
atric instruments, etc. On the other
hand, very little is known (because
poorly investigated) about factors that
are likely to protect against suicide,
such as coping skills, problem solving
capabilities, social support or degree
of connectedness. Not to mention the
importance of socio-cultural factors,
which has finally been acknowledged
by the World Health Organization
(WHO), which is now promoting a
study, the Suicide Prevention - Multi-
site Intervention Study on Suicide

(SUPRE-MISS), with centres from
five continents. This project includes
the comparison of a number of stan-
dardised socio-cultural indicators, a
randomised clinical intervention on
suicide attempters, a study of suicidal
ideation and behaviours in the com-
munity, and a biological investiga-
tion (on DNA and stress-related hor-
mones) (1).

Today, a number of countries have
in operation national strategies to pre-
vent suicide. In general, these plans
incorporate improved detection and
treatment of mental illness as a core
feature of the strategy, with a particu-
lar emphasis on depression. Reducing
access to lethal means, improved
reporting of suicide in the media,
school-based programs, treatment of
drug and alcohol misuse, enhanced
access to mental health services, and
training for professionals are compo-
nents of all national suicide preven-
tion programs. An analysis performed
by the Australian Institute for Suicide
Research and Prevention on four of
these programs (Australia, Finland,
Norway and Sweden) has demon-
strated that so far they had little or no
impact on reducing suicide rates
among youth and, with the possible
exception of Finland (which has ter-
minated its plan), among the general
population (2). Apart from the obvi-
ous limitations of this kind of study,
one of the conceptual criticisms that it
originated concerns the tailoring of
the programs in a too psychiatrically-
oriented way, which would allow
affecting only a small segment of
the population. On the other hand,
despite dramatic improvements in the
drug treatment of psychiatric disor-
ders, there has been relatively little
change in suicide rates over the last
decades. The treatment of schizophre-
nia with clozapine (3) has provided
unconvincing evidence, while the
therapy of depressions with selective
serotonin reuptake inhibitors has

recently induced a re-focussing of the
attention towards the potential capac-
ity of these substances of eliciting sui-
cidal ideation and behaviours, partic-
ularly in children and adolescents (4).

Many researchers and policy mak-
ers have argued that improved diag-
nosis and treatment of depression is
critical to the prevention of suicide
(5). Several studies have noted that
the majority of individuals who com-
mit suicide were not receiving treat-
ment for a psychological disorder at
the time of the suicide (6), but there
are also studies that have demonstrat-
ed the presence of an adequate anti-
depressant therapy at the time of
suicide (7). Although antidepressants
may be effective in the treatment of
depressive symptoms, the current evi-
dence does not suggest that they have
an effect in reducing the risk of sui-
cide attempts or completions. Antide-
pressants do not address the variety of
psychosocial factors that are strongly
related to suicide and depression.
Improvement in psychosocial func-
tioning is independent from and slow-
er than improvement in depressive
symptoms (8). Furthermore, individu-
als with depression show greater
improvement in psychosocial func-
tioning when pharmacotherapy is
combined with psychotherapy than
when pharmacotherapy is used alone.
Van Praag (9) has recently suggested
that “worrying”, more than depres-
sion, represents a precursor of sui-
cide. In my view, shame — which is not
a psychiatric construct - may be a
threatening killer in many life circum-
stances, particularly in men. In many
cultures, male individuals have to
cope with social and environmental
expectations that may represent too
challenging life experiences, and end
in feelings of inadequacy and defeat.
In addition, a recent meta-analysis
has indicated that if we applied the
treatment effectiveness index indicat-
ed in the World Health Report 2001 to
an average of 50% of people suffering
from depression, schizophrenia and
alcohol abuse (the psychiatric condi-
tions mostly associated to suicide),
this would reduce suicide rates from
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a world average of 15.1/100,000 to
12/100,000. This would represent
more than 150,000 lives saved; never-
theless it still leaves much to do (10).
Suicide is much more than a psychi-
atric problem. Only a serious cooper-
ation with other disciplines will per-
mit more effective prevention prac-
tices.
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