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Mapa mundial del suicidio

Mapa 1. Tazas de suicidio normalizadas segun la edad (por 100 000 habitantes), amboe sexos, 2012
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1. Vigilancia

JCudl es el problema?
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Meta-analisis de estudios de
autopsias psicologicas
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Suicidal risk factors and completed suicide:

F actores de r i esgo de meta-analyses based on psychological autopsy studies
s u l c l do con s u ma do: Kouichi Yoshimasu + Chikako Kiyohara -

Kazuhisa Miyashita - The Stress Research Group of the Japanese Society for Hygiene

— Tentativas de suicidio y autolesiones previas
[OR=16.33; 95% CI=7.5-35.5]

— Depresion y t. afectivos
[OR=13.42; 95% CI=8.05-22.37]

— T. abuso de alcohol y otras sustancias
[OR=5.24; 95% CIl=3.3-8.3]

— Vivir solo [OR=2.1; 95% CI=1,5-2,9]



Del Riesgo Relativo (RR) al

Riesgo Poblacional Atribuible (PAR)

Population attributable risk for mental disorders (ICDJDSM) and socio-economic status (SES ) measures.

Pooled RE (95%C1) = Median PARE (955017 o Minimum PARE (955017 % Maximum PARS (95%C1) ©

Affective disorder 11.00 (7.71-15.68) 263 (193-344) : 6.7 (46-9.5) a3 45.4 (359-55.0)

schizophrenia 11.85 (10.94-12.84) 66 (61-7.1) . 66 (61-7.1) a7 66 (6.1-72)

Substance abuse 688 (451—10.05) . 19.0 (12.3—27.5) . 5.0 (1.0-78) 5.3 219(158-32.5)
Anxiety disorder 295 (1.51-5.76) 25 46 (1.2-104) 1.1 2.1 (06-5.0) a7 145 (43-29.3)
Personality disorder 4.14 (295-5.80) 5.7 152 (10.0-21.5) 35 99 (G4-143) 122 27.6(19.2-36.9)
Socioeconomic foctors

TRCONTIE EREIRE: IRy ) | LU = ] 13 18 (1.5-64) 16.0 15.9 (7.0-262)
Educition 242 (1.03-5.70) 488 409 (1.4-69.6) 16.0 185 (0.5-42.9) 613 465 (1.8-742)
Occupation 267 (1.53-4.68) 295 33.1 (13.6-521) 155 205 (7.6-363) 437 422 (188-61.7)

LLTT=Z353) L SO =53] 20 13 {0230} 227 13.4 (24-259)
Females
Poychiatric disorders
Affective disorder 1441 (13.46—-1543) 35 316 (30.1-332) 1.7 186 (17.5-19.7) 150 GG B (65.1-G8.4)
Schizophrenia 1264 (11.47-13.94) 08 B3(7.6-92) 08 B3 (7.6-92) 0.8 B3 (76-92)
Substanoe abuse 14.59 (12.79-16.65) a5 254 (228-281) 04 48 (42-55) 3.5 31.9(289-35.1)
Aniety disorder 233(0.72-755) 10.0 11.7 (-29-39.6) 44 55 (-1.2-2213) 20.7 216 (-6.1-57.5)
Personality disorder 1.84 (0LG5-522) 70 55 (-25-216) 1.0 0.8 [—0.3-4.0) 7.5 59 (-2.7-24.0)
Socioeconomic foctors
Income 1.45 (0.95-221) 93 40(-05-101) 93 40 (—0.5-101) a3 40(-05-10.1)
Education 1.48 (0.94-234) 53.0 203 (-33-41.5) 478 18.7 (—3.0-39.1) 58.2 21LB(-36-48) inth
Occupabon 127 (0.54-294) 270 6B ([-142-34.4) 163 42 (—8.1-240) 37.7 92 (-21.0-422) m
Urserm ploy rent 1.68 ( 1.08~2.59) 32 22(0.3-49) 20 13 ({02-3.1) 45 29 (04-66)

Mote: PAR: population attributable risk; RR: odds ratio; LCL: lower confidence interval; UCKE: upper confidence interval Pooled estimates of RR derved from random effects
(DerSimonian-Laird ) model.

* Prevalence for PARE calculations based on median prevalence of exposure in control groups,

" prevalence for PARS calculations based on minimum prevalence of exposure in control groups,

© Prevalence for PARS calculations based on maximum prevalence of exposure in control groups.

T FET SOCIO-ECONGITINT STALA [ITONE OISl 5K Taciors] Mave e
T 1T 1 I | effects as strategies which target more proximal psychiatric

|
[
A1 5 1020 50 Jof suicide.

@@ 2010 Elsevier Lrd. All rights reserved.

malies, by type of mental disorder (ICO{DSM diagnosis ). Mote: *: mhort study: RR)OR refer to adjusted fjunadjusted odds ratio
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Figura 8. Muertes por sulcldlo evitadas medlante las Intervenclones propuestas, que permiten prever
una reducclén del 20% en el nimero de muertes por sulcldlo en comparaclon con
las reglstradas en el 2010 en los Estados Unldos (55)
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C.) Key Questions

The following questions were explored to identify the state of the science, pathways for progress, and
specific objectives:

Key Question 1: Why do people become suicidal?
Key Question 2: How can we better or optimally detect/predict risk?

Key Question 3: What interventions are effective? What prevents individuals from engaging in suicidal
behavior?

Key Question 4: What services are most effective for treating the suicidal person and preventing suicidal
behavior?

Key Question 5: What other types of preventive interventions (outside health care systems) reduce
suicide risk?

Key Question 6: What new and existing research infrastructure is needed to reduce suicidal behavior?

National Action Alliance for Suicide Prevention: Research Prioritization Task Force. (2014).
A prioritized research agenda for suicide prevention: An action plan to save lives. Rockville, MD:
National Institute of Mental Health and the Research Prioritization Task Force.
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I1.) Research Objectives

The table below outlines the Short-term and Long-term Objectives for each Key Question. These
Objectives are discussed in more detail in Section IV of this document.
Table 1. Key Questions and Research Objectives
Question Short-term Objectives Long-term Objectives
Questiun i1— 1.A —Discover models that explain contagion | 1.A.—Determine how to improve and
Why do people | 3s well as resilient healthy social connections | sustain beneficial social connection
become among at-risk groups. processes that reduce suicide risk.
suicidal?
1.B.—Ildentify biomarkers [e.g., genetic, 1.B.—Identify multiple risk models based
epigenetic, immune function, on integrated data sources (genetic,
neurcpsychiatric profiles) and their epigenetic, life event exposure, health
interactions that are associated with current conditions, traits, brain circuitry,
and future risk status. neurcpsychological profiles, stc) for
future intervention development.
1.C.—ldentify cognitive dysfunction/neural
circuitry profiles (e.g., anhedonia, impaired 1.C.—Determine if processes that reduce
executive functioning) associated with suicide | risk conditions (e.g., insomnia, addiction,
risk that may be amenable to current agitation, pain, etc.) also mitigate suicide
interventions. risk.
Question 2— 2.4 —Develop risk algorithms from health 2.A.—Overcome base rate challenges and
Howr can we care data that can be used for suicide risk response bias by identifying innovative
better or more detection. bio-statistical and other research
optimally methods.

detect/predict
risk?

2. B.—Improve care efficiencies and decision
making tools by identifying screening
approaches with concurrent and predictive
validity with multiple care settings.

2.C.—Develop screening approaches using
multiple methods that identify risk over time
(e.g., activity monitors, mood assessments).

2.B.—Determine low, moderate, and high
lifetime-risk screening approaches for
individuals so that appropriate preventive
efforts can be sought.

2.C.—Find a valid, feasible suicide risk
screening approach that can be used
across care settings, such as the
Healthcare Effectiveness Data and
Information Set (HEDIS).

Question Short-term Objectives Long-term Objectives
Question 3— 3.A.—Ildentify feasible and effective, fast 3.A.—Determine whether treatment of
What acting interventions (e.g., new medicines with | risk conditions [e.g., insomnia, psychosis,
interventions properties similar to certain fast acting agitation, parental psychopathology],
e eer e anesthetics; treatment engagement including optimal adhersnce and
What prevents interventions). complete response, mitigates suicide risk.
|ndnr|t.iual.s from 3.B.—Determine if adjunct interventions 3.B.—Identify biomarkers [neuroccognitive
Engaging in (e.g-, safety planning; adherence profiles; genes; traits) that point to
suicidal interventions) focused on suicidal crises for promising treatments (new, repurposed);
behavior? patients receiving usual care for health and/or predict treatment response.

conditions (psychiatric, substance use,
physical illness conditions) are effective. 3.C.—Refine treatments for different high
risk populations [demographic groups;
3.C.—Find interventions for the highest risk disease groups) by identifying prognostic
groups in care settings or community settings | variables/ moderators of response and
(e.g., substance abuse specialty; jails, prisons, | associated mechanisms from secondary
and courts; American Indian reservations) analyses.
that reduce the risk of suicide.
Question J— 4 A —ldentify efficient ways to increase the 4 A —Prevent suicide crises and injuries
What services number of providers who implement through effective novel care system
are most adequate suicide assessment and practice approaches matched to at-risk
effective for management skills that improve care. patient needs [e.g., alternatives to
treating the inpatient care).

.. 4 B.—In randomized practical trials, along
suicidal perslon with possible moderators [e_g., financial 4 B.—Reduce suicide attempt and death
an.vl:llpreventlng stress; patient gender) and intermediate outcomes through multiple, synergistic
suicidal outcomes (e.g., disengagement from care; components of quality improvement
behavior?

functional limitations), find quality
improvement components associated with
reduced suicide risk.

4 C.—In at-risk populations, substantially
increase effective help seeking and treatment
engagement (e g, involve family members,
peers, information disseminated by media).

within and across responsible systems
(e.g-, health care; justice systems, military
installations, older adult care settings).

4 C.—Sustain effective quality
improvements [e.g., stakeholder feedback
mechanisms such as service ratings and
‘report cards,’ quality improvement
collaborative involvement, etc.) that
include input from those affected by those
systems (e.g., patients, providers, family
member: nolicy leaders and fundars)
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CQuestion 6:
What new and
existing
research
infrastructure is
needed to

reduce suicidal
behavior?

Develop standard definitions, common data elements, and processes for
harmonization efforts to enhance clarity of research findings

Expand biobanking (e.g., brain tissue banks; genetic repositories)
Develop patient registries

Expand data sharing and warehousing; supplement existing studies
Establish a clearing house for policy research opportunities

Develop communications partnerships for public messaging/media
research and best practices

Conduct periodic reviews and updates of surveillance data/databases
Facilitate health care organization-researcher partnerships to field studies
Support research workforce development

Rt LI~ -RAR - —a - R L) FI =V Rl LIWIE TN S AW IRLE
other effective community programs, such
as prevention of substance abuse and
child abuse and neglect.
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Figure 11. 12 Aspirational Goals
(as a result of the Stakeholder Survey)

Aspirational Goal 1—Know what leads to, or protects against, suicidal behavior, and learn how to
change those things to prevent suicide.

Aspirational Goal 2—Determine the degree of suicide risk (e.g., imminent, near-term, long-term)
among individuals in diverse populations and in diverse settings through feasible and effective
screening and assessment approaches.

Aspirational Goal 3—Find wavs to assess*who is at risk for attempting suicide in the immediate future.
1. The highest-rated Aspirational Goals were grouped and labeled Tier One. They are:
= Aspirational Goal 6—Ensure that people who have attempted suicide can get effective
interventions to prevent further attempts.
= Aspirational Goal 9—Ensure that people getting care for suicidal thoughts and behaviors are
followed throughout their treatment so they don’t fall through the cracks.
= Aspirational Goal 7—Ensure that health care providers and others in the community are
well trained in how to find and treat those at risk.
= Aspirational Goal 8 —Ensure that people at risk for suicidal behavior can access affordable
care that works, no matter where they are.

most effective prevention programs to build resilience and reduce risk in broad-based populations.
Aspirational Goal 12—Reduce access to lethal means that people use to attempt suicide.
*While stakeholders indicated that predicting who is at imminent risk was an aspirational research

goal, expert consultants recommended that assessments focused on finding treatable conditions or
symptoms was more actionable than prediction per se. Therefore, this goal has been reworded.




A4 ction & r Y7 4L

z | FOR SUICIDE PREVENTION

A /II ance The Public-Private Partnership Advancing the National Strategy for Suicide Prevention

Figure 4: Suicide Funding by Key Questions in Research Agenda

Suicide Funding by Key Questions in Research Agenda, 2008-2013
(5420 800,794 N=383)

Q1.Why do people become suicidal?

Q2 How can we more optimally detect/
predict risk?

Q3. What interventions prevent individuals
from engaging in suicidal behavior?

4. What services are most effective for
treating the suicidal person and
preventing suicidal behavior?

QE.What other types of preventive
interventions reduce risk?

00,000, 000 00, 000,000 £150,000,000

Totel Funding for Each Cuestion
Inciuding Arry STARRS

an agenda for research that has the potential to reduce morbidity (attempts) and mortality
(deaths) each, by at least 20% in 5 years, and 40% or greater in 10 years, if implemented
successfully.



Implementation of mental health service recommendations W
in England and Wales and suicide rates, 1997-2006:
a cross-sectional and before-and-after observational study
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Figure 5. Health Care System Characteristics That Were Associated with Lower Suicide Rates

upon Implementation

Most Effective across All Sites
A. Providing 24-howur crisis teams

Moderately Effective across All Sites
B. Managing patients with co-occurring disorders (mentzal and substance use disorder)
C. Conducting multidisciplinary reviews
D. Sharing information with families after a suicide and making future care improvements as a result

Most Effective for Inpatient Settings
E. Removing ligature points

Maost Effective for Noncompliance
F. Conducting follow-up with patients within 7 days of discharge

Maost Effective for People with History of Missed Appointments
G. Conducting assertive community outreach

Owverall, Largest Effects Were in Low Income Areas
H. Providing regular training to frontline clinical staff on the management of suicide risk
I. Responding to patients who are not complying with treatment
I. Sharing information with criminal justice agencies

In 1995, few of the 91 mental health services in the study were carrying out any of these
recommendations. By 2004, about half were implementing at least seven recommendations, and by 2006,
about 71% were doing so. Over time, as more recommendations were implemented, suicide rates among
patients declined. Each year, from 2004 to 2006, mental health services that implemented seven or more
recommendations had a lower suicide rate than those implementing six or fewer. [While et al., 2012)
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Early Evidence on the Effects of Regulators’
Suicidality Warnings on SSRI Prescriptions
and Suicide in Children and Adolescents

FIGURE 1. SSRI Prescription Rates in the United States,
2002-2005, Stratified by Age Group and Expressed as a
Percentage of the 2003 Rate
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FIGURE 4. SSRI Prescription Rates in the Netherlands,
1998-2005, Stratified by Age and Expressed as a Percent-
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FIGURE 2. Suicide Rate in Children and Adolescents (Ages
5-19 Years) in the United States, 1988-2004
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RESULTADOS
Parc Tauli Sabadell 2008- 2014

N° de casos de Tentativas de Suicidio atencidas en el
Servicio de Urgencias del Parc Tauli por sexo y afio

~

e ——

700

631
600 //\\
500

434 e —460 “&Q\A 454

400
a5 o / \nﬂ

300 _— 578 323 —m 316

W

200 /"\I
O 7
Nﬁ\/—luv 4 ) 138
100 3
0
2008 2009 2010 2011 2012 2013 2014

=o=Hombres ==N=Mujeres «==h=Total

*2014: 104 casos de tentativas de suicidio x 100.000 hab./ afio

MM Generalitat de Catalunya
Y Departament de Salut

Servei Catala Hospital Universitari
de la Salut

.E CatSalut ’ Parc Tauli Sabadell

Salut Mental



Supervivencia acum

Parc Tauli Sabadell

Hospital Universitari
Salut Mental

RESULTADOS

Parc Tauli Sabadell:
estudio controlado
2007-2008

Funciones de supervivencia

Journal of Affecrive Disorders 147 (2013) 269-276

Contents lists awvailable at SciVerse Sciencelirect

—Affective
'

p—

@ CrossMark

Journal of Affective Disorders

journal homepage: www elsevier.com/l ocate/jad

Research report

Effectiveness of a telephone management programme for patients
discharged from an emergency department after a suicide attempt:
Controlled study in a Spanish population

Ana Isabel Cebria 2®* Isabel Parra®®, Montserrat Pamias®P, Anna Escayola?,
Gemma Garcfa-Farés®?, Joaquim Punti®", Andrés Laredo? Viceng Vallés©,
Myriam Cavero P, Joan Carles Oliva&, Ulrich Hegerl®,

Victor Pérez-5ola ®f Diego ]. Palao®®

* Department of Menpal Health, Corporacia Sanimia Pare Taul de Sabadell (Bareefona ), nsritur Universitan Pore Tauli Unfversinr Autinoma de
Boreelona, Compus 4 Bxzel - lemeta Internagional, Bellarerra 08293, Spain

® Department of Piyefiatmy end Forensiz Medicine, Unfversiter Aumnoma de Barcelona, Spam

= Department of Menral Realth, Consored Saniren de Terrassa, Barcelona, Spoin

1o CIUTAT [ ANY
| [ Temmagsh 200 [ 1 Desde 2007 se han
Y e registrado mas de 3.000
ool casos de tentativas de
e suicidio y han iniciado
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Evolucion de suicidios consumados
Valles Occ. Est (Sabadell) 2008-2014
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Tasa total en Espafia 2013: 8,3/ 100.000 hab. (12,7%o0 H; 4,1 %0 M)
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Resultados 6 meses estudio aleatorizado de
Implementacion GPC-DEP-cat: Cambio en Uso de la Guia

3%

0%

Guide's use accumulated (January - June 2015)

23% . —
Paired Test; p=0.002
1E%
14%
12%
o 0% 1% 1%
[ | |
artive Control Active Control active Control Artlive Control artive
EED & Barberi V.| Casztal ar ZED 2 ZED 34 ZED 1E ZED3E ZED 44 ZEDS

Uso de la GPC-DEPc —al menos una vez al mes- a los 6 meses en pacientes con diagnostico de DM

(%): comparacion entre Centros de AP de Sabadell Activos y Controles apareados.
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Codigo Riesgo Suicidio Catalunya:

SEGUIMENT PROACTIU

0615

SEGUIMENT CRS

codi RISC
SUICIDI i

dinal CRS
neses

p telefonico:
atSalut Respon

Ha rabut la trucada del sau CSM?
Té dia de visita confirmada?

Es troka millor? b
Ha estat visitat al seu CSMT A}:GHC|D . i o 1vezal mes post-
IDENTIFICACIO FACTORS DE RISC d emergencia J{ctivacion CRs)
a la sospita de 1
‘AP *  Estar deprimitida. . NINT '
-CSM /CAS » Diagnéstic psiquiatric de: risc de suicidi 'sgo leve /

- Traretom deprassiu, ioderado:
‘CUAP - Traretom peicttic, t imient
061 - Transtom bipolar. <P ; gmml_en o
R - Traretom limit da la personalitat. eventivo y
Fuerz_as de - Traretom conducta alimerntaria. aluacion del
seguridad s Agitacis, agressivitat, impulsivilitat, nivel

riesgo

de consciéncia altarat.
#  Consum excessiu ifo dependéncia da

-Ciutdadania

l'alcohol.
¢ Consum ifo addiccid a daltres substancies,
1a atenci * Malalties organigues graus.
¢ Altres factors de risc:
SOSPeCha ( - Ga&nara home.

65 anys o adolescent. canalsalut.gencat.cat

- Problemes socials.

- Ezsdevaniments vitals estressants <3

. mesos (Bborals, parslla, scondmics, farmilia)

u *  Accds aames, thxics i altres mitjans lstals
E cat . o situacions de viol&ncia.

*  Antecedants familiars (1r grau) de sulcidi

consumat.

E]]E Dnerat e atelLrya lt-ﬁt de Catalunya

_ : de Salut ent de Salut
Servei Catala
de la Salut

emergéncies médiques
| B B O | [ |



Estado de situacion del registro CRS (05 agosto 2015)

. episodios altas derivadas
. Personas personas sin . .. ..
Regiones . g . 1 . informados | episodios con | a seguimiento
. identificadas episodio Hospitales . .
Sanitarias . . segun alta registrada en CSM
(domicilio) registrado . .
hospitales (registro)
H-1 88 86 71
Lleid 158 0
=i H-2 78 71 30
total Lleida 166 157 101
Girona 39 3 H-Girona 37 28 18
Camp Tarragona 113 10 H-3 104 101 66
H-4 175 148 130
H-5 114 86 79
H-6 9 2 2
H-7 / Sant Pau 269 269 189
Barcelona 1.077 49 H-8 124 65 63
H-9 5 5 5
H-10 / Sabadell 380 365 364
H-11 7 7 7
H-12 33 24 22
1.077 49 1.116 971 861
total Barcelona
Otras 13 3
Totales 1.242 65 1.423 1.261 (88%) | 1.046 (73%)

JETVET Caldadld

de la Salut




Publicacion de la Instruccion 10/2015
8 de septiembre de 2015

t CatSalut

Servei Catala
de la Salut

Assumpte

Atencid a les persones en risc de suicidi. Codi
risc de suicidi (CRS)

Ambit
Servei Catala de la Salut (CatSalut)

Sistema sanitari integral d’utilitzacié publica de
Catalunya (SISCAT)

Sistema d’Emergeéencies Médiques (SEM)

CatSalut. Instruccio 10/2015
Atencio a les persones en risc de suicidi.
Codi risc de suicidi (CRS)

1. Exposicié de motius

El suicidi és un problema de salut publica de
primera magnitud i I'Organitzacié Mundial de la
Salut (OMS) estima que el 2020 representara
un 2,4% de la carrega total de problemes de
salut.

S’estima que cada any un milié de persones se
suiciden al mon | preocupa especialment perque
és una de les primeres causes de mortalitat
prematura en persones joves d'ambdés sexes
(el grup de 25 a 44 anys constitueix el primer
grup de risc). Aixi mateix, cal tenir en compte
que les estadistigues no registren les
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NATIONAL ACTION ALLIANCE FOR SUICIDE PREVENTION

what is

Policies Publications Consultations Statistics

Press release [Sen]
Nick Clegg calls for
zero suicides acros

T cnsis
The Deputy Prime Minister hosi - Zero Suicides
discuss the future of mental he 17800-273-TALK | Comunidad
- Blografia
PURSONAS > Zewo Subcides
o




- (suICIDE]

IS 100% PREVENTABLE

REACH OUT



