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September 2011 marks the occasion for IASP’s 26th World Congress in Beijing, to be jump started with World Suicide Prevention Day
on September 10th. I very much hope to see you in China and eagerly await hearing of your plans for promoting suicide awareness and prevention
in your home country on the 10th.
At our biannual general assembly meeting in Beijing, you will learn about several exciting programmatic initiatives being put into place by your

Lanny Berman

board, ranging from development projects to a significant new membership campaign, designed to increase the reach and strength of the organization.
As an organization, we remain healthy and positioned to make significant impact – but we are an organization of individuals and each and every
member needs to be part of the whole in a way that the whole is greater than the sum of its parts. Please make your plans NOW both to attend the
Beijing Congress and to be active on WSPD. Thank you!
Lanny Berman, Ph.D, ABP, IASP President

IASP World Congress in Beijing
IASP's 26th World Congress will be held
in Beijing from September 13th to 17th, 2011.
This is the second time a world congress on
suicide prevention will be held in Asia. The first
was in India in 2001 – highlighting the important role of the Asia-Pacific in the global effort
to reduce the toll of suicide. The central focus
of the 26th IASP Conference is:
Integrating Cultural Perspectives in the
Understanding and Prevention of Suicide,
a timely topic which will attract many participants
from all continents!
An exciting conference program has been prepared, including experts from all over the world,
such as: Lanny Berman, Eric Caine,
Cindy Claassen, Yeates Conwell, Paul Corcoran,
Diego De Leo, Madelyn Gould, Onja Grad,
Keith Hawton, Nav Kapur, Ad Kerkhof, Birthe
Loa Knizek, Konrad Michel, Brian Mishara,
Merete Nordentoft, Stephen Platt, Jane Pirkis,
Ping Qin, Xiao Shuiyuan, Morton Silverman,
and Wang Xiangdong.
A wide range of important topics will be covered,
including:
• New insights into treatment of suicidal
behavior
• Postvention in different cultures
• Evidence-based suicide prevention
strategies in schools
• Changing paradigms: Classification of
suicide in ICD-11 and DSM-IV
• Information-communication
technologies and suicide prevention
• Suicide prevention and new media

• Cross-cultural aspects
of suicidal behavior in
young people
• Connectedness and
suicide prevention in
later life
Yueqin Huang
In addition to Plenary
Sessions, participants can select a wide range
of Symposia, Workshops, Debates and Master
Classes to allow for in-depth discussion for
those working towards the global goal of preventing suicide and of improving our strategies to
deal with the consequences of suicidal behavior.
A variety of social activities will be arranged for
those who wish to explore the rapidly transforming culture of China's capital or make side
visits to other parts of China.

Welcome to Beijing!
Yueqin Huang, MD, MPH, PhD,
Professor of Psychiatric Epidemiology,
Institute of Mental Health, Peking University,
Beijing

Important Dates:
• 31st May: Response to authors about
acceptance of abstracts
• 15th June: Authors need to confirm
participation
• 1st September: Deadline for registration

Congress Contact Details
Telephone/Fax number: 010-8280 5411
Email: secretary@iaspchina.org or
academic@iaspchina.org
Website: www.iaspchina.org

In official relations with
the World Health Organization

World Suicide Prevention
Day 2011
The theme for the World Suicide Prevention Day (WSPD), 10th September 2011 is ”Preventing Suicide in Multicultural Societies”.
The theme aims at raising awareness of the fact that all countries in
the world are multicultural. Many countries harbour different minority
groups in the form of various indigenous and/or immigrant groups,
refugees and/or asylum seekers. Some countries also comprise many
different ethnic groups due to artificial borders having been drawn by
former colonial powers. This means that in all countries there are a
variety of ethnic and religious groups living in the same society.
National suicide prevention strategies have now been implemented
in several countries, but not all of them reflect the fact that the country
is multicultural. The strategy/program is often aimed at a majority
population, and a specific cultural perspective or focus is missing.
Strategies therefore may need revision with this in mind and countries
still not having initiated suicide prevention efforts should integrate a
cultural perspective from the start.

Suicide prevention in multicultural societies requires cultural sensitivity
as well as cultural competence, and needs to be targeted multidisciplinary. More information will be provided in the upcoming WSPDbrochure to be published shortly.

The World Suicide Prevention Day brochure is available online at:
http://www.iasp.info/wspd/index.php
You may want to use the actual link: http://www.iasp.info/wspd/pdf/
2011_world_suicide_prevention_day.pdf
Professor Heidi Hjelmeland,
1st Vice-President IASP,
Department of Social Work and Health Science
Norwegian University of Science and Technology,
Trondheim, Norway,
e-mail: Heidi.Hjelmeland@svt.ntnu.no.
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DSM-V

FROM THE PRESIDENT
Thomas Kuhn's 1962 book, The Structure of Scientific
Revolution, presented and popularized the concept of
"paradigm shift." The advancement of science, Kuhn argued,
was not evolutionary, but rather a "series of peaceful interludes punctuated by intellectually violent revolutions". These
revolutions serve to replace one conceptual view with another.
Beyond the eyes and ears of most Suicidologists, such a
paradigm shift may be occurring in our field at the very moment; in fact, paradigm shifts may be occurring and, at that,
in diametrically opposed directions. One shift is occurring
in the world of public health, the other in the world of mental
health. Both have major implications for our field.

ICD-11

The International Classification of Diseases (ICD) provides
the global standard to classify diseases and health-related
problems. The ICD is revised periodically; the ICD-10 was
adopted in 1990. Currently, proposed revisions toward the
adoption of ICD-11 are open for comment.

One proposed revision is to restructure external causes of
injury, suicide being an intentional injury. In ICD-10, when
a non-natural death occurs or a nonfatal act of self-harm
brings the perpetrator-victim to the emergency department
(ED), the injury is coded first for Intent, then Mechanism,
then Object. For example, if an individual shows up at an
ED having cut him/her self with sharp glass, the coding might
reflect the injury as intentional (assuming it was assessed
to be), by cutting/piercing (Mechanism) by sharp glass
(Object). Similarly, one might intentionally or unintentionally
(Intent) fall (Mechanism) from a man-made structure (Object),
such as a building. Further positions in the coding sequence
delineate, for example, different sub-types of Object. In the
current ICD-10, Intent is in the first coded position. What
is being proposed and considered is to move Mechanism
to the first coded position, to be followed by Intent, so, for
example, the injury coding will then be sequenced fall (Mechanism) intentionally (Intent) from man-made structure (Object).

The primary rationale for demoting Intent in this coding
sequence is that (a) intent is not always easy to ascertain,
whereas Mechanism is, and (b) it is more important to the
international injury prevention community to, first and foremost, learn about Mechanism. That said, injury prevention
specialists who are in favor of this change may not include
injury prevention specialists who are Suicidologists. Embedded in the rationale for the proposed change is the reason why many in the Suicidology community are less than
sanguine about this proposal, i.e. the further down Intent
is in the string of items to be coded, the less often Intent
will be inquired about, hence coded; consequently, suicidal
behaviors will simply be coded less frequently and valuable
data will be lost. Many of our colleagues are quite anxious
about the impact this proposed change may have.

Since 1952, the American Psychiatric Association has
published the Diagnostic and Statistical Manual of Mental
Disorders (DSM), the bible of classification of mental disorders used in the United States and in many other countries
around the world. The latest revision (DSM-V) is expected
to be published in 2013 and its proposed changes are currently being discussed and field tested.

Two separate working groups are considering proposals
to make both Suicidal Behaviors and Non Suicidal Self
Injury unique diagnostic entities, i.e. disorders, in DSM-V.
If these proposals become the law of the mental health land,
a major shift in epidemiologic research will result; now
non-existent data system linkages will become realities;
documentation of clinical histories, hence inter-caregiver
communication and patient care will improve dramatically,
adverse events will be more validly reported, etc. – all powerful arguments for elevating suicidal behavior to the level of
a disorder. That said, there are some major fault lines in the
current proposal, and there also may be some major unintended negatives in doing this.
In contrast to the proposed changes in the ICD, the process for which has been reasonably transparent and in
which the proposals themselves have been and remain
open to comment, proposed changes to the DSM have
occurred behind closed doors among a closed circle (the
working groups) and only just now are beginning to come
to light. It is unclear, however, whether it is too late for that
light to shine back on these proposals before they become
set in stone. The lack of transparency in this process has
made a great many of our colleagues anxious.

IASP's Death Certification Task force, headed by Paul
Corcoran, is hard at work building its commentary regarding
the proposed ICD-11 revision. Until we learn more about
the DSM-V proposals, IASP members cannot build such
a similar commentary. Cindy Claassen is on board to give
a plenary presentation at IASP's Beijing Congress this coming
September on both these paradigm shifts and will better
explain them and offer much greater insight into their pros
and cons than I am able to at the time of this writing.

That these paradigm shifts are being well attended to in
these ways by IASP and its members is just one more argument in favor of getting our colleagues to join IASP and to
come to Beijing. Whether proactively or reactively, IASP,
organizationally, and its members collectively have a great
deal to say to influence the future of our field.
Cindy Claassen's presentation is but one great reason to
(1) make plans now to come to Beijing, and the importance of these paradigm shifts to our field
argues strongly for
(2) encouraging your colleagues to join IASP to help
make our collective voice all that stronger.
I trust you will seriously consider and act favorably toward
both of my proposals.

Lanny Berman, Ph.D., ABPP
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C O U N T RY R E P O RT
FROM RUSSIA
In Russia, in 2009 the suicide
rate was 26.5 per 100,000 (vs
39.3 in 1999) and has declined
during the past decade, possibly
Evgeny Lyubov
due to greater social stabilization
in the country. Levels of suicide
across regions in Russia vary considerably. Older
people and rural residents are at particular risk for
suicide as are social vulnerable groups. In Russia,
there is no national suicide prevention programme.
However, in some regions (e.g., Omsk, Sverdlovsk,
Tomsk, Irkutsk) motivated and committed professionals (usually psychiatrists) have attempted to
create integrated systems of care and prevention
of suicidal behaviour. In the 80s the following
steps were taken: telephone crisis care for adults,
children and adolescents, medical and psychological support in mental health outpatient clinics
and inpatient crisis clinics. Ten to fifteen percent
of people who survived a suicide attempt with serious mental disorders received treatment in psychiatric hospitals and psychiatric outpatient clinics.
Systematic care (mainly pharmacotherapy) has
become available only in recent years. Scientific
research into identification of risk factors for suicidal behaviour in different age, professional and
national groups is conducted in a few Russian
scientific centers (e.g., Moscow, Tomsk, Krasnodar). National conferences for psychiatrists cover
issues in relation to suicide. The first National Clinical Guideline «Psychiatry» (Dmitriva et al, 2009)
contributes to optimizing diagnosis and therapy,
such as depression and acute suicidal crises. The
Moscow Institute of Psychiatry offers a number
of initiatives leading up to a future national suicide
prevention programme: 1) Regional suicidological
services, 2) Assessment of the burden of suicide
and suicide attempts, 3) Suicide awareness in
primary care, psychiatric services and in schools,
4) Holistic assessment of biopsychosocial approaches in specific patient groups. As part of national
suicide prevention programme, we will establish
other major initiatives such as interdisciplinary
team cooperation of specialists and volunteers in
public organizations, media guidelines for reporting
of suicide, training of psychiatrists and social
workers.
Professor Evgeny Lyubov,
Head of the Department of Suicidology,
The Moscow Institute of Psychiatry and
National Representative, Moscow, Russia,
e-mail: lyubov.evgeny @mail.ru.
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