Prevention of depression and suicidal behaviour

Purpose

The purpose of this policy briefing is to provide basic insights into the magnitude and major
determinants of depressive disorders and suicidal behaviour in Europe. This briefing also
presents the evidence-base as to effective measures reducing and preventing depression
and suicidal behaviour and the need for inter-sectoral collaboration and partnerships. Fi-
nally, the role of the public health sector will be highlighted and examples of public health
led initiatives are being presented.

This briefing note has been prepared for policy makers responsible for public health and
health promotion as well as for decision makers in fields of social protection, education, la-
bour and urban planning, both at national and at local level.

Key messages in this policy briefing are:

e Depressive disorder and suicidal behaviour are major contributors to the European burden of dis-
ease.

e Depression and suicidal behaviour are linked to a range of risk factors, in particular traumatic life
events in early childhood, alcohol and drug abuse, personality disorders, socio-economic circum-
stances and psychosocial stressors.

e A number of risk factors for depression and suicidal behaviour are modifiable and, in most cases,
major depression is a curable disorder and most suicides are preventable.

e Interventions in primary care for patients with depressive disorders and/or suicidal ideation are
proven to be effective.

e Sound public policies for social protection, education, labour and urban planning will also improve
mental health and reduce the development of mental health problems.

e Important life span settings in promoting positive mental health and preventing depression include
early life, child care, schools, and work life.

e Effective public health action to prevent depression and suicidal behaviour requires an inter-
sectoral policy framework at all levels, as many determinants of depression and suicidal behaviour
lie in the domain of non-health sectors.

e All countries in Europe should have a national and/or sub-national strategy and action plan for
mental with prevention of depression and suicide as key components.

The issue

Depressive disorder and suicidal behaviour are major contributors to the European burden
of disease, leading to high social and economic costs and therefore constituting a major
threat to Europe’s productivity. Depressive disorders are a main risk factor for both fatal and
non-fatal suicidal behaviour.

Prevention of both depressive disorders and suicidal behaviour are possible and cost-
effective.” 2 Evidence-based policies, practices and initiatives do exist and can be readily
adopted and implemented by stakeholders in Member States and the EU.

What is depression?

Depression is characterized by an all-encompassing low mood accompanied by low self
esteem and loss of interest or pleasure in usually enjoyable activities, disturbed sleep or
appetite, low energy, and poor concentration. Spells of low mood are normal, but depres-
sion is defined as a mood disorder when it lasts for more than two weeks and significantly
affects a person's ability to function, study or work. The diagnosis of major depressive disor-
der is based on the patient's self-reported experiences, behaviour reported by relatives or
friends or by a mental status exam. The most common time of onset is between the ages of
20 and 30 years, with a later peak between 30 and 40 years.

EuroSafe
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The health and productivity burden

Depressive disorders are common. In the EU, 13% of Europeans suffer depressive disorders
at some point in their lives. Estimates for the total disease burden in the WHO European Re-
gion indicate that in 2004 depression accounted for 5,6% of all DALYs in Europe.? The main
reason for the major impact of depressive disorders on the burden of disease in Europe is
that they start at an earlier age than most other diseases and tend to become chronic.

Furthermore, the WHO expects an increase in depressive disorders, especially in high and
upper middle income countries, reaching 8.5% and 6.0% respectively, of the total burden of
disease in 2030.

The self-reported depressive symptoms have increased in many Member States, e.g. school
children in Finland and Sweden report more depressive symptoms than ever before. Also in
France and Hungary depressive symptoms have increased considerably among the adult
population in the last two decades.

Depressive disorders lead to substantial impairment in quality of life and ability to take care of
everyday responsibilities. People suffering from major depression report seven times more
work days lost than people without any mental disorder.* Two thirds of the individuals with
depression report severe impediments in normal functioning, a considerably higher proportion
than individuals with physical chronic conditions.’

Major depression affects women almost twice as often as men. Data from western and south-
ern Member States indicate that the lifetime prevalence of major depression is 13% overall,
9% of adult European men and 17% of adult European women. Being single or having a
chronic iliness increases the risk of developing a depressive disorder.

Depression is h|ghly co-morbid with other mental disorders such as anxiety disorders and
substance abuse®*. Depression is also a risk factor for physical ill health.

Self-harm and suicides

Depressive disorder can lead to deliberate self-harm and suicide attempts. As to self-harm,
there is little reliable information on the prevalence among adolescents and in adult popula-
tions. The majority of individuals who harm themselves do not attend a hospital as a result
and therefore remain unreported. Deliberate self harm rates vary considerably between Euro-
pean countries. Regional deliberate self harm rates and national suicide rates follow similar
patterns over time in both men and women®.

More than 50 000 people die of suicide each year in the European Union, with EU suicide
rates varying from 2.6 per 100 000 people in Greece to 28.4 per 100 000 people in Lithuania’
(see Figure®). Seven of the 27 EU Member States are among the global top 15 countries in
male suicide rates, and five in female suicide rates.

Figure Death due to suicide and intentional harm. Standardised death rate by 100.000 inhabitants
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Men die three to four times more often by suicide than do women in all Member States. How-
ever, women attempt suicide more often than men. The European Alliance Against Depres-
sion-study (EAAD), involving 16 countries, revealed that hanging is the most prevalent sui-
cide method both for males (54%) and females (36%), for males followed by firearms (10%)
and poisonous drugs. For females it is poisoning by drugs (25%) and jumping from a high
level (16%). Suicide is a leading cause of death in young people, especially for young males.?
A recent WHO study shows that young people are often at risk of suicide and that suicide is
the second cause of mortality in the 10-24 age group.'

Nine out of ten suicides are estimated to be associated with mental disorders, mostly depres-
sion (which is associated with 60% of suicides?) but also alcohol use disorders. High risk
groups also include those with severe somatic illness, the socially disadvantaged, those with
recent loss, especially through suicide."" People with a history of deliberate self-harm or sui-
cide attempts are at especially high risk of dying by a repeated attempts.

A public health challenge

While the physical health of European citizens continues to improve significantly over the
past decades, this is not as evident for mental health. Changes in work, social and family life,
as well as current economic uncertainties add to people’s stress.

Depressive disorder and suicide have a major impact on health inequity and contribute to
differences in life expectancy between EU citizens. Thus, actions to reduce depressive disor-
der and suicides also contribute to EU policies as to increase social cohesion and health eqg-
uity. Good mental health of the population is a prerequisite for economic growth and the es-
tablishment of a prosperous society.

In most cases, major depression is a curable disorder and most suicides are preventable.
Suicide prevention has consistently been shown to be highly cost-effective.'” ** Depression
can be prevented by policy actions targeting the causes of depression throughout the life-
span. The number of evidence based psychological intervention programmes preventing de-
pression has increased over the last ten years.™

Risk factors

Depression and suicide are associated with a range of risk factors. Especially stressors in
early childhood, socio-economic circumstances and work life are of importance, followed by
individual and life style factors.

Early development

Prenatal maternal stress is a known risk factor for behavioural and mental disorders, includ-
ing depression. Those born small, due to foetal stressors, have an increased risk of adult de-
pression.'®

Hostile, unstable, and unsupportive parent-child relationships can lead to depression later in
life.

Corporal punishment, harsh parenting and child abuse, physical, sexual and emotional, and
inter-parental conflict, are associated with adverse psychological outcomes'®,and disorders in
childhood'” and adolescence.'®

Promoting a nurturing early interaction between caregivers and the child increases resilience
in coping with adverse life events and promotes life-long mental health and well-being. Chil-
dren of parents with depression are a high risk group: six of ten will develop a mental disorder
before the age of 25."

Life-style

Alcohol problems lead to a more serious course of depression, including earlier onset of the
disorder, more episodes of depression and more suicidal attempts.zoA rise in per capita alco-
hol consumption has been found to be linked to a post-war rise in suicide mortality in many
European countries (Denmark, France, Hungary, Norway, Sweden), but not in southern
Europe. The link seems to be more pronounced in countries where strong spirits dominate
the consumption®" %23 and only in some population groups, such as the lower education
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segment within the population.?* In Scotland 27% of men and 19% of the women who en-
gaged in self-harm, reported alcohol as the reason for self-harming.?® At least 10 000 sui-
cides in the EU each year are alcohol-related.

Individual factors

Impact of genes on mood is not predetermined, but their effects are often being modified by
experiences in early life. Stressors encountered early in life, increase the risk of later depres-
sion by persistently altering the expression of genes related to depression.26 Thus, quality of
care early in a child's life has profound effects on mental health.

There are also significant gender differences in the number of people experiencing depres-
sion and in suicide rates. These differences are amongst others related to traditional female/
male gender roles.?’

Working conditions

The effects of work on mental health are complex. On the one hand, work is a source for per-
sonal self-expression and self-fulfiiment, and a source of interpersonal contacts and financial
security. These are all prerequisites for good mental health. The workplace social capital, e.g.
the presence of sustaining and trusting relationships, has been shown to be a protective fac-
tor against depression.28 On the other hand, there is evidence indicating that a high workload,
precarious work, and high emotional demand, as well as school or work place bullying and
violence, are linked with depression. Precarious and insecure work, irregular working times,
conflicts at work with other persons, work overload or lack of power to control work processes
can have a negative impact on mental wellbeing. The combination of a high level of job strain
and high job insecurity may increase the risk of depression by fourteen times compared to
those who have control over secure and challenging jobs.

Socio-economic risk factors

Socio-economic risk factors for mental health problems, depression and suicide are poverty,
poor education, unemployment, social isolation and exposure to major life events. On a com-
munity level, socio-economic deprivation and high unemployment rates are linked with high
suicide rates.?* %3

Mental health can be compromised by living in deprived neighbourhoods with high unemploy-
ment, poor quality housing, limited access to services, poor quality environment and low so-
cial capital.®*

Those who become unemployed are twice as likely to be diagnosed with clinical depression
as those who remain employed.*® The number of people in high debts has recently risen due
to the economic crisis. Financial difficulties are associated with an increased occurrence of
major depression.*

Access to suicide means

Choice of suicide mean varies according to the country and even inside one country, and by
age and gender. Suicide means used also vary over time.* One European study reports
hanginsg to be the most prevalent suicide method in among both males (54%) and females
(36%).>* Other means/ tools for suicide in the EU are firearms, self-poisoning by ingesting
legal medication or illegal drugs, drowning, jumping from a high location or in front of traffic.>®
The use of different suicide methods also depends on the availability of means and tools.

Summary Table: Risk and protective factors for depression and suicide

Protective factors Risk factors

Welfare Macro-level socio-economic risk factors
(social protection, social inclusion, social capi- (poverty, poor education, deprivation)
tal)

Healthy work place and living Poor living and working conditions

(social capital at work, workplace health promo- (unemployment, job insecurity, job stress, bullying, high debts)
tion, stress management)
Healthy prenatal and childhood environment Developmental risk factors

(prenatal nutrition, abuse, harsh upbringing, poor relationship to par-
ents, intergenerational transmission)

Healthy life style Life-style risk factors
(alcohol and/or drug use)
Individual psychological resilience Individual risk factors
(sense of mastery, self-esteem) (mental disorder, major life event, physical iliness/disease, gender,

migrant or minority status, access to lethal means)
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What works?

There is increasing evidence supporting the effectiveness of mental health promotion in early
age. This includes for example the provision of a safe and nurturing environment for every
child by addressing physical and sexual abuse of children, access to good quality childcare
for all, and actions against school bullying.

Evaluation research also supports that social emotional learning (SEL) and Skills for life
(SFL) programmes enhance the social and emotional skills of children and youngsters, and
significantly reduce or prevent behaviour and mental problems or disorders, such as violent,
aggressive and antisocial behaviour, drug problems, anxiety and depressive symptoms and
disorders. These programmes are more effective if provided in the context of whole school
approaches rather than stand alone classroom programmes.

Targeted policy measures for specific groups at risk of depression may also contribute to re-
duce depression. Such measures should include good social protection and access to job
search and socio-emotional skills training for unemployed people. Debt management and
psychosocial support should be available for all persons in high debt.

Labour policies should set a 'healthy working climate ' as the target of every working place by
capacity building of managers and staff.

Finally, safe environments will contribute to preventing suicide attempts. The restriction of
access to common and highly lethal suicide means, such as toxic substances and firearms,
has proven to be successful in reducing suicides.*” 3 % Restriction of one suicide mean
seems not to lead to a method substitution, as suicidal persons tend to have a preference for
a specific method.*® Prevention of suicide should be taken into account already in the plan-
ning process or after an environment (e.g. bridges, railways) has been identified as a suicide
hot-spot.

Health care role

There is emerging evidence as to the effectiveness of targeted by psychological interventions
in primary care for patients with depressive disorders. For instance the stepped care model
for prevention of depression in primary care halved the number of new cases of depression
among older people.*' Psychological and/or educational interventions are effective in pre-
venting depression of children and adolescents*?, and effective interventions in primary care
have geen developed to prevent intergenerational transmission of depression from parents to
child.

Training of healthcare personnel in preventive actions and early recognition of depression
and suicide risk in children and young people as well as adults, identification of sub-optimal
parenting, and provision of support in families where parents have mental illness is essential.
Programmes aimed at education of primary care physicians (e.g. in Hungary**, Northern Ire-
land*, Slovenia®® and Sweden*”*® have contributed to early detection of depression and even
a decrease in suicides.

Healthcare personnel training can positively influence staff attitudes and professional identity
and skills in treating suicidal persons.“g'50 Responsiveness of services to the needs of indi-
viduals with suicidal behaviours is an essential component of suicide prevention.

Health care staff can also reduce alcohol-related mental health problems. There is strong
evidence for the effectiveness of policies that regulate the alcohol market by taxation and
restricting access in reducing the harm done by alcohol. Promotion of a healthy lifestyle and
avoidance of harmful drinking are cornerstones in promotion of good mental health and pre-
vention of suicides.”’

There is extensive evidence for the impact of brief advice ( 'mini-intervention '), particularly in
primary care settings, in reducing harmful alcohol consumption.
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Due to the heterogeneity in the structure of health care systems as well as social service or-
ganisations in countries, there is not one single, uniform approach to initiating local and na-
tional level networks for preventing depression.

However, the ‘Nuremberg Alliance Against Depression’, a successful community-based project
that resulted in a significant reduction of suicidal behaviour by more than 20% in the Nurem-
berg region, served as a model for now 18 regions in 16 different European countries who
joined the ‘European Alliance Against Depression’ (EAAD) in 2004. All these regions are now
in process of implementing respective regional intervention programmes addressing depres-
sion and suicidal behaviour in accordance with the so-called "Nuremberg-model.*

Barriers to health care

Too many people with depression are left alone without adequate treatment. Several studies
have shown that most people with psychiatric problems do not receive appropriate profes-
sional help. In Europe, only one in four individuals with a 12- month mood disorder reported
formal service use in the previous year.53 The problems in health care access for depression
are linked to lack of awareness, stigma related to depression, and deficiencies in primary
care's capacities and competencies to identify and treat depression.

Depression and suicide are associated with stigma, which is a major barrier in access to
mental health services. Evidence suggests that the fear of being labelled as having a mental
health problem may cause individuals to delay or avoid seeking treatment altogether if people
with depression are not treated respectfully and with dignity in health care services.

The most common barriers of access to services reported by suicidal people are problems in
navigating in the health services, unavailability of professional help and a preference to man-
age the problem by themselves.>* These findings underline the need to establish low thresh-
old services to prevent suicides.

Intersectoral partnerships

Depression and suicide do not only present challenges to the health sector but are also
highly relevant for other sectors such as child and family policies, education, labour policies,
and environmental planning. Evidence indicates that sound public policies, such as those that
address social protection, education, labour and urban planning also improve mental health
and reduce the risk of mental disorders. Important life span settings in prevention of depres-
sion include early life, child care, schools, and work life.

Child and family policies are decisive, as foundations of adult mental health are laid in early
life. Abusive or hostile parenting and neglect leads to adult depression and emotional unavail-
ability of parents predicts adolescent suicide attempts. Support for parenting by family policies,
good quality day care for all, and flexible work life arrangements for parents, as well as pro-
grammes addressing parenting skills, contribute to prevention of depression and suicide.”

The education sector can contribute by strengthening life skills of pupils. Social and emo-

tional learning at schools help to reduce the onset of depression later in life. Girls who have
been victims of bullying in elementary school tend to be more inclined to engage in suicide

attempts and to die by suicide in later life. Evidence indicates that multi-facetted school pro-
grammes reduce the risk for mental disorders and are important in mental health promotion
across the lifespan.®®

Workplace interventions have been shown to promote mental health and wellbeing and to
reduce the risk of depression. Programmes for unemployed people, including peer support,
job search training and preparation for setbacks, protect against depressive symptoms and
depression.”’

Social security is important to alleviate the adverse consequences of unemployment. Social
protection policies and active labour market programmes are key to mitigate the conse-
quences of job loss and to increase new employment opportunities.*® People in high debt
need support through e.g. national debt relief programmes.
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Environmental planning can support mental health and prevent depression and suicide.
Good urban planning creates a safe and inviting environment, which is especially important
for children to enable safe enlargement of the zones for their socio-emotional developmental
activities. Improved housing conditions can promote mental health and increase social and
community participation.58 Community mobilisation facilitates better mental health of its mem-
bers.

The role of the media

There is significant evidence that highly sensationalised reporting on suicides with detailed
descriptions of method increases the risk of 'copy-cat' suicides.*® On the other hand, respon-
sible reporting on suicides may help to reduce copycat suicide, especially among adoles-
cents, and breaking the stigma surrounding suicide and mental iliness.*° It is therefore impor-
tant to liaise with media in educating the public about depression and suicide prevention. The
WHO and the International Association for Suicide Prevention produced guidance for media
as to reporting on suicides.®’ Research suggests that these guidelines help to reduce stigma-
tisation in press and to reduce the risk of copycat suicides .5’

Information available on the internet is of varying quality.®> Some social networking sites and
chat rooms are even glamorising suicides and providing detailed instructions and techniques
for committing suicide.®* This is particularly dangerous for young people.

However, effective web-based prevention and mental health promotion can assist in getting
the first step towards help.®* Internet can easily provide access to preventive services, such
as web-based depression prevention courses, and may encourage health service uptake by
those who fear stigma or have difficulties travelling to and from health services.®

Supportive peer-communities on the web can offer support for people at risk of depression. In
related health areas, it has been evidenced that web-based peer support improves feelings of
well being and cut costs by minimizing visits to physicians.%®

Strengthening the evidence base

In most countries, health information is less comprehensive in the domain of mental disorders
than in the domains of physical diseases.®’ Population based data on trends in depression,
deliberate self-harm and suicide attempts are lacking in most of the countries and therefore
also at EU-level. As a consequence, policy makers are in the dark as to the societal impact of
the issue and angles for preventive action.

Effective health policy and planning requires the timely availability of population based data
on epidemiology, risk factors, health services use and resources spent. Therefore, mental
health topics should be included as a more prominent component in health surveys, health
and social indicator systems, as well as in health system statistics. The development of a
structural mental health indicator or strengthening the mental health contribution to the
'healthy life years' indicator would contribute to strengthening the political importance of men-
tal health.

Research into the aetiology and determinants of depression and effective prevention of de-
pression and suicide has resulted in hugely improved opportunities for preventive actions.
Yet, many research efforts concentrate on individual level studies, meaning that important
system level determinants and intervention possibilities may remain undetected.

To support the implementation of preventive actions, health systems research and cost-
effectiveness studies are needed. A nice example is the OSPI-study, a prospective controlled
design study in four different countries evaluating community based EAAD-interventions.”' As
part of a national strategy there needs to be agreed investment in national research and an
understanding that such research will link into the international research community.

In order to promote the transfer of research findings into practice, policy briefs and practice
guidelines need to be developed as to the prevention of depression and suicide.
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Conclusions

Depression and suicide are major public health challenges, with roots across all sectors of
society. Depression is affecting 13% of Europeans during their lifetime, causing huge suffer-
ings in individuals and families as well as high societal costs due to loss of productivity and
health care. Depression reduces productivity and increases the costs of sick leave and dis-
ability pension schemes. Depression and suicide are major contributors to health inequalities
in the EU.

Actions against depression and suicides are necessary, possible and will pay off. Evidence-
based, cost-effective actions are available. Depression and suicides can be prevented by
diversified actions within and outside of health care services. Evidence of cost-effectiveness
is emerging. Depression and suicide should be prioritised in policies and by stakeholders,
from the EU-level to local level, supported by outcome targets.

Political commitment to fighting depression in health and non-health policies should be har-
nessed by continuous awareness raising as to the prevalence of depression and the impact
of depression and suicide on well-being and productivity. The prevention of depression and
suicide should become a key component in EU-level, national and sub-national health poli-
cies. Political commitment is indispensible for mainstreaming of prevention of depression and
suicides into relevant non-health policies, action plans and programmes.

Targets for suicide reduction need to be formulated in policy action plans. This will help to
focus attention on suicide prevention and on addressing the most vulnerable groups or the
most deprived areas. To be meaningful, these targets should be measurable. Depression
targets can be formulated as rates of access to promotion or prevention programmes in
schools or workplaces, reduction in sickness allowance days per employee due to depres-
sion, or reduction in number of new disability pensions due to depression.

Lack of political support, inadequate management, overburdened health services and stigma-
related barriers for access to appropriate services has hampered the development of ade-
quate programmes for the prevention of depression and suicides.

Access to health services should be improved by mainstreaming mental health services into
primary care and by integrating health and social services. This requires mental health being
incorporated into health and social policies and legislative frameworks, supported by senior
leadership, adequate resources, and ongoing governance. Capacity building is needed in
primary care to support prevention, early recognition and treatment.

Building resilience among vulnerable risk groups can successfully be done by support for
parenting and early relationships, social emotional learning in schools or by stress manage-
ment training at workplaces Community-based, multifaceted mental health services will re-
sult in lower suicide rates.

Access to preventive interventions can be also improved by telephone and e-health solutions.
Readily available and continued psychological and medical care for persons after a non-fatal
suicide attempt helps to prevent repeated attempts.

Effective public health action to prevent depression and suicide requires an intersectoral pol-
icy framework at all levels, as most determinants of depression and suicide lie in the domain
of non-health sectors. A strategic framework is needed for an effective addressing depression
and suicides. This should include the preparations of a national and/or sub-national strategy
and action plan for mental health, with prevention of depression and suicide as key compo-
nents.

A successful fight against depression and suicide requires continued investment in mental
health research and monitoring, willingness to work across sectors, and readiness to address
determinants, such as child abuse and bullying, gender and health inequalities, high debts,
work life problems and poor social protection. Effective measures in the fight are responsive
primary health care services, collaborative media, a health promoting educational system and
healthy work places.
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