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SUICIDE PREVENTION PROGRAMME 2003-2005

approved by the Government of the Republic of Lithuania (resolution No 451 of the 

10th of April, 2003)

I. General provisions

1. This program has been drawn up in order to implement point 123 of measures for the Government of Lithuania’s program for 2001-2004, confirmed by resolution No 1196 of the 4th of October 2001.

2. Suicide is an act, determined by biological, biochemical, cultural, social, personal, psychological, philosophical conscious and unconscious factors. 

II. The importance of the problem

3. In Lithuania, 1,535 people have committed suicide in 2001. By the number of suicides (44.1 per 100,000 population) Lithuania was leading in Europe (Latvia – 34, Estonia – 33, Russia – 39, Hungary –32). Every suicide has a drastic impact on those related to the perpetrator. According to the foreign researchers, suicide attempts exceed the number of completed suicides from 10 to 20 times. There is neither statistics nor epidemiological research of suicide attempts for the time being in Lithuania. Young people attempt suicide more frequently. All suicides are featured by enormous ambivalence, conscious either unconscious oscillation between conflicting tendencies – desire to live, to get help, relief, and at the same time a wish to stop living. Since suicide is provoked by lots of various factors, it is vital to provide necessary aid and prevent suicide, to detect its risk and help its victims.

III. Analysis of the situation

4. According to WHO data on research in 53 countries, the occurrence of suicides in 1996 was 15.1 per 100,000 population, 24.0 for males and 6.8 for females (gender ratio 3.5:1). “World Health Report 2001. Mental health: new understanding, new hope” states that suicide increase is due also to social and economical changes, however this trend can be observed in periods of social and economical stability. On the grounds of recent research suicides are maintained by alcohol abuse (in Baltic States and Russian Federation), availability of drugs (China, India and Sri Lanka) and firearms (Salvador and United States). According to WHO, suicides are the most frequent cause of death in youth (15-34 years), resulting in society’s loss of its most active members. Suicide attempts are assumed to be 20 times more frequent. The commonest mental disorder leading to suicide is depression, although many suffering from schizophrenia commit suicides. Suicides are provoked by substance abuse, irrespective of who is the user, the perpetrator himself or his family members. For some time past a lot of people using alcohol killed themselves in some Middle and Eastern European countries. WHO publication “Health 2001” states suicides are provoked by depression. Those intending to kill themselves and suffer from depression are usually seen by general practitioners, however depression is rarely diagnosed or treated. One of the objectives of World Health Organization is enhancement of mental health. A task is set to improve people’s psychosocial well-being and to guarantee many-sided help to people with mental problems.

5. In pre-war independent Lithuania (according to the official data since 1924) suicides occurred rarely, several times less often than in Estonia, Hungary, Austria or some European countries (in 1930 Lithuania had 9 suicides per 100,000 population, while Estonia and Hungary, c.30). There is essential difference between suicide prevalence in Western Europe countries and those of ex-socialist Eastern Europe. Through the last three decades suicide rate has remained rather stable in Western Europe, though continually varied in Central and Eastern Europe. This was determined by political, social and economical changes. There was constant increase of suicides in all these countries since WW2. In 1970 Lithuania had 25 suicides per 100,000 population, in 1985 - no less than 35.8 (an increase by 44.6%), almost identically in Latvia and Estonia. In contradistinction to other Eastern European countries, suicide rate underwent abrupt changes in the former Soviet republics, with a remarkable drop in 1986 (in Lithuania, by 25%, at the average decrease by 35% in the entire Soviet Union). This indicator remained stable during 1986-1990, but grew up very fast with the restoration of independence and start of radical reforms: in 1991-1996 by 74% (from 26.5 to 46.4 per 100.000 population). In 1998 – 43.8, in 1999 – 44.0, in 2000 – 46.6, and in 2001 – 44.1 per 100,000 population (the EU countries average - 25).

6. In Lithuania 53% of lethal suicides take place in cities, however suicide rate in rural population is double to that in urban (65 to 31 per 100,000 population). In the latter two decades male suicides exceed the females 5 times: in 2000 there were 1,317 suicides completed by males and 314, by females, in 2001 – 1,257 males and 278 females. In most EU countries this ratio is 3:1, in pre-war Lithuania – c. 2.3:1. Presently the suicide risk groups in Lithuania are 40-49 year-old males in rural population, and females 40-49 year-old and elder than 75 years in both rural and urban populations. Adolescent suicides have increased by 55.8% during the last decade.  

7. The abrupt decrease of suicides in the middle eighties was determined by two factors: 

strict limitation of alcohol sales consumption, and the start of perestroyka in the Soviet Union. Alcohol sales limitation improved very considerably a number of health indicators, reducing not only injuries, alcohol induced psychoses, but also death rate. Nevertheless the simultaneous decrease of suicides in other Eastern Bloc countries with no restrictions of alcohol consumption make obvious the influence of social changes.  

8. As the researches indicate, suicide prevention can be efficacious provided that proper coordination is implemented. It is crucial to provide propitious requirements for children and adolescents, to treat competently mental disorders, and to control risk factors. The success of suicide prevention programme is determined on by purposeful action and information. SUPRE, a WHO resource on preventing suicide (2000) supplies the following data:

· every 40 seconds a person commits suicide somewhere in the world;

· every 3 seconds a person attempts to die;

· suicide is among the top three causes of death among young people aged 15-35 years;

· each suicide has a serious impact on at least six other people;

· the psychological, social and financial impact of suicide on the family and community is immeasurable.

9. Though it is difficult to establish why some people choose to commit suicide while others in an even worse situation do not, however most suicides can be prevented. Attempting to destroy oneself is now a major public health issue in the world. Empowering primary health care staff to identify, assess, manage and refer the suicidal person in the community is a very important step in suicide prevention.

IV. The links of the programme to other health promoting programmes implemented in Lithuania 

10. This programme conforms the provisions of WHO, Lithuanian Health Programme, approved by the Seimas of the Republic of Lithuania (directive No VIII-833 of July 2, 1998), and other current programmes: as the State Mental Disorders Prevention Programme, confirmed by the Government of the Republic of Lithuania (decree No1441 of December 20, 1999), the National Drug Control and Addiction Prevention Programme for 1999-2003, confirmed by the Government of the Republic of Lithuania (decree No 970 of September 6, 1999), and the State Alcohol Control Programme, confirmed by the Government of the Republic of Lithuania (decree No 212 of  February 25, 1999).

V.  The objectives of suicide prevention

11. The objectives of suicide prevention are as follows: 

11.1. providing information and changing societal attitudes. The aim is to eradicate the problems of disintegration and helplessness of the society and its groups, developing of positive attitudes as one of the remedies for prevention of suicide;

11.2. assistance to risk  groups and individuals. The aim is to detect risk groups and individuals and render them effective support. This activity stands in need of vast and cooperated contribution by community health and social care, educational, parochial, law and order, civil guard and police structures. Paramount concern is to those social groups most in need of assistance: rural population, children and teenagers;

11.3. research and analysis. The aim is to estimate the need and effectiveness of preventive measures, to ground their choice, to search for new ways of prevention; to establish social demographic suicide risk groups on the base of primary demographic statistics and special research data, to make conclusions and recommendations on implementation and improving suicide prevention, to work out special target suicide reduction programmes.

VI. Conformity to the strategies and priorities of the domain

12. This programme conforms to the country’s health strategies and priorities, the Lithuanian Health Programme. 

13. The Lithuanian Health Programme particularly emphasises the necessity of improving the quality of life and designates the indicators of the planned health level of the population. Mental disorders and suicides are mentioned equally with the other important health problems (cardiovascular, oncologic diseases, accidents and injuries, infections, sexually transmitted diseases, immunoprophylaxis, oral hygiene, diabetes). Stabilization of mental morbidity by 2005 is stipulated, and by 2010 the level of suicides is to be reduced to the European average (25 per 100,000 population), and to bring down the incidence of alcohol induced psychoses to 10 per 100,000 population.

14. The present programme will contribute to achieving one of the Lithuanian Health Programme goals: reducing suicide rate to the European average.

VII. The goals of the programme

15. The short range goals of the programme are as follows:

15.1. to provide preventive measures for the greatest suicide risk groups;

15.2. to work out training programmes in suicide and crisis prevention for primary health care specialists, refresher programmes for mental health specialists;

15.3. to enhance availability of psychological aid for Lithuanian children, adolescents and adults, by restructuring the network of telephone advice services and improving their activities;

15.4. to strive to the compatibility and coordination of training programmes for volunteer consultants  in all the services;

15.5. to create a system providing permanent and seamless service delivery and continuous training and sustaining qualifications of mental health care specialists and volunteers;

15.6. to further establishing of no crisis and suicide managing teams to go between social services and health care,  rendering permanent assistance in critical situations;

15.7. to teach the members of crisis managing teams to recognise the risk of suicide;

15.8. to disseminate information via the media, educating constructive attitude about suicide prevention;

15.9. to provide information on suicide prevention to educational, legal, parochial and other institutions, employers, clergymen and journalists;

15.10. to establish the social-economical preconditions of suicide risk, their roots in the pace of social changes;

15.11.to conduct regular preventive and postventive communication with the bereaved ones.

16. The long range goals are as follows:

16.1.   towards 2010 to reduce the suicide rate to the European average; in pursue of this goal to reinforce the influence of governmental and non- governmental organizations on acceptance of crucial decisions in mental health care;

16.2.  to implement in all districts of Lithuania the best evidence based suicide and psychological crisis prevention practices;  

16.3.  to implement in all Lithuania the suicide and psychological crisis prevention, intervention and postvention;

16.4. to educate constructive attitudes about life, individual’s value and conflict solution;

16.5. to instil healthy style of life and negative attitude towards harmful habits;

16.6. to detect groups of accumulated social problems and deliver them indispensable social, psychological and medical assistance;

16.7. to ensure availability of psychological aid to individuals with emotional, behavioural, drug problems, victims of crises and violence;

16.8. to share information about psychological aid services and self-help methods;

16.9. to create a network of physical, psychological and mental rehabilitation centres, rendering services to victims round the clock;

16.10. to evaluate the results of the programme, demand for preventive measures, efficacy and approve the directions for action. 

VIII. Results to be expected 

17. The programme is expected to bring the following results:

17.1. improvement of suicide prevention, availability of assistance to individuals with suicide intentions;    

17.2. increase of the role of mental health specialists, social workers, educational, legal, parochial institutions, NGO, and the media in the domain of suicide prevention;

17.3. telephone lines round the clock for professional and informational advice;

17.4. variety of experimental evidence based suicide prevention models for  choice.

18. Evaluation of performance and results as foundation for further activities.

IX. Implementation of the programme

19. All possible measures are to be taken to save human life. There is no specific cause for suicide but a multitude of spiritual, psychological, social, psychopathological factors. Suicide constitutes not only the individual’s mental health but also the community’s social health problem. Particularly the lives of children and adolescents are to be cared of and aided in all possible ways. 

20. Suicide can be reduced by purposefully planned preventive measures. The efficacy of prevention has been evidence based in more than a few countries of the world during the latter two decades. Professionals working under extreme conditions  (police, military staff, firemen, prison warders, casual ambulance teams, flying squads, watch guards) make samples for research and analysis. Joint efforts of neuropsychophysiologists, neurobiologists and other specialists are indispensable to detect individuals prone to suicide.  It would be advantageous to set up a laboratory per district with annual turnover  of c. 1,500-2,000 examinees for individuals from risk groups (reckoned on the basis of about 1,500 completed suicides and ten-fold more attempts that totals up to 20,000 serious risk cases in all 10 districts). In order to reduce expenditure it was decided to set up one laboratory in Vilnius to carry out research for 2-3 years. The best models would be put into practice in other cities under superintendence of a team of experts with a task to analyse the experimental models and to suggest proposals for further programmes. 

21. A website would inform about facilities, institutions, NGOs, and consultation for those with psychological and social problems. Round-the clock telephone psychological aid services are required for individuals in crises.

22.The executives of the programme: Ministry of Health, Ministry of Education and Science, Ministry of Social Security and Labour, Ministry of the Interior, Ministry of Justice, Ministry of National Defence, Vilnius University, Children and Adolescent Psychological Centre, University of Law, mental health care centres, State Mental Health Centre, Lithuanian Association of Suicidology, Žiegždriai Psychiatric Hospital, Kaunas University of Medicine, Lithuanian Association of Telephone Psychological Aid Services,  mobile medical aid, Institute for Social Research et al.

23.The programme is to be carried out executed by the means of the budget of the Republic of Lithuania. Other sources of financing are possible.

24.Measures for implementation of the programme are as follows in the supplement attached.







