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Abstract:

During the last 30 years, the Dutch suicide ratedimanged. Between 1981 and 1988 the
number increased after which the suicide rate dsectuntil 2007. Since 2007 there is a
moderate increase, probably due to the economéssamn. The mean Dutch number of
suicides is around 1500 suicides a year, with 16@D10. In this paper we discuss some
recent developments, research and projects indltedf suicide prevention. We also review

scientific developments.

1. Introduction

Over the last 30 years the average Dutch suicigewas 10.0 (range 8.3 - 12.4) /100,000
inhabitants. Men more often commit suicide then wonwhich corresponds with other
countries in the European Union (In 2010 13.7 mem1®0,000 and 5.7 women per 100,000).
The Dutch population has grown from 14.2 millionl®80 to, just over 16.6 million

inhabitants in 2010.

<Figure 1 around here>

Figure 1 shows the suicide rate per 100.000 inhabitantsigdine last 30 years (CBS, 2012).
Concerning the suicide ranks over these last decdde Netherlands has a relatively
favorable position in Europe for the suicide ratbelow the European average (Chishti et al
2004).

From all non-natural causes of death, suicide t2kelsplace by 28% of the total (S=ble

1). In comparison with the number of traffic fatedg, which steadily decreased from 2116

victims in 1980 to 640 victims in 2010 (CBS 2012k number of suicides has not



spectacularly reduced during the last 30 yearsahodt 1500 people commit suicide each
year.

The small decline over the last 30 years is almosbunted for by the decrease in suicides in
the elderly and in women. (van Hemert & the Kr@f09).

The number of suicide attempts in The Netherlaadsording to self-reports in surveys, are
calculated at about 94,000 attempts (ten Have 20@6). Each year approximately 14,000
patients are treated in the emergency departmERsdf general hospitals after a suicide
attempt (Hoeymans & Schoemaker 2010).

It is estimated that approximately 44% of the pesseho commit suicide are being treated

by Mental Health professionals (Huisman et al 2010

<Table 1 and somewhere here? >

<Table 2 and somewhere here? >

The most common method of suicide, for both genddranging (se€able 2), woman

overdose with medication more often.

The Dutch economy was at its peak in 2007, ingkisod a number of suicide prevention
projects started. Unfortunately the economic ctisieed the steady decrease in suicide
figures from 1345 in 2007 into a sharp increas2(d@8, 2009 and 2010 with 1600 suicides.
During the last decade there was growing attentigdhe Netherlands for the prevention of
suicide and it sat on the agenda as a major pribyithe Dutch Ministry of Health (Bool et al

2007). By comparison there was a tremendous deafitraffic fatalities during the last 30



years and over. This improvement in traffic saf@as made by great effort of all agencies and
legislators in this particular field. It was argumed that a similar effort in suicide prevention
would show a similar reduction in suicide fatabtie

When the low suicide rate of 2007 appeared manjaagfions were put forward such as
improved financial and living conditions, improvpslychiatric care and therefore better
identification and treatment of depression, androwed detection and better treatment of
suicidal behavior.

Since the year 2008, the year of the onset of tbitccrisis, the number of suicides raised
sharply. It is known that an economic recession giag an increase in the rate of suicides
(Uutela, 2010; Stuckler et al 2011). During theyoous recession between 1981 and 1988
there was an increase in the number of suicidegelswith a peak in 1984 with 12.4 suicides
per 100,000 inhabitants.

The expectation for the near future is not positiMee Dutch economy is far from recovered
and since the beginning of 2012, as part of cukfabe government has introduced

(in addition paying for health insurance), an add#l individual financial contribution of 200
Euros for each psychiatric patient on top of a galrteealthcare contribution of 220 Euros a
year. Obviously this will have an impact on theesssbility of treatment in mental health, and
beyond the general effects of a worsening econatimaate this may have a cumulative effect

on a further increase of the number of suicides.

3. Some projectginitiatives

3.1 Development of the multidisciplinary guideline on assessment and treatment of
suicidal patients.

In 2009 the development of a Dutch multidisciplinguideline started (van Hemert et al

2012). Following the previously developed interaasl guidelines. The final version of the



guideline has been launched in May of this yehe quideline emphasizes suicide prevention
components such as:

1) a stress-diathesis model of suicidal behavior,

2) a general model of engaging with suicidal pasge

3) assessment of etiology, prognosis and suicske ri

4) basics of treatment of suicidal behavior.

The Chronological Assessment of Suicide Events (EABproach), an easily learned
interview strategy, has a prominent role in thedgline. (Shea 1998).

The guideline emphasizes continuity of care, cdrdad involvement of relatives, suicidal
ideation as a treatment focus, and offers empigealence for treatment decisions.

The guideline has become a comprehensive work.

Furthermore, an implementation study of the gurdeils enrolled and currently performed in
38 departments of mental health care centers. ppkcation of the guideline is carried out by

a train- the- trainer program supported by an ealeg module.

3.2. Suicide prevention via the telephone and theinternet: 1130nline

1130nline is an operational platform for peoplewguicidal tendencies, their families and
survivors who have lost a loved one due to suiclde platform started in 2009.

The used method offers direct help and advice tfitrdbe Internet and/or by phone. The
platform also offers the possibility for an intetrself-help course. The services are free of
charge and anonymously accessible. This mediuntaaded to increase health care by being
an alternative if regular help is out of scope lwekering the threshold for seeking help when
suicidal. The platform is based on previous initeg organized elsewhere in the world (Rhee
et al 2005; Barak 2007). A recent study showsttinere is a strong demand for 1130nline.

The platform is reached by high risk suicidal induals (Mokkenstorm et al 2012).



There is also an extensive self-help course staéntedigh the platform 1130nline. This
course is part of a PhD project (Spijker et al 20T0e first results of this research regarding

improvement of suicidal behavior, are promising.

3.3. Gatekeeper project

In the province of Friesland in the north of theidglands, a sequel to a former Gatekeeper
project in the same province started in 2010, aymals to other international prevention
programs as published in the review of Isaac ahdret( 2009). A diverse group of people
who professionally deal with suicidal individuatgeferal practitioners, company doctors,
counselors, police, pastoral workers, and volusteérictim support hotlines) received a
course for better recognizing suicidal behaviore phoject seems to contribute substantially

to improving knowledge, skills and attitude towastscidal behavior.

4. Status of resear ch concerning suicidality in The Netherlands

An overview of scientific research in the Nethedams made some time ago, through a quick
scan (de Groot et al 2012).

This quick scan inventory showed that Dutch suicesearch is primary focused on the
prevalence and incidence of suicidal behavior &eddelivery of mental health care to
suicidal patients.

Little research has been done into the effectivenésreatment of suicidal behavior. Research
about implementation of effective strategies favantion of (recurrent) suicidal behavior
was hardly conducted until 2009. Fundamental rebeato the etiology of suicidal behavior
is absent.

The knowledge of Dutch and international reseasadniy slowly implemented in clinical

practice. Perhaps the completion of the multidigtgpy guideline for the diagnosis and



treatment of suicidal patients will be an incentieeimprovement.

Research on the effectiveness of treatments fordsuipeople is extremely costly. For
excellent research it will take a long view whercgle, with relative low frequency, is an
outcome measure and long follow-up studies areimediuT he financing structure for short-
term research programs makes such long-term effisiaclies not feasible.

Moreover, because effectiveness research oftendes| for ethical reasons, the persons with
the highest risk for suicide by severe suicidaldwetr, makes this kind of research very
complex.

At least more national collaboration is neededaftsalanced Dutch contribution for a joint
approach concerning the prevention of suicidedtitaon further collaboration is needed for

research within this field throughout Europe arel st of the world.

6. Conlusion

The suicide rate in the Netherlands is below thexagye rate in the European Union. Since the
economic recession in 2007 it rises sharply. Thasebeen increasing interest in the recent
years by the government, health care organizateons politicians. There are some hopeful
developments, and some of these are under soédtga investigation.

The burden of disease of suicidality is becomirgyeasingly clear, and this calls for a higher
priority for prevention of suicide. There is a ndedbetter cooperation of suicidologists in the

Netherlands and abroad.
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Table 1: Ranking of non-natural causes of death duringddAthe Netherland<gs 2012)

Non-natural causes of death

number percentage

Ranking
Total

1)
2)
3)
4)
5)
6)
7)
8)
9)
10)

Unknown

Falling
Suicide

Traffic fatalities

5748

2242

1600

597

Accidents in private situation 238

Suffocation
Murder

Drowning

Industrial accident

Burning

By an object

166

144

70

57

30

21

583

100%

39,0%

27.8%

10,4%

41

29

2,5

1,2

1,0

0,5

0,4

10,1

Table 2: methods of suicide during 2010 in the Netherlaant$ differentiated for gendetgs 2012)

Methods of suicide ~ Number % Number % Number %

all males females
Total 1600 100% 1124 100% 476 100%
Hanging 744 46.5% 569 50.6% 175 37.0%
Medication/alcohol 258 16.1% 134 11.9% 124 26.0%
Jumping in front of a 182 11.4% 129 11.5% 53 11.1%
train/subway
Jumping from height 139 8.7% 85 7.6% 54 11.3%
Drowning 103 6.4% 63 5.6% 40 8.4%
Rest 168 10.5% 141 12.5% 27 5.7%
Unknown 6 0.4% 3 0.3% 3 0.6%




