
SUICIDE AND THE HEALTH CARE SYSTEM

In spite of the fact that the lifetime prevalence of

major mood disorders (unipolar and bipolar forms

combined), the main causes of suicide in the gen-

eral population are around 20%, they remain ex-

tremely underreferred, underdiagnosed and un-

dertreated, particularly in primary care (Lecrubier

1998, Hawton et al. 2000, Wasserman 2000, Rutz

2001) and in general medical settings (Hawton et

al. 2000, Wasserman 2000, Dhossche et al. 2001).

Moreover, the rate of adequate antidepressant

therapy among depressed suicide attempters and

among depressed suicide victims is only between

10% and 16%, which is also disproportionally low

(Oquendo et al. 1999, Hawton et al. 2000, Isacs-

son 2000, Dhossche et al. 2001, Henriksson et al.

2001, Rihmer et al. 2002a).

Between 16 and 40% of consecutive suicide

victims contact their general practitioners (GPs)

and 9–11% of them visit their psychiatrists 1 week

before their deaths, and the rates of medical con-

tact with GPs and psychiatrists 4 weeks preceed-

ing suicide is 34–66% and 18–21%, respectively

(Pirkis et al. 1998, Andersen et al. 2000, Hawton

et al. 2000).

The rate of (most untreated) major mood disor-

ders among consecutive suicide victims is 60-85%

(Hawton et al. 2000, Wasserman 2000, Henriks-

son et al. 2001, Rihmer et al. 2002a,b). Out of the

different major mood disorder subgroups (unipo-

lar major depression, bipolar I and bipolar II disor-

der) bipolar (and particularly bipolar II) patients

are at the highest risk of attempted and completed

suicide (Rihmer et al. 2002b).

Since more than 90% of suicide victims have

(mostly unrecognized and untreated) Axis I major

mental disorder (mainly major depression) at the

time of suicide (Hawton et al. 2000, Wasserman

2000, Dhossche et al. 2001, Henriksson et al.

2001, Rihmer et al. 2002a), but they frequently

contact health care services some weeks before

their deaths (Pirkis et al. 1998, Andersen et al.

2000, Rutz 2001), psychiatrists and other health

care workers play a priority role in suicide preven-

tion. They should focus primarily (but not exclu-

sively) on the early recognition and adequate

treatment of mental disorders, which would also

be an ideal tartget even if the fact suicide were un-

known. However, because health care workers

can help only those persons who contact them,
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AZ ÖNGYILKOSSÁG MEGELÕZÉSI
STRATÉGIÁJA
Minthogy az öngyilkosság egy rendkívül komp-

lex, multikauzális humán jelenség, megelõzése

is komplexitást igényel. A suicid magatartás elõ-

rejelzése az átlag populáció szintjén igen nehéz

feladat. Könnyebb azonban a meghatározott

mentális zavarban szenvedõ páciensek körében,

hiszen az öngyilkosságot elkövetõk legtöbbjé-

nek felismerhetõ és kezelhetõ pszichiátriai be-

tegsége van. A cikk áttekinti a legfontosabb bio-

lógiai és egyéb öngyilkossági prevenciós straté-

giákat.

KULCSSZAVAK: öngyilkosság, pszichiátriai be-

tegségek, megelõzési stratégiák

SUMMARY
Since suicide is a very complex, multicausal hu-

man behaviour, its prevention should also be

complex. The prediction of suicide is very diffi-

cult at the level of the general population, but it is

much easier among patients with certain mental

disorders, because most persons who kill them-

selves have diagnosable and treatable psychiatric

disorders. This article reviews the most impor-

tant biological and non-biological suicide pre-

vention strategies.
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public education on the symptoms and complica-

tions of mental disorders is also very important.

In the process of suicide prevention, there are

two main fields of competence/responsibility

(health care and community leaders) and two ma-

jor targets (high-risk groups and general popula-

tion). They are listed in Table 1. It should be noted

that the term “high-risk group” does not refer here

only to those persons who are acutely suicidal (the

correct term for these would be “extreme-risk per-

sons”), but also to all major depressives and schi-

zophrenics, whose rate is about 80% among all

suicide victims (Hawton et al. 2000, Wasserman

2000, Rihmer et al. 2002a). Targeting only those

persons who are at acute suicide risk is frequently

ineffective, because it is many times too late to

make a succesful intervention at his late stage.

Suicide behaviour does not usually occur in the

early stages of depression and other major mental

illnesses, and this offers some time for making a

correct diagnosis and effective acute and long-

term treatment. However, since the 6-month prev-

alence of major depression in the general popula-

tion is around 5-7 percent (Lépine et al. 1997), it

should be admitted that this target is too wide. The

hierarchical classification of suicide risk factors

(primary risk factors, such as depression, personal

and family history of suicidal behaviour; second-

ary risk factors, such as unemployment, adverse

life events; and tertiary risk factors, such as male

gender, old age, spring/early summer (Rihmer et

al. 2002a,b) can help to narrow this target since

primary suicide risk factors have the best predic-

tive power.

STRATEGIES FOR SUICIDE PREVENTION

1. Competence/responsibility of health care

1.1. Patient-oriented perspective (i.e. targeting

high-risk groups)

1.1.1. Elimination of acute suicide crisis. Al-

though the elimination of acute suicide danger by

all possible means is a common task for everyone,

it is particularly the health care that persons with

acute suicide risk should be identified and man-

aged succesfully.

1.1.1.1. Psychiatry emergency admissions. Per-

sons with acute suicide risk related to severe men-

tal disorder (e.g. depression, schizophrenia) or se-

vere psychological crisis need urgent psychiatric

hospitalization, close observation and promptly

started intensive biological treatment in connec-

tion with supportive psychotherapy or crisis inter-

vention (Hawton et al. 2000, Rutz 2001, Shaffer et

al. 2001). The new generation of psychotropics

(SSRI, SNRI and dual-action antidepressants,

high-potency anxiolytics and atypical antipsycho-
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1. Competence/responsibility of health care

1.1. Patient oriented perspective (i.e. targeting high-risk groups)

1.1.1. Elimination of acute suicide crisis

1.1.1.1. Psychiatric emergency crisis

1.1.1.2. Crisis centers and hotline (SOS) telephone services

1.1.2. Improving the diagnosis and treatment of mental disorders

1.1.2.1. Acute and prophylactic treatment of mental of mental disorders

1.1.2.2. Education of patients, relatives and health care workers

1.1.3. Aftercare of persons with high suicide risk

1.1.4. Focus on special subgroups: adolescents and old people

1.2. Public oriented perspective (i.e. targeting general population via media)

1.2.1. Decreasing negative attitudes regarding mental illness and suicide

1.2.2. Responsible media coverage

1.2.3. Education of the public on the symptoms and dangers of mental disorders,

suicide risk factors and show succesful cases

2. Competence/responsibility of community leaders (public oriented perspective)

2.1. Improve well-being of people in general (inl. decreasing unemployment)

2.2. Increase support for health and social care systems

2.3. More restrictive alcohol and drug policy

2.4. Decrease in the access of lethal suicide methods ( domestic- and car-exhaust gas, guns etc )

Table I. Suicide prevention strategies



tics) provide the possibility of an effective and

safe treatment either for short or long-term. The

low incidence of fatal toxicity of the newer psy-

chotropics in overdose can also contribute to low-

ering suicide mortality.

1.1.1.2. Crisis centers and hotline (SOS) tele-

phone services. Community oriented crisis inter-

vention centers and hotline (SOS) telephone ser-

vices are useful for identifying high-risk patients

and to offer them appropriate treatment alterna-

tives. However, gender preferences in seeking

help result in the overrepresentation of females

among callers, whereas males are at the highest

risk for suicide (Rihmer 1996, Shaffer et al. 2001,

Gould et al. 2001).

1.1.2. Improving the diagnosis and treatment of

mental disorders

1.1.2.1. Acute and prophylactic treatment of

mental disorders. Acute treatment studies and

long-term (prophylactic) treatment of unipolar

major depression and bipolar disorders by antide-

pressants, mood-stabilizers and antipsychotics

substantially reduces the suicide morbidity (sui-

cide attempts) and mortality even in this high-risk

patients population. While succesful acute treat-

ment can only prevent suicide connected with the

given depressive episode, it is adequate long-term

therapy that can provide effective protection for a

longer period of time (Kasper et al. 1996, Ahrens

et al. 2001, Tondo et al. 2001, Angst et al. 2002).

Particularly lithium seems to exert a specific anti-

suicidal effect, since a significant reduction in sui-

cide attempts has been found either in responders

or in nonresponders to prophylactic lithium ther-

apy in suicidal patients with recurrent affective ill-

ness (Ahrens et al. 2001).

Psychoeducation and adjunctive psychotherapy

improves the compliance and further decrease the

suicide risk among bipolar patients with long-term

(prophylactic) pharmacotherapy (Rucci et al.

2002).

1.1.1.2. Education of patients, relatives and

health care workers. Education of patients and

their relatives on the origin and treatment of men-

tal disorders as well as on suicide risk factors in-

creases the patients’ complaince. On the other

hand, the training of health care professionals (es-

pecially GPs and nonpsychiatrist medical doctors)

on the recognition, referral and appropriate acute

and long-term treatment of mental disorders (most

importantly depression) is also an important part

of suicide prevention (Rihmer 1996, Hawton et

al.2000, Wasserman 2000, Gould et al. 2001, Rutz

2001, Shaffer et al. 2001).

Since this startegy is useful primarily in pre-

venting depression-related female suicides (Rih-

mer 1996, Rutz 2001), suicide prevention could be

further improved by diagnosing better and treating

more effectively male depression, which is often

masked with abusive, risk-taking and impulsive

behaviour as well as aggressive features (Wasser-

man 2000, Rutz 2001).

1.1.3. After-care of persons with high suicide risk

The suicide risk of psychiatric patients is espe-

cially high shortly after hospital discharge (App-

leby et al. 1999, Andersen et al. 2000, Hawton et

al. 2000, Wasserman 2000, King et al. 2001) and

lacking or reduced after-care is among main con-

tributing factors to this (Appleby et al. 1999, King

et al. 2001). Continuing psychiatric contact (i.e.

regular after-care, including both pharmacother-

apy and psychotherapy) reduces suicide mortality

(King et al. 2001).

Patients with major psychiatric disorders and

all suicide attempters should be the candidates for

regular follow-up with a fixed after-care appoint-

ment. However, a systematic programme of con-

tact (regular letters) with individuals who had

made suicide attempts but refused to remain in the

health care system also showed a significant sui-

cide preventive effect, at least for some years

(Motto et al. 2001).

1.1.4. Focus on special subgroups: adolescents

and old people

1.1.4.1. Adolescents. Since curriculum-based

suicide awareness programmes can disturb some

high risk students, a safer method might be to fo-

cus on the clinical characteristics of depression

and other mental disorders with high suicide risk

(Hawton et al. 2000, Wasserman 2000, Gould et

al. 2001, Shaffer et al. 2001). School-wide screen-

ing programmes, focusing on depression, alcohol

and other substance use disorders, followed by a

second-stage evaluation (Hawton et al. 2000,

Gould et al. 2001) as well as “gate-keeper train-

ing” (e.g. teachers, counsellors, pediatricians,

clergy, policemen) are also effective (Hawton et

al. 2000, Gould et al 2001).

1.1.4.2. Old people. The rates of (untreated) de-

pressive disorders and the medical contact few

weeks before death is the highest among suicide

victims over 65 years of age (Hawton 2000, Pear-

son et al. 2000, Wasserman 2000), which mark-

edly underlines the role of recognition and treat-

ment of depression in this age cohort. Systematic

monitoring of physical and psychic health (i.e. an-

nual physical and mental examination of all old
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patients by their GPs), better social support and

telephone helpline and emergency response ser-

vice (e.g. TeleHelp-TeleCheck Service) can re-

duce suicide mortality among old people even for

a long period time (Hawton et al. 2000, De Leo et

al. 2002).

1.2. Public oriented perspective (i.e. targeting ge-

neral population via media)

1.2.1. Mass media offers the best possibility for

opinion leader suicidologists to make a public

education resulting in decreasing negative atti-

tudes regarding mental illness and suicide. The

role of media in the education of the public (in-

cluding community leaders) on the symptoms,

dangers and economic consequences as well as on

the treatable nature of major mental disorders is

extremely important.

1.2.2. Since irresponsible and sensational media

reporting of suicide may contribute to precipit-

ating or inducing suicide, particularly among ado-

lescents (Hawton et al. 2000, Wasserman 2000,

Gould et al. 2001, Shaffer et al. 2001), responsible

and professional media coverage (i.e. to avoid

sensational journalism, to escape glorifying, mar-

tyrification or mysterification of suicide, no

detailed description of suicide method used, and

focusing on the treatable nature of mental dis-

orders and preventable nature of suicide) reduces

the contagion effect of media (Hawton et al. 2000,

Wasserman 2000).

1.2.3. Education of the public via media on the

symptoms, complications and treatable nature of

mental disorders and psychological crises as well

as on the suicide risk factors and hisgh risk groups

is also beneficial. It is also important to offer

treatment possibilities and to show successfull

examples indicating that suicide is preventable in

many cases (Hawton et al. 2000, Wasserman

2000).

2. Competence/responsibility of community
leaders (public oriented perspective)

As psychosocial and community factors also play

an important role in suicide, it is not only health

care workers that are responsible for its preven-

tion. To improve the well-being of people in gen-

eral (including decreasing unemployment and

providing more support for health and social

services), to restrict lethal suicide methods (e.g. to

reduce domestic and car exhaust gas toxicity and

to introduce stricter laws on gun control) and to

initiate more restricitve alcohol policies, which

also reduce suicide mortality (Hawton et al. 2000,

Wasserman 2000, Gould et al. 2001, Shaffer et al.

2001, Rihmer et al. 2002-a), these already exceed

the limits of the health care and are rather the

leaders’ competence and responsibility at any

level of the society.

We are, of course, unable to prevent all sui-

cides. Nevertheless our theoretical knowledge and

the available treatment and preventive strategies

are sufficient to prevent many, probably most of

them.
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