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|vii|Foreword


Suicide is one of those existential topics that touches every one of us. As human beings, we all have something to say about it, because we have opinions about life and death. It is, therefore, challenging to study suicide in a scientific manner. It seems that the science around it is less exact than that of mathematics. Suicidologists need to be aware of and reflect on their cultural background, professional training, and many personal experiences that influence them and thus can also influence their scientific thinking.


Such reflecting is always easier with others around. Colleagues from the Slovene Centre for Suicide Research (established at our university) have invited established scientists in the field of suicidology to reflect on the TRIPLE i in Suicidology conferences, and in this book, on the past, present, and future knowledge that suicidology has acquired.


This volume, Resources for Suicide Prevention: Bridging Research and Practice, gathers the thoughts of distinguished researchers. The chapters focus on the topics of qualitative and quantitative research approaches, means to assess and implement suicide prevention programmes, and understanding those bereaved by suicide.


For many of the authors, knowing the late Prof. Andrej Marušič was an important personal experience. He initiated many Slovene and international projects that shaped public mental health programmes attempting to prevent suicide and promote mental health. Once he related a story about a patient with schizophrenia who could be cured of his hallucinations. As his psychiatrist, he told the patient that whenever the hallucinations occurred, he should use his mobile phone to “talk” to them. Andrej told me how the patient used this technique while he was on a bus in Ljubljana. When a hallucination “rang,” he took his mobile and said, “What do you want? My psychiatrist told me you don’t exist, so there is no point in you calling me, so please stop….”


Today, the work of the Slovene Centre for Suicide Research continues the ideas Andrej initiated. The centre plays an important role in the promotion of mental health and in prevention, postvention, and interventions related to suicide. Being at one of the newest universities in Slovenia, we encourage these activities and consider the continuation of them as an important public responsibility. We hope that this book will give further motivation for that.


Last but not least, I would like the readers to take the opportunity to reflect on their attitudes while reading the book. Perhaps this will stir some new ideas that can help us to better understand the phenomenon of suicide.
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|ix|Preface


Imagine that you are invited to consider innovative and intuitive ideas for preventing suicide. How would you respond?


Perhaps your ideas would go back into history, and you would search for the best practices and summarise all of the achievements that science has accomplished so far. Then you might collect all of the best current practices and see how new experiences are bridging the gaps – targeting youths and older persons, and creating large public health initiatives. Or perhaps you would attempt to understand the most vulnerable people or those bereaved by suicide. Maybe, you would just peer into the future and leave it to your intuition, imagination, and sense of innovation.


Resources for Suicide Prevention: Bridging Research and Practice is based on the TRIPLE i in Suicidology international conference (devoted to intuition, imagination, and innovation), which is organised annually by the Slovene Centre for Suicide Research (Andrej Marušič Institute, University of Primorska, Slovenia) in memory of the late Prof. Andrej Marušič, with the aim of promoting intuition, imagination, and innovation in the research and prevention of suicide and suicidal behaviour. The authors of this book’s chapters presented their ideas during those conferences.


The first TRIPLE i in Suicidology conference was held in May 2009 around the time of Andrej Marusic’s birthday. In recent years, the conference has connected many people in the field of suicide research and prevention. The conference has developed into a platform for productive discussion among distinguished experts, interacting with young and future suicidologists or other enthusiastic professionals in the field. TRIPLE i in Suicidology has become an opportunity to express and practice intuition, imagination, and innovative ideas.


The intention of this volume is to provide food for thought to lay people, practitioners, researchers, and all others that come in contact with the tragedy of suicide. Our aim is to stimulate new ideas and interventions that can help in the difficult fight against suicidal behaviours, a fight that requires the active participation of everyone.
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Why are some people healthy and others not? This seems to be a simple question. The answer, however, is complex and has to do not only with disease and illness, but also with who we are, where we live and work, and the social and economic policies of our government, all of which play a role in determining our health. (Institute of Medicine, 2003)






Introduction


Suicide prevention is a global healthcare priority (Hunt et al., 2006). In 2002, it was estimated that one person committed suicide every 40 s (World Health Organization [WHO], 2002). In recent years, the number of suicides has increased, making suicide the third leading cause of death worldwide in people 15–44 years old (Holmes, Crane, Fennell, & Williams, 2007). In addition to the human cost, suicidal behaviour (suicide attempts and suicide completion) creates a considerable economic burden. The annual cost of suicidal behaviour has been estimated to be US $33 billion in the United States alone (Coreil, Bryant, & Henderson, 2001). Despite these |4|negative figures, the research effort for understanding, treating, and preventing this type of behaviour is far from proportionate.



Concepts of Suicidal Behaviour




Suicide is a permanent solution to a temporary problem.


Edwin Schneidman, MD (Founder of Suicidology)





As set forth by Robins and Guze (1970), suicidal behaviour meets the criteria for diagnostic validity. Suicidal behaviour is (1) clinically well-described (Mann et al., 2005), (2) research has identified post mortem and in vivo laboratory markers (Robins & Guze, 1970), (3) it can be subjected to a strict differential diagnosis (Posner, Oquendo, Gould, Stanley, & Davies, 2007), (4) follow-up studies confirm its presence at higher rates in those with a previous diagnosis (Oquendo, Currier, & Mann, 2006), and (5) it is familial (Brent et al., 2002).


This behaviour is enormously complex. Rates of suicide differ across regions worldwide (see Figure 1.1) due to geographic/climate differences, sociocultural, and economic differences and differences in the availability of lethal methods. In addition, differences may be produced by differing accuracies of registries (Rihmer, Belsö, & Kiss, 2002).
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Figure 1.1.  World map of age-standardised suicide rates for 2012. (Reprinted by permission from WHO, 2014)








Interestingly, the scientific data on suicide are not focused on areas of high suicidal prevalence. Most of the scientific and clinical research generated focuses on |5|the populations of Western countries. Unfortunately, the highest rates of suicide are not found in these areas but in Baltic countries as well as in Russia. Furthermore, high rates of suicide in females correspond to Eastern countries, such as India and China. Despite this trend in the non-Western world, this phenomenon is not solely exclusive to Eastern countries. Within the United States, the highest rates of suicide are found in the western states while academic and scientific research institutions are concentrated on the two coasts.



Models of Suicidal Behaviour


There are several conceptual models of suicide. Perhaps the most complete model with clinical and preventive value is the stress-diathesis model of suicide (Figure 1.2).
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Figure 1.2.  Stress-diathesis model of suicide. Select biological vulnerabilities or risk factors integrate with life stressors resulting in an individual’s predisposition to suicidal behaviors. These factors coupled with increasing stress can lead to the crossing of a threshold resulting in a progression of suicidal behaviors escalating to a suicide attempt or completed suicide.









Preventing Suicide


To combat the issue of suicide, several countries have adopted national prevention strategies. For example, the National Suicide Prevention Strategy for Eng|6|land, 2002, endeavoured to reduce the rate of suicide nationwide by 20%. This programme used the following methods to meet this goal: reducing the availability and lethality of suicide methods, reducing risks in key high-risk groups, promoting mental well-being in the wider population, improving reporting of suicidal behaviour in the media, promoting research on suicide and suicide prevention, and improving monitoring of progress toward the Saving Lives: Our Healthier Nation target to reduce suicide. Following 10 years of application, the programme successfully achieved its objective of decreasing suicide rates by 20% in England.


In contrast, fluctuations in suicidal behaviour have been identified in the United States, which are reflective of oscillating suicide rates between 10.0 per 100,000 to 19.0 per 100,000 over the past 100 years. The natural fluctuation of suicide rates has been estimated to be 50%.


In contrast to national strategies, regional and local strategies have also been applied. Local alternatives with specific catchment areas (Hampton, 2010) have had better results in comparison with their national counterparts. These strategies at the local and community levels focus on improving the treatment of mood disorders; redesigning depression care delivery based on safety; focusing on patient preference, need, and value; reducing waiting times and delays; avoiding money wasting; and providing equal care to all patients.



Research Experience Preventing Suicide


In recent years, the authors of this chapter have progressively been involved in several research areas on suicidal behaviour, which cover a wide range of focuses: from epidemiology to genetics as well as psychopathological and clinical topics. In fact, the exploration of the genetic underpinnings of psychiatric disorders has been one of the endeavours of the authors since the very beginning. Over the past 12 years, several association studies of functional polymorphisms have been carried out. Currently, the capacity for greater patient recruitment in our gene bank has been developed, thus enabling the obtaining of samples from more than 4,000 patients. The authors are projecting network studies to replicate their results.


We have also pioneered the use of data mining in suicidology (Oquendo, Baca-Garcia et al., 2012; Baca-Garcia et al., 2006). Data mining is an eclectic discipline, also known as machine learning, that involves the process of extracting patterns from data. With this process, we are able to analyse massive amounts of information, especially problems with high multidimensionality (large amount of variables) and unknown probability distribution. Data mining is highly useful in situations with the following conditions: large quantities of data, noisy incomplete data, imprecise data, complex data structures, and when conventional statistical analyses are not possible. Several different types of techniques can be employed when |7|using data mining, such as Bayesian networks, regression analyses, neural networks, clustering, genetic algorithms, decision trees, and support vector machines. This computational approach enables an exploration of data to identify patterns and structures not suspected to be a priori and thus lead to the generation of new hypotheses. This is critical, especially in areas with huge datasets for which hypothesis testing and/or traditional analytic strategies have led to disappointing results, such as in genetics and brain imaging studies.


In Figure 1.3, the impact of data-mining methodologies in different medical specialties can be compared. At the moment, there are few studies using data mining in the field of psychiatry, while specialties that employ large and multidimensional datasets, such as genetics or biomedicine, are familiar with data mining and have experience using its methods.
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Figure 1.3.  The impact of data-mining methodologies in different medical specialties. (Source: Oquendo et al., 2012)









Some Results From the Research


The association between impulsive personality traits, serotonergic hypofunction, and suicidal behaviour supports the idea that impulsivity is a main component of |8|suicidal behaviour. It is paradoxical that impulsivity may be a feature of less serious suicidal attempts, which may not be associated with changes in biological markers.


The authors’ studies have shown that the most impulsive attempts were also the most trivial, while the less impulsive attempts were the most severe. Overall, more than half of all suicide attempts are impulsive; therefore, impulsive suicide attempts tend to be less serious and lethal (Baca-Garcia et al., 2001).


A cross-cultural study on suicide attempters in New York City (USA) and Madrid (Spain) was also carried out, which suggested that the greater lethality of suicidal behaviour in New York City compared with Madrid was related to higher levels of aggression, although the study did exhibit limitations. Regardless, cross-cultural studies are needed to verify whether aggression and higher lethality suicide attempts share a common diathesis that would explain the higher suicide rates in New York City.


Suicide attempts are more frequent in fertile women during the follicular phase (Baca-García et al., 1998); however, hormone levels are not altered in attempters. Moreover, premenstrual syndrome is not related to suicide attempts (Baca-García, Diaz-Sastre, De Leon, & Saiz, 2000; Baca-García, Diaz-Sastre, et al., 2003). Each hormonal profile can be linked to a clinical profile: (1) follicular phase: history of psychopathology, high severity of suicidal behaviour, and high expectations regarding lethality of the attempt; (2) mid-cycle and luteal phase: less severe psychopathology, more instrumental behaviour; and (3) menopause: affective pathology and more serious suicide attempts. In addition, a protective effect of oestrogen on suicide has been demonstrated as well as a protective effect of the L allele of the serotonin transporter gene. However, when oestrogen levels are low, the L allele loses its protective effect and increases the lethality of suicide attempts (Baca-García et al., 2004; Baca-Garcia, Diaz-Sastre, et al., 2010).


The authors of this paper designed several studies to identify a model of single nucleotide polymorphisms (SNPs) that discriminated between suicide attempters and nonattempters using data-mining strategies. In a sample of approximately 300 male psychiatric patients a large number of functional SNPs involved in brain function and development genes were studied. A machine-learning classifier (known as a support vector machine) was used to correctly identify and rank the significant SNPs.


To further discriminate between suicide attempters and nonattempters, the authors searched for the most relevant SNPs by genotyping 800 SNPs in a training sample of 222 psychiatric patients. Data-mining techniques were used to build a classifier using this training sample. A classifier is an algorithm generated by data-mining techniques using a training sample to learn the best way to differentiate individuals (in this case, suicidal and nonsuicidal patients) according to nonfixed criteria (in this case, SNPs that had previously been selected as relevant). In this study, the algorithm included three SNPs. The results indicated that the odds ratios, sensitivity, and specificity of the relevant SNPs were greater for combined SNPs than for separate SNPs (Table 1.1). A limitation of our study was that the classifier |9|used was a black box; therefore, we cannot know what relationship among these SNPs caused an increase in the risk of suicide attempt. Finally, this algorithm was tested in a new sample (55 subjects) with results similar to those obtained in the training sample (Baca-Garcia, Vaquero-Lorenzo, et al., 2010).


OEBPS/101027_00454_ADHOC_fig_01-01.png
Sulcide rate (por 100 000 population)
] <s0

[ soss

100149 [ osa ntavaiale

R






OEBPS/101027_00454_ADHOC_fig_logos.png
82, Slovene
Centre for
Suicide
Research






OEBPS/101027_00454_ADHOC_fig_authors.png





OEBPS/101027_00454_ADHOC_coverimage.jpg
DiegoDeleo  Bridging Research

Vita PoStuvan and Practice
(Editors)

() hogrefe






OEBPS/101027_00454_ADHOC_fig_01-02.png
No suicide
ideation

Suicide
ideation

Plan

Il

Stress.

Suicid attempt

Suicide

Risk

Factors

i

Diathesis








OEBPS/101027_00454_ADHOC_fig_01-04.png
600

500

400

300

200

100

Biomedicine

Pharmacy

Neuroscience
Psychology
Psychiatry
Cardiology

1987
1988
1989

1986

1990 4
1991 g
1992 4

1993 38

19941
1995 13
1996
1997
2009






OEBPS/Logo_de.jpg
( hogrefe





