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1. INTRODUCTION

Further to a request from the Japanese Authorities, the World Health Organization (WHO)
organized a team for a field visit, with the aim of reviewing the progress of the national
programme for suicide prevention. The members of the team are indicated in Annex 1. The
agenda of the visit is shown in Annex 2.

2, BACKGROUND

Further to the issuance of the Basic Act for Suicide Prevention (Act No. 85 of 2006) by the
Japanese Diet, on 08 June 2007, the General Principles of Suicide Prevention Policy {(GPSP)
was issued by a Cabinet Meeting as a policy to be encouraged by the Government. This
Initiative partially revised on 31 October 2008, is centred on raising awareness about suicide,
and indicated 50 activities organized around nine points.

GPSP will be reviewed in five years and re-evaluated in accordance with changes in social and
economic situations, suicide situations as well as policy and target progress. It will be revised
during 2012.

3. ACCOMPLISHMENTS BY JAPAN

The adoption of Basic Act No. 85, the placement of the Suicide Prevention at the Cabinet level
and the substantial budget allocated for suicide prevention activities (12.4 billion yen for the
year 2010) indicate the importance given by the Japanese Authorities to suicide prevention and
the seriousness with which it has tackled it. This could be followed as an example by other
countries with high suicide rates, comparable to those seen in Japan.

Following the general principles spelled out by GPSP, substantial progress has been achieved in
terms of awareness raising at the societal, school and workplace levels (these can be considered
as modalities of universal prevention).

Another positive outcome observed as a result of GPSP is the establishment of a powerful
infrastructure for suicide prevention at regional and local, in most Prefectures.

An additional asset is the excellent quality of the epidemiological information available,
promptly updated and disaggregated by gender, age, marital status and occupation.

4, SUGGESTIONS FOR THE REVISION OF THE GPSP

In spite of the accomplishments mentioned above, the frequency of suicide in Japan continues to
be high, remaining above 30,000 deaths per year for the last 14 years. There was a slight decline
in 2011, and this could be a positive trend.

After an analysis of the documents presented to the members of the visiting team and review of
the presentations made during the 5th Study Meeting on Suicide Countermeasures (11-12
January 2012) some suggestions are made in this report that could lead to a reduction in suicide



mortality in Japan.
A. Improved coordination of activities

Although the placement of the Suicide Prevention Division at the Cabinet Office is ideal, it
risks becoming an agency concerned more with the political and social aspects of suicide than
with other, more technical facets of suicide and suicide prevention. There seems to be room for
improvement both in terms of strengthening the involvement of other technical units (e.g.
Ministry of Health, Labour and Welfare, Center for Suicide Prevention, National Institute of
Mental Health, National Center of Neurology and Psychiatry etc) and the partnership with
Prefectural and local agencies dealing with health and social care and, more specifically, with
suicide prevention. The technical coordination role of the Center for Suicide Prevention should
be strengthened.

B. Focus on selective and indicated interventions

The advancements obtained with the effort dedicated to universal prevention (i.e. general
promotion of suicide prevention addressed to all, irrespective of the degree of risk) in Japan
are impressive. One of its main accomplishmenits is to have created the ground for putting in
place more specific interventions, particularly those directed at people with high risk of
suicidal behaviours (selective prevention), targeting population such as people with mental
illness, people without a job, people who live alone, and even more specifically those who
have attempted suicide (indicated prevention). These selective and indicated interventions
usually bring results in a shorter time, as compared to universal prevention.

C. Evaluation (effectiveness and cost-effectiveness)

In view of the variety and breadth of interventions so far implemented for suicide prevention
in Japan, it remains uncertain as to what has been the specific efficacy and effectiveness of
each one of those interventions. It is, therefore, advisable to establish specific models of
evaluation. It is very important to identify the specific interventions that have been highly
effective, moderately effective or ineffective. Also, a careful analysis of cost effectiveness of
those interventions that proved to be effective would be useful to decide on which
interventions should be reinforced, which should be modified and which should perhaps be
discontinued.

D. Indicators

In order to do good evaluation, it is fundamental to have good indicators. So far, it seems that
only frequency and rate of suicide mortality have been used. However, the full spectrum of the
suicidal process goes from suicidal ideation, suicidal planning and suicidal attempts. All these
(particularly the latter) should be carefully monitored. Ideally, at least suicide attempts seen at
the major emergency rooms (general hospitals) should be systematically recorded and the
information analysed as carefully as suicide mortality is now.

Another powerful indicator is the gap in the access to treatment of major mental disorders,
with emphasis on mood disorders, schizophrenia and substance use disorders (including
alcohol use disorder). Hospital-based model of mental care in Japan, and the scarce use of non-
specialists for the identification and care of people with those major mental disorders, does not
provide a good coverage of the needs of people with mental disorders at high risk of suicide.

E. Research

Most of the current research on risk factors for suicide in Japan are related to the so called
"fixed factors", that is factors that either are not easy to modify (e.g. unemployment, marital



status) or simply cannot be reverted (e.g. gender and age).

And yet, many precipitants of suicidal behaviours are indeed modifiable (e.g. mental disorders,
anxiety, loneliness, feelings of worthlessness, etc), and it remains to be known what is the
impact and magnitude of these modifiable factors on suicidal behaviour in Japan. Psychosocial
autopsy studies could, in the short and medium terms, provide this information, and need to be
increased in their coverage. These could also identify any possible misreporting of suicide, a
quite common phenomenon, particularly in cultural settings where suicide is shrouded in
shame and adverse social consequences, which is the case in Japan.

Another area of research in need of strengthening in Japan is related to treatment modalities.
The combination of some of the elements indicated above (indicators and evaluation} could in
the short run indicate the best approaches to people at a high risk of suicidal behaviours.

Careful monitoring and evaluation and periodic reporting of the results are likely to assist
planning for future suicide prevention activities in Japan and also in other countries which can
learn from the Japanese experience.

5. POSSIBLE COLLABORATION

The following possible collaborative projects may be considered between the Center for Suicide
Prevention and the World Health Organization:

A. START - Suicide in at Risk Territories

This is a project sponsored by the WHO Regional Office for the Western Pacific (WPRO), and
run by the Australian Institute for Suicide Research and Prevention (AISRAP), at Griffith
University, Australia, a WHO Collaborating Centre for Research and Training in Suicide
Prevention. It has four components (suicide behaviour recording (both mortality and
morbidity), brief intervention for suicide attempters, in-depth follow-up of serious suicide
attempters, and psychosocial autopsy-type studies), all of which are relevant to the present
Japanese context.

B. Implementation of mental health Gap Action Programme (mhGAP)

This WHO programme has the objective of scaling up care for mental, neurological and
substance use disorders with the active involvement of non-specialized health care providers.
The programme includes identification and management of 8 priority conditions (one of which
is "Self-harm / Suicide").

The mhGAP Intervention Guide is in the final stages of its franslation into Japanese and could
be a powerful tool for addressing the possible gap of access to treatment related to people with
mental disorders at a high risk of suicide in Japan.

C. Regional Collaboration

Japan is one of the leading countries in WPRO and one with a wealth of experience related to
suicide prevention, particularly on universal prevention. This should be made available to other
countries in WPRO (and to other WHO Regions, as well) through some form of a regional
collaboration programme.

This collaboration should be two-way, and Japan would also benefit from the experiences
reported by other countries.



6. SUSTAINABILITY

Rather than interim measures, most of the suggestions in this report should be integrated, after a
careful and appropriate pilot testing, into the routine functioning of the system, in order to
ensure sustainability. Most of them have already been tested and have demonstrated their
effectiveness and cost effectiveness elsewhere, and there are enough reasons to believe that
these should be effective in Japan, after necessary adaptations.

7. CONTINUED TECHNICAL SUPPORT FROM WHO

As part of its constitutional mandate, WHO (both Headquarters and WPRO) is ready to provide
further technical support in response to specific requests from Japan.



ANNEX 1
Visiting Team
Dr Shekhar Saxena, Director, Department of Mental Health and Substance Abuse, WHO, Geneva.
Dr Xiangdong Wang, Regional Adviser for Mental Health, WPRO.,
Dr Yutaro Setoya, Technical Officer, Department of Mental Health and Substance Abuse, WHO, Geneva.

Dr José M. Bertolote, Temporary Adviser, Professor, Griffith University, Australia / Botucatu Medical
School, Brazil.

Technical support
Dr Alexandra Fleischmann, Scientist, Department of Mental Health and Substance Abuse, WHO, Geneva.

Dr Kanna Sugiura, Technical Officer, Departiment of Mental Health and Substance Abuse, WHO, Geneva.

ANNEX 2
Agenda
10 January 2012

14:30 - 15:30 - Visit to Minister of State for Suicide Prevention and Qfficials in the Cabinet
Office Suicide Prevention Division

16:00 - 17:00 - Visit to Ministry of Health, Labour and Welfare
11 January 2012
08:30 - 09:30 - Visit to Special Advisor to Prime Minister

09:30 - 13:00 - Presentations and information exchange with Officials from the Cabinet
Office, Members of the Center for Suicide Prevention, Chiefs of Regional Mental Health and
Welfare Centres, and Officials from the Ministry of Health, Labour and Welfare

14:00 - 18:30 - 5th Study Meeting on Suicide Countermeasures
12 January 2012

09:30 - 15:30 - 5th Study Meeting on Suicide Countermeasures
13 January 2012

10:00 - 12:00 - Overview meeting



