
The burden of suicide in Canada remains
high. In 2007, 3611 individuals died by
suicide1 — about 10 people every day.

The age-standardized mortality for suicide that
year was 10.2 per 100 000 population, which
was higher than the age-standardized mortality
for renal failure (7.9 per 100 000) and chronic
liver disease and cirrhosis (6.4 per 100 000).2

Although suicide has been studied for more
than 100 years, much of the progress in pre-
venting suicide has been achieved in the last
three decades. Several countries have adopted
national strategies for suicide prevention; these
countries include Australia, Denmark, England,
Estonia, Finland, Germany, Greenland, Japan,
Ireland, Northern Ireland, the Netherlands, New
Zealand, Norway, Scotland, Sri Lanka, Sweden,
the United States and Wales.3

Canada does not have a national strategy for
suicide prevention despite specific guidance for
one from the Canadian Association for Suicide
Prevention in its 2004 blueprint (updated in
2009).3 Ironically, the objectives of most existing
strategies around the world for the prevention of
suicide are based on expert consensus guidelines
that were formulated at a meeting in Calgary and
Banff, Alberta, and adopted by the United
Nations in 1996.3 Common themes in these
strategies include public education, responsible
media reporting, school-based programs, detec-
tion and treatment of depression and other men-
tal disorders, attention to those with alcohol and
drug abuse, attention to those with somatic ill-
ness, enhanced access to mental health services,
improvement in the assessment of attempted sui-
cide, postvention, crisis intervention, work and
unemployment policy, training and education of
health professionals, and reduced access to lethal
methods of suicide.4

Many Canadian physicians, policy-makers
and politicians have not been adequately updated
by experts in the field that suicide is preventable.
As a result, physicians in particular may not be
aware of their important role in suicide preven-
tion. In this article, I examine the arguments for

and against the need for a national strategy for
suicide prevention and selectively review some
of the evidence of effective strategies that may
influence physicians’ practices.

The evidence

Some may argue that a move to develop a
national strategy is premature. It is true that
many questions remain about the causes and pre-
vention of suicide and suicidal behaviour.
Progress in preventing suicide is always prob-
lematic because suicidal phenomena are com-
plex, suicide as an outcome is a rare event, sui-
cide and mental illness are highly stigmatized
and many true experiments related to suicidal
individuals are not appropriate. Because the sui-
cidal individual is no longer available for study,
this  field has to depend on surrogate outcomes,
and the robustness of these outcomes, including
suicide ideation, have not been adequately
shown. In spite of these limitations, John Mann
and colleagues5 systematically reviewed recent
progress in establishing evidence-based preven-
tion strategies for suicide. They developed esti-
mates of the impact of different interventions on
national rates of suicide; for example, education
of primary care physicians led to a 22%–73%
decline in the annual rate, and restricting access
to means led to a 1.5%–33% decrease.5

At least three national strategies for suicide
prevention have undergone systematic evalua-
tions. The Finnish National Suicide Prevention
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• In 2007 in Canada, 3611 individuals died by suicide — about 10 people
every day.

• Much progress in preventing suicide has been achieved in the last three
decades.

• Many developed countries have adopted national strategies to prevent
suicide; Canada has not.

• Physicians can play an important role in preventing suicide, including
providing collaborative care with mental health providers and
improving community linkage after hospital stays.
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Program, which began in 1985, has been shown
to be largely successful, particularly in involving
a large number of professionals from various
sectors in suicide prevention.6 The rate of suicide
in Finland decreased 9% from the 1985 level.7 A
recent study of progress of Australia’s National
Suicide Prevention Strategy, which began in
1999, showed a reduction in the suicide rate
between 1999 and 2004 from 22 to 17 per
100 000 among men and from 5 to 4 per 100 000
among women. Although the authors described
the strategy as well regarded, they called for a
reformulation of the program toward more selec-
tive and indicated interventions in the future.8

Prevention strategies can be conceptualized
based on “who” is the target population: univer-
sal meaning the general population, selective
referring to high-risk subgroups within the total
population and indicated addressing those indi-
viduals at high-risk for suicide. 

Scotland is also systematically evaluating its
Choose Life strategy for suicide prevention,
which was launched in 2002. In the phase 2 eval-
uation, the program was shown to be successful
in raising awareness of suicide, increasing the
skills and capacity of the nation by training more
than 10 000 people in suicide awareness and
intervention skills, improving the knowledge and
evidence base for suicide prevention, and better-
ing the reporting of suicide in the media.9

Although the initial objectives of this strategy
called for a 20% reduction in suicide, the phase 2
evaluation suggested that a lower or directional
(nonquantitative) target was more realistic.9

Establishing a strategy in Canada

The Canadian federal government is perfectly
placed to proceed on the issue of suicide preven-
tion. Universal health care allows the federal gov-
ernment to reach the most vulnerable individuals,
and Statistics Canada has the capacity to develop
an excellent surveillance system to monitor high-
risk and selected groups and suicides. The federal
government, through the Canadian Institutes of
Health Research, can target initiatives in suicide-
related research. In addition, the federal govern-
ment can modify access to means (e.g., gun con-
trol legislation) and take leadership in health
promotion initiatives such as the initiative through
the Mental Health Commission of Canada to tar-
get stigma. In addition, the federal government
has primary responsibility of health care for high-
risk populations such as First Nations people,
prison populations and military personnel. 

Although some provinces, including British
Columbia, Alberta, Manitoba, New Brunswick
and Nova Scotia have undertaken strategies for

suicide prevention, and Nunavut and Ontario are
working toward such strategies, the federal gov-
ernment must provide the central organizing and
coordinating role for a national strategy to be
successful. With the federal–provincial health
accord up for renewal in 2014, there is an
increased desire for accountability in health care
spending. It may be appropriate to set targets
such as reductions in suicide rates as quality
indicators of improved mental health care. The
federal government, which could operate in tan-
dem with the Mental Health Commission of
Canada’s Mental Health Strategy for Canada,
should ensure that a coordinating body has the
resources and mandate to launch the strategy and
should insist that an overarching approach for
evaluation, such as the one used in Scotland10 is
built into the strategy. 

On Nov. 5, 2010, Megan Leslie, the sitting
NDP MP for Halifax introduced Private Mem-
ber’s Bill C-593, directing the federal govern-
ment to establish a national strategy for suicide
prevention, in consultation with the provincial,
territorial and First Nations governments. It is
anticipated that this private members bill will be
reintroduced in the fall 2011 Parliamentary ses-
sion. 

Physician’s role

Physicians should be aware of the progress in
developing effective strategies for suicide pre-
vention that may directly affect the development
of clinical services or patient care. In selecting
recent research to highlight, I searched MED-
LINE using the search terms “suicide preven-
tion” and “national strategy” and looked for
papers published since the review by Mann and
colleagues in 2005.5 I selected only articles that
appeared to be directly relevant to physicians,
including the education of primary care physi-
cians and collaborative care, improved commu-
nity linkages after hospital discharge, and treat-
ment interventions for individuals with
psychiatric disorders at high risk of suicide
behaviour.

Education and collaborative care
Collaborative models for treating depression in
adults aged 60 years and older that link primary
care providers with mental health specialists are
particularly promising interventions to reduce
suicide ideation and depression in this group.
Suicidal older adults typically present to a med-
ical provider shortly before attempting suicide.11

Findings of the Prevention of Suicide in Primary
Care Elderly Collaborative Trial (PROSPECT), a
multi-site study involving depressed adults aged
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60 years or older recruited through primary care
practices, further showed that collaborative mod-
els of primary and mental health care might
effectively reduce depression and suicide
ideation among older adults.12 Patients were ran-
domly assigned to a clinical algorithm consisting
of antidepressants (primarily a selective sero-
tonin reuptake inhibitor) and/or psychotherapy
delivered by depression case managers or to aug-
mented usual care. There was a greater decrease
in the prevalence of suicide ideation at four
months follow up among those receiving the
intervention (from 29.4% to 16.5%) than among
those receiving usual care (from 20.1% to
17.1%) (p = 0.01).1 2 Subsequently, the
PROSPECT investigators found a 2.2 times
greater decline from baseline in the rate of sui-
cide ideation in the intervention versus the con-
trol group. The intervention group had a lower
severity of depressive symptoms and a higher
response rate over the 24-month follow-up com-
pared with patients receiving usual care.13

Improving community linkages 
after hospital discharge
Patients recently discharged from acute psychi-
atric inpatient settings are at high risk of suicide.
This increased risk in the postdischarge period
has been observed in different countries and pop-
ulations and for different periods.14 A recent
Canadian study involving high-risk patients with
a lifetime history of suicidal behaviour and cur-
rent suicidal ideation confirmed the significant
risk in the postdischarge period. Suicide and sui-
cidal behaviour were common in this cohort,
with 4 of 120 (3.3%, 95% CI 0.9%–8.3%) par-
ticipants dying by suicide and 41 of 104 (39.4%,
95% CI 30.0%–49.5%) reporting suicidal behav-
iour in the six months after discharge.15 Knesper
recently summarized the evidence for rapid fol-
low-up after discharge from emergency depart-
ments or inpatient settings and concluded that
early contact after discharge led to significant
reductions in suicide reattempts compared with
usual care.16 Attempts to improve community
linkages after discharge appear to be simple but
effective ways of preventing repeated suicidal
behaviour and, perhaps, suicides.16

Interventions for people with psychiatric
disorders at high risk of suicide 
In terms of pharmacologic management of the
risk of suicide in patients with bipolar disorder,
and likely other depressive disorders, evidence
from a systematic review and meta-analysis of
existing trials and a randomized controlled trial
support the role of lithium as the treatment of
choice for those at high risk of suicide.17 The

INTERSEPT (International Suicide Prevention
Trial) trial provided an indication for clozapine
in patients with schizophrenia or schizoaffective
disorder who were deemed at high risk of sui-
cide.17 For patients with borderline personality
disorder and recurrent suicidal behaviour, at least
half a dozen individual psychosocial treatments
have been shown to be efficacious based on ran-
domized controlled trials. In particular, dialecti-
cal behavioural therapy, a specific cognitive
behavioural therapy that targets suicidal behav-
iour in patients with borderline personality disor-
der, has been shown to decrease the risk of future
suicide attempts, lessen the medical risk from
subsequent suicidal behaviour and decrease the
likelihood of emergency department visits for
suicidal behaviour.18 In a recent Canadian trial,
outpatient psychiatric treatment provided by
clinicians experienced in the care of patients
with borderline personality disorder and recur-
rent suicidal behaviour showed that such an
approach was efficacious after one year of treat-
ment and over two years of follow-up.18

These findings have led experts to extract a
limited number of principles of psychotherapy
that may be effective in reducing the risk of
future suicidal behaviour. Similar attempts to
derive basic principles were undertaken in a
careful review of the treatment manuals of psy-
chotherapy for patients with borderline personal-
ity disorder19 and from a consensus statement
developed by the US-based Group for the
Advancement of Psychiatry Psychotherapy
Committee.20 The basic principles of manage-
ment are outlined in Box 1. 

Advocacy
Certain universal strategies for prevention that have
been described as “most promising” by Mann and
colleagues5 include following media guidelines for
the reporting of suicides and suicidal behaviour and
restricting access to means of suicide.

One of the most acknowledged natural exper-
iments in suicide prevention was the decrease in
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Box 1: Principles of psychotherapy that may be effective in
reducing the risk of future suicidal behaviour

• Adopt a theoretical model of understanding suicidal behaviour to promote
the confidence and understanding to work with suicidal patients

• Provide a stable treatment framework by increased activity of the therapist

• Convey empathic validation and the need for the patient to control his
or her destructive behaviour

• Foster a greater sense of self-agency through the therapeutic relationship

• Establish a connection between destructive behaviours and feelings

• Develop methods with the patient to help him or her differentiate
between nonlethal and “true” suicidal intention

• Set a low threshold for seeking consultation or supervision



media coverage of subway-related suicides in
Austria that led to an 80% decrease in such sui-
cides.21 The Toronto Transit Commission docu-
mented that, after creating a media reporting pro-
tocol to restrict the coverage of individual
suicides in 1971, the rate of suicide incidents
(suicides and attempts) never returned to the
level experienced in 1971, except in one year
(John O’Grady, Toronto Transit Commission
Chief Safety Officer; personal communication,
May 30, 2011). Guidelines on media reporting
appear to have a great impact; however, system-
atic studies of such guidelines are still needed to
validate these natural experiments.

Reducing access to lethal means is another
promising intervention for preventing suicide. In
developed nations, this can include passing legis-
lation to reduce access to firearms, reducing car-
bon monoxide emissions from vehicles,
installing barriers at bridges or other jumping
sites, and restricting access to prescription med-
ications.22 In developing countries, ingestion of
pesticides is estimated to be responsible for
between 250 000 and 300 000 deaths per year
and is a major means of suicide in countries such
as China and Sri Lanka.23 Lockboxes for pesti-
cides have been proposed as an intervention to
reduce access to means of suicide. Hawton and
colleagues23 reported uptake of these devices by
more than 80% of households in rural Sri Lanka. 

Physicians can play a lead role in advocating
for legislation that can reduce access to means of
suicide.

Conclusion

Given the number of Canadians who die by sui-
cide each year, the burden in terms of the suffer-
ing and pain of those left to cope with the loss of
a loved one and the growing evidence of effec-
tive strategies for prevention, physicians have a
responsibility to encourage governments to move
toward policies and programs that will prevent
suicides. In Canada, this includes encouraging
the federal government to form a national strat-
egy for suicide prevention similar to those in
place in so many other developed nations. Physi-
cian can also reduce the risk of suicide by partic-
ipating in collaborative care models for elderly
patients with depression, improving community
linkages for patients after discharge from inpa-
tient psychiatric facilities and using target evi-
dence-based management of patients at high-risk
for suicide. 
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