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Consider the following description of just one person

SUMMER
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Scientific data reasonably supports the finding that
people with high blood levels of the amino acid
homocysteine are at increased risk for heart disease
and stroke. Logic would tell us, then, that reducing
homocysteine levels should cut that risk. In fact, that
has been the prevailing belief; and the treatment of
choice to accomplish that reduced level of homocysteine
has been a combined regimen of folic acid and
vitamin B12.

A recently published, 7-year double blind, randomized,
controlled trial of more than 12,000 survivors of
myocardial infarction by a group of Oxford University
researchers, however, found no significant differences
in the proportion of coronary events or deaths attributed to vascular causes in treated patients versus
those receiving a placebo.1

So, if A causes B, then why does reducing A not
effectively reduce B? Of course, the reason is – the
logical fallacy: cum hoc ergo propter hoc. You
see, blood homocysteine levels (A) are positively
associated with cardiovascular disease (B), but blood
homocysteine levels (A) have never been shown to
be causal of cardiovascular disease (B).

A great deal of what we know and understand about
suicide is of this sort. Consider the frequency with
which we publish and disseminate symptoms of depression as warning signs of suicide, because everyone knows that depression causes suicide, right?
There are even billboards strewn across parts of the
US emphatically stating “Depression, the Number 1
Cause of Suicide.” Thomas Joiner in his new book,
Myths about Suicide 2 offers another example, that
of the significant association between breast augmentation and risk of suicide, one better explained by
differences between women who seek this cosmetic
procedure and those that don't than by some causal
pathway between augmentation and suicide.

Suicidology and suicide prevention are no different
than a host of other public health issues in that we
suffer from the fervent desire to find the magic bullet
(admittedly a bad metaphor when discussing suicide)
- in this case two magic bullets, that of a simple explanation leading to a simple, immediately compelling
preventive intervention. Discovering the Holy Grail
would be more likely. We are dealing with an immensely complicated behavior, multifactorial caused and
not subject to easy solution. We have spent an
enormous part of scant resources on single bullet
interventions with, not unexpectedly, nowhere near
the hoped for results in the way of reduced rates of
suicide and non-fatal suicidal behaviors.

at acute high risk of suicide/suicidal behavior and
ask yourself which single individual factors of risk
would you need to diminish or remove from this
description to feel comfortable that this described
patient was no longer at acute high risk.

A middle aged, white male is clinically depressed. He
drinks excessively and frequently, to the point that
his wife is threatening to leave him. He has marked
symptoms of anhedonia, insomnia, social withdrawal,
and increasingly poor concentration; his work performance has suffered and his supervisor has put
him on probation, demanding improved performance
or face the possibility of termination. He has talked
of feeling hopeless; and has expressed vague suicidal
thoughts - he has no plan. He owns a firearm. He
meets Axis II criteria for narcissistic personality
disorder. He has steadfastly refused to seek psychiatric
care as he thinks psychiatry is a pseudo-science.

Try removing just one of his risk factors and see if
you believe that this man is less of a ticking suicidal
time bomb. Try removing two and see if you feel more
comfortable that you have succeeded in reducing his
level of risk.

I trust that each of us well appreciates the complexity
and difficulty of preventing suicide. We strive toward
that end in a myriad of ways, often with inadequate
or nonexistent funds, too often with little, if any, collaboration, partnership, and/or political will to create
sufficient critical mass over the long haul to make
change happen. Maybe this is why we persist in
offering simple interventions - there is only so much
any one of us can do. If this sounds familiar to you,
you probably read of these themes in my column in
the last issue of this newsletter. I repeat them here
because this is the last chance I have to implore you
to DO SOMETHING to exercise your community/
state/province, country toward suicide prevention on
World Suicide Prevention Day, September 10, 2010.

The suicide prevention community is small; we have
so much to do and we have an imperative to mobilize
supports and demobilize barriers to effectively make
the difference we wish to make. We are not going to
accomplish much if we apply simple solutions to
complex problems. This is but one day in the year
where we all should be as active as possible to make
the road ahead just a bit easier to travel and the
targets of our efforts more achievable. IASP greatly
looks forward to an international effort on World
Suicide Prevention Day3. Thank you in advance for
participating in that.
Lanny Berman, Ph.D., ABP
1Armitage, J. M. et al (2010). Effects of homocysteine-lowering with folic

acid plus vitamin B12 vs placebo on mortality and majoir morbidity in
myocardial infarction survivors. Journal of the American Medical Association,
303(24), 2486-2494.
2Joiner, T. (2010). Myths about Suicide. Cambridge, Massachusetts:

Harvard University Press.
3 The IASP board has created a flyer to help your efforts: http://iasp.info/wspd/

pdf/2010_wspd_pdf_flyer.pdf. Planned activities can be submitted online.
Please see:http://www.iasp.info/wspd/activities_mailform.php.

Suicide prevention in Belgium
In the federal state of Belgium, suicide prevention is a responsibility
of the three constituting regions, i.e. the Flemish, Walloon and Germanspeaking regions. While the latter two regions have developed a
limited number of suicide prevention activities, the Flemish government has initiated and supported a suicide prevention action plan
Kees van Heeringen
since the beginning of this century.
This plan, of which the first phase runs from 2006 to 2010, aims to achieve an eight
percent reduction in the number of suicides by 2010. In addition, the plan aims to reduce
the occurrence of non-fatal suicidal behaviour, suicidal ideation and depression.
The plan is based on five strategies: 1. Mental health promotion at individual
and societal levels 2. Promotion of telehelp 3. Promotion of the competence
of professionals and the optimising networks 4. Improve quality of media
reports of suicide and decrease availability of guns 5. Specific attention to
a) Suicide attempters, b) Early detection and diagnosis of psychiatric disorders such
a schizophrenia c) Decrease occurrence of relapse in depressive disorder d) Children
of parents with psychiatric disorders e) Gay and lesbian individuals and communities
f) Suicide survivors
Each strategy consists of a number of projects which were selected on the basis of
evidence of efficacy and cost-effectiveness.
Between 2000 and 2007 the Flemish suicide rates (numbers per 100.000 inhabitants)
decreased from 30 to 22 in males and from 11 to 9 in females. Taking into account the
recent financial and economic challenges a continuation of this positive evolution remains
to be demonstrated.
Professor Kees van Heeringen is Head of the Department of Psychiatry and Medical Psychology,
and Unit for Suicide Research, University Hospital, Gent, Belgium, e-mail: cornelis.vanheeringen@UGent.be

Suicide prevention in the USA
In 2006 the US recorded 33,300 suicides. Males continue to
surpass females in deaths (4:1), while female attempts occur at a
greater rate (3-4:1). Rates for youth and middle aged adults appear
to be on a slow rise, but a slight decrease has been observed in
suicides among senior citizens. Increasing trends seem to be
emerging among African American males and Hispanic/Latina
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females (youth) while American Indian rates continue to be higher
than the nation's 11.1/100,000 rate. Firearms continue to be the leading method of
suicide in the US (50.7%), followed by suffocation and hanging (22.5%) and poisoning
(18.3%). The highest rates are found in the mountain west and rural areas.
Many positive initiatives are addressing these issues. The Action Alliance for Suicide
Prevention will be a public/private partnership to help establish national priorities.
The Secretary of Defense convened a Panel of experts to address suicide in the armed
services and authorized $30 million in funding for a large scale study of suicide.
The Suicide Prevention Resource Center (SPRC) and the National Suicide Prevention
Lifeline (NSPL) and recently, the Substance Abuse and Mental Health Services
Administration (SAMHSA) also created a Suicide Prevention Branch to dedicate staff,
time and a more focused effort to address the issue of suicide.
• The SPRC brings research to practice offering training and technical assistance and
co-ordinating the Best Practices Registry for effective suicide prevention programs.
The SPRC has produced high quality materials and in just eight years 48 of the 50
states have developed lifespan suicide prevention plans with the SPRC providing
their technical support. Over $100 million in federal funding from the Garrett Lee
Smith Memorial Act has reached 42 states, 18 tribal grantees, 1 tribal territory and
66 college campuses since 2005; all assisted by the SPRC.
• The NSPL has a network of 145 certified crisis centers across the country ensuring
24/7/365 coverage of phone lines for people in crisis. The monthly call volume is
over 50,000 calls from 49 states.
The National Council for Suicide Prevention (NCSP) is the leading voice for suicide
prevention and survivors in the US. Efforts to raise awareness of the importance of
learning the warning signs through social and traditional media initiatives are underway
for World Suicide Prevention Day 2010.

The National Violent Death Reporting System (NVDRS) is a surveillance system that
collects and links data from many sources into a central database. Currently, 18 states
submit information to the NVDRS with the goal to ultimately fund this service to all
50 states.
Finally, a Task Force was convened to begin revising and updating the Media Recommendations for Reporting on Suicide with Version 2.0 expected to be completed by the end
of 2010. New media as well as updated recommendations with recent research will be
included.
Dr Daniel J. Reidenberg, Psy.D. is Executive Director of the Suicide Awareness Voices of Education (SAVE)
and Managing Director of the National Council for Suicide Prevention (NCSP), e-mail: dreidenberg@save.org
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