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The theme of the 21st Annual Conference of Indian 

Psychiatric Society, Assam State Branch held on 

10th and 11th September, 2011 at Lokopriya 

Gopinath Bordoloi Regional Institute of Mental 

Health, Tezpur was "Suicide: prevention is the only 

way." 

Suicide prevention has been incorporated within 

the World Health Organization Health for All 

strategy[1] and has received substantial support from 

the United Nations.[2] Furthermore, in recent years 

several countries have developed national suicide 

prevention programmes.[3] Increased suicide rates in 

young people have probably acted as a stimulus 

behind this trend.[3] However, suicide rates in most 

countries remain higher in older populations and 

prevention programmes must include this 

increasingly larger sector of society.[3] 

When considering prevention strategies, it is 

important to be aware of and sensitive towards issues 

relating to culture and ethnicity.[3] For example, 

while suicide rates are generally relatively low in 

young females in the United Kingdom, this is not the 

case in young Asian females of the Hindu faith, in 

which rates appear to be relatively high and greater 

than those of their male peers.[4] The issues 

surrounding such deaths are often related to cultural 

clashes regarding values and expectations between 

young Asian females and their parents.[3] 

Broadly there are two approaches to suicide 

prevention.[5,6] As described by Rose[7] in the 

context of prevention of health problems in general, 

one can distinguish between population approaches, 

which aim to decrease risk in the population as a 

whole, and high-risk group strategies, in which 

specific groups that are at increased risk are targeted. 

Also the common adage that if people are intent 

on committing suicide they will find a means is not 

necessarily correct,[3] When one method of suicide 

is no longer available people do not automatically 

turn to another, or if they do it may be to one that is 

less likely to cause death.[3]  

Given the very strong link between suicide and 

depression, and the risk of death from overdose of 

some of the older antidepressants, there has been 

much debate about whether more extensive use of 

newer, less toxic antidepressants would prevent 

suicides.[3] This is not a simple question, as some 

patients respond better to the older tricyclic 

antidepressants.[3] Another consideration concerns 

the cost of the newer antidepressants compared with 

the older varieties.[3] Also it is very important to 

remember that most people who are taking 

antidepressants do not kill themselves with their 

antidepressants but use other methods.[3] This and 

the probable selective prescribing of SSRIs to people 

judged to be at risk may account for the finding that 

suicide rates were higher in patients taking 

fluoxetine, than patients taking other and in some 

cases more toxic antidepressants.[8] Nevertheless, 

common sense dictates that patients known to be at 

risk, and especially those with a history of suicidal 

behaviour, should be prescribed the less toxic 

preparations.[3] 

If environmental changes are made such that a 

popular suicide site becomes safer, this does not 

mean that people at risk automatically move to using 

another site.[3] Clinicians involved in the 

development of suicide prevention strategies should 

look very carefully for local patterns which might 

provide clues about potentially effective measures for 

reducing access to methods.[3] Specific strategies 

may be required depending on local patterns.[3] For 

example, the high rates of suicide in rural areas of 

developing countries due to self-poisoning with 

pesticides might be reversed with safe-storage 

programmes.[3]    

Psychiatrists involved in designing suicide 

prevention strategies might ensure that there are 

effective local educational programmes for clinicians 

in primary care and other settings regarding detection 

and treatment of people with mental disorders.[3] 

The largest impact of media influence is on young 

people, although there is also influence on older 

people.[9] In each country, consideration should be 

paid to the development of consensus statements 
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about media policies in relation to reporting and 

portrayal of suicide,[10] which could be produced by 

joint working parties including representatives of the 

press, clinical and voluntary agencies, and experts in 

the field of suicidal behaviour.[3] 

In view of the strong link between suicide and 

mental illness, effective treatment of psychiatric 

disorders must be a central theme in suicide 

prevention.[3] However, detection of people with 

disorders will depend on the awareness that they and 

those around them have regarding the signs and 

symptoms of disorder, and their willingness to seek 

appropriate help.[11] These important stages on 

receiving effective help will depend on the general 

public's attitudes towards mental illness and knowledge 

of its nature and the feasibility of treatment.[3] 

Volunteer-run telephone helplines and similar 

services may benefit greatly from the support and 

advice of local clinicians, who should regard them as a 

potentially valuable element in a local suicide 

prevention strategy.[3] The association between 

suicidal behaviour and unemployment and poverty 

suggests that in order for suicide rates to change 

markedly these important socio-economic factors must 

be modified.[3] The main role of psychiatrists may be 

in highlighting these factors.[3] The considerable 

evidence that changes in the economic environment can 

exert a powerful influence on suicide rates indicates 

that governments with serious intentions to reduce 

suicide rates should address these issues.[6] 

Prevention of suicide in patients with psychiatric 

disorders must be a major element in any suicide 

prevention strategy.[12] Risk is often greatest during 

the early stages of a disorder.[11] The risk factors in 

schizophrenia indicate that risk tends to be highest 

between episodes of acute illness when patients may 

have insight and feel hopeless about their circumstances 

and prospects.[3] Risk is related more to affective 

symptoms than core features of the disorders.[13] The 

use of the newer atypical antipsychotics may also be 

beneficial.[14] The particularly high risk in the weeks 

following a break-up of a relationship for patients with 

severe alcohol abuse[15] again points to the need for 

continuity of support in the community.[3] 

There is good evidence that well-trained, non-

medical psychiatric staff can effectively carry out 

assessments and arrange aftercare.[3] Models for 

ideal services exist, such as those published by the 

National Institute for Clinical Excellence[16] in the 

United Kingdom. Certain occupational groups are 

known to be at relatively high risk of suicide.[3] It is 

interesting to note that all these groups have 

relatively easy access to dangerous methods for 

suicide.[3] There are relatively high suicide rates in 

prisoners,[17] especially young males on remand.[3] 

Clinicians involved in local suicide prevention 

programmes should include prisons in their 

considerations.[3] 
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