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Introduction 1

1
Introduction

Suicide has become a major public health issue throughout the world. Over a
million people kill themselves every year, and more than half of these cases occur
in Asia (WHO 2003). Suicide is especially a major concern in Asia due to its
huge population and the relatively high suicide rate compared to that in Western
countries. In response to the growing concern, the aim of this monograph is to
provide an informative account of suicide in some Asian countries/societies to
arouse more awareness of suicide in Asia so that more research and prevention
efforts will be carried out.

Size and Magnitude of the Suicide Problem

Asia consists of more than half of the world’s population and has considerable
diversity in culture and socioeconomic development. The suicide rates are also
very different: Japan and South Korea both have a high rate (about 25 per 100,000),
Thailand has a relatively low rate (7 per 100,000), and Taiwan, China, Hong
Kong, and Singapore are somewhere in between (15–18 per 100,000). However,
it is the recent growth of suicide in these countries that is of particular concern.
Suicide is the leading cause of death among young people (aged 15–24) in Hong
Kong. South Korea and Japan. Taiwan have experienced nearly a threefold increase
in suicide in the past decade. On the other hand, the suicide rate in Singapore
has remained relatively steady. Thailand, a very religious country (Buddhism),
used to have a low suicide rate (WHO 2003), but the rate has recently increased
significantly. China and India are the two most populous countries in the world.
It is estimated that about 250,000 and 100,000 people kill themselves every year
in China and India, respectively. They have contributed to about 35% of total
suicide deaths globally. Any suicide prevention effort in these countries would
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produce significant impact on the reduction of suicide numbers on a global scale.
Also, 90% of these suicide deaths in Mainland China occur in  rural regions (Yip
and Liu, 2007). Similarly, rural regions in India have a much higher rate than
urban regions.

Questions to be Answered

The suicide methods used in these eight countries/societies are very different
too. Many questions need to be answered which are relevant to suicide prevention.
For example, about 60% died from pesticide poisoning in China, so would
restricting access to pesticides reduce the suicide rate? How does the rapid rate
of urbanization in China relating to suicides? Perhaps because of the ubiquity of
high-rise buildings in Singapore and Hong Kong, about 40%–70% of suicide deaths
in these cities are from jumping from high places. Can we do anything about this
to restrict the means by barring/fencing the high place? How can we curb the
number of deaths from poisoning through charcoal burning in Hong Kong, which
has been growing rampantly since 1998? Is the number of Internet suicides (people
get to know each other via internet and plan to commit suicide together) in
Japan getting out of control? How does the increase in suicide in Thailand relate
to the spread of the AIDS virus? What happened to the suicide rate in Taiwan,
which has increased by 300% since 1993? What are the roles of the economic
and political environments towards suicide? Is there a different suicide pattern
for different races in the city-state, Singapore? Are there any differences between
the suicides in South Korea and Japan? What about hidden work-related suicides
in Japan? Do religious beliefs protect people in Thailand against suicide? In
response to all these questions, this monograph, which consists of contributions
by leading researchers from various disciplines such as psychiatry, psychology,
suicidology, statistics, social and public policy, public health, sociology, and social
medicine, represents an attempt to share our experiences in their respective
societies. It is hoped that insights into these problems based on first-hand
experience can fill some of the gaps in knowledge about suicide research in this
part of the world. The information would be useful in formulating effective suicide
prevention strategies.

Organization of This Book

Here, we address the topic of suicide in various societies in Asia. We provide
valuable updated epidemiological data about suicidal behavior in the East and
compare it to data from the West. We, the chapter authors, use different
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methodological approaches to the topic, based on our different professional
backgrounds and academic disciplines, as well as on the different resources of
information available. For each chapter, an overview of suicidality in the respective
societies is given. A discussion of how the suicide behavior relates to social and
cultural factors is explored, and some suicide prevention programs and/or efforts
(if such exist) are reviewed. Eight countries/societies in this region are selected,
which contain nearly 40% of the world’s population. Each country/society is very
different from the others in terms of its socioeconomic stages of development,
religious beliefs, population size, gross national product (GNP), literacy rate, and
suicide rate, etc., and so together they cover a diverse profile of Asia (Table 1). But
they also provide a good representation of the countries/societies in this region.

The order of the chapters, which deal with different countries/societies, can
be arranged alphabetically by country/society name. However, though this might
be correct from a political perspective, the book as a whole would suffer from
discontinuity as the chapters jumped from one society to another. Hence, we
propose (as suggested by one of the reviewers), for the purpose of facilitating a
meaningful understanding of the book, to arrange the chapter order in terms of
the geographical location of the countries/societies, namely from north to south
and from east to west within the Asian region (the order, therefore, is Japan,
South Korea, Mainland China, Hong Kong, Taiwan, Thailand, Singapore, India).
It is to be noted that some neighboring societies (which are geographically
connected and culturally related in some way) are similar in terms of the suicidal
behavior associated with social and cultural factors.

South Korea

▲

▲ ▲

▲
▲

▲

India

Singapore

Thailand
HKSAR

Taiwan

China

Japan▲

▲
Figure 1 The locality of the right countries/societies in the book.
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6 Introduction

Due to the sources of data and the professional background and interests of
the chapter authors, the subjects dealt with in each chapter might differ, and
sometimes this might be due to the unique profiles of suicide in different countries.
Sometimes, only limited discussion on prevention in the eight societies is provided,
which is due to early stages in its development. It is exactly the purpose of this
monograph to highlight the issues in different countries/societies, hopefully
stimulating the development of evidence-based suicide prevention strategies.

In the concluding chapter, a more detailed suicide prevention effort taken in
Hong Kong is described for reference and reflections, and it is hoped that it can
generate further discussion that will identify the culturally sensitive and best
practice of suicide prevention for this region. We appreciate the sensitivity of the
one-China policy. The term of societies, rather than country, is used to describe
the suicide situations in the three societies, Taiwan, Hong Kong, and Mainland
China. The concern of the suicide situations of the three societies is our ultimate
concern.

We appreciate that there are a number of issues (including poverty, war,
illiteracy, and natural disasters) that are going to be seen as higher priorities than
suicide; however, as mental health has emerged as one of the main causes of
death in the world, especially in regions of rapid transition, it is important to
address this matter seriously, especially in those societies that have experienced a
significant increase in the suicide rate in recent years. We make an impassioned
plea for suicide prevention to be ranked as a major health priority in Asia.

Limitations

Only eight countries/societies are selected in the monograph from the 37 countries
in the western Pacific region. Also, the problem of ascertaining suicide accurately
in Asia provides an interesting contrast between those countries in which there
is a coronial system of determining suicide, inherited from colonization and based
on the British legal system (as in Hong Kong and Singapore), and those in which
the suicide rate is estimated (e.g., China and India). If suicide prevention efforts
are to be evaluated, then there has to be some way of ensuring that suicides are
properly ascertained and monitored. However, to the best of the editor’s
knowledge, it is the best data that is available for the monograph’s purpose. It is
hoped that this monograph will provide the reader with a good understanding of
the multifaceted and complex issues involved in suicide prevention in Asia.
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Suicide has become a worldwide public health concern. The situation is more
serious in Asia in terms of the disability-adjusted life years (DALY) (WHO 2002).
It is estimated that about 2.5% of loss of DALY is due to suicide and deliberate
self-harm, and it is highest among different regions. We have selected eight
countries/societies in the Asian region for our monograph, which, in total, cover
nearly 50% of the world’s population and more than 50% of suicides. For example,
in China, the most highly populated country, it is estimated that more than 250,000
people commit suicide every year. Evidence suggests that men and women in
rural areas are an important target group on which to focus in reducing the number
of suicides in China (Yip et al. 2005a, 2008). A reduction in the number of suicides
among men and women living in rural areas in China would have a significant
worldwide impact. It is important that the cultural factors are better understood
in order to formulate an effective suicide prevention program. For example, the
pressure imposed on women relating to the one-child policy, a woman’s status in
China, and educational and employment opportunities are all important factors
that could affect mental well-being. In addition, it is important to consider the
power that the mass media has and its penetration into the community especially
in Asian countries. The coverage of suicide news is always very explicit, graphical
and sensational. A classic example is how information about poisoning by charcoal
burning and its lethal effect spread throughout Hong Kong, the southern part of
Guangzhou, Taiwan, and Japan. The leading cause of suicide in Taipei City in
2006 was charcoal burning; this was unheard of before the first case found in
Hong Kong in 1997 (Liu et al., 2007; Yip and Lee, 2007).

It is gratifying that the Chinese government has become more receptive to
recognizing the suicide problem. Limiting access to pesticides, especially in rural
areas, and improving opportunities for education and quality of life (especially
for women living in rural areas) seems to have led to a promising reduction in
rates of suicide in China. However, suicide rates within urban regions (e.g., Beijing
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and Shanghai) are lower than in city-states, such as Hong Kong and Singapore.
Therefore, it is logical to deduce that improved living conditions and improved
medical and health care within rural regions can induce a sense of hope among
people; this would be conducive for countries with the highest rates of suicide.

India, the second most populated country after China, has also experienced
increasing rates of suicide, especially among women and young people. A high
suicide rate in females may be related to a high prevalence of women suffering
from marriage problems, including conflicts with in-laws. Religion is very much
alive and part of Indian culture, and it is advantageous if religion provides spiritual
support to the people. We understand that changing a deep-rooted and colorful
culture is not an easy task. Apparently, suicide rates would be reduced if the
external environment can be changed, that is, eliminating arranged marriages
and exam stress especially among the young people. If the suicide rates within
these two countries can be reduced, it would have an important impact on the
global disease burden of suicide. It is estimated that the suicide rate could be
reduced by at least 20% if the number of suicides in China and India were reduced
by only 10%, due to the effect of their large populations .

Japan and South Korea share very similar suicide patterns and have had high
suicide rates since the Asian financial turmoil in 1997. Recently, both countries
have launched a national strategy for suicide prevention. Long working hours
and a culture of not seeking help (especially among men) are some of the major
barriers to suicide prevention. Furthermore, the two countries are experiencing
a rapid transition in the labor market; the life-long job arrangement has changed,
and some people have experienced problems adjusting to this change. Enhancing
the working environment and identifying those at risk within the workplace could
be effective in reducing suicide rates of middle-age men in both countries. It is
particularly relevant when work- related suicide in Japan is serious. Furthermore,
a recent study (Chan et al. 2007) showed that enhancing mental health through
awareness programs, teaching problem-solving skills, and making available
vocational training and job opportunities will provide much needed help for the
unemployed.

Thailand, a very religious country (Buddhism), has experienced a recent
increase in the suicide rate. Although the rate is still low in comparison to that of
some other countries, the increasing trend is worrying. Buddhism is a religion
that condemns suicide; however, the religion has somehow been misunderstood
by some believers who think that they will enjoy a second life after committing
suicide. In fact, according to Buddhist teachings, an individual will be worse off
than they are presently if they commit suicide. It is a kind of untimely death
which would not be rewarded. Additionally, the poverty and the spread of HIV/
AIDS within the central regions of Thailand and the high suicide rates among
HIV and AIDS patients are also worrying. Economically, economically deprived
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areas and high-risk groups should be areas of priority in the suicide prevention
strategy in Thailand.

Taiwan has reached a historical high suicide rate that has increased by nearly
300% in the past ten years and shows no sign of slowing down. With a stagnant
economy and unstable political conditions, suicide prevention may become even
more difficult. There is a fear of job loss due to the poor economic conditions,
and some manufacturing industries have been relocated to mainland China.
Taiwan has also been seriously affected by the use of charcoal burning, which
has become the leading cause of suicide in Taiwan; additionally, jumping to death
from tall buildings in urban regions should be monitored carefully. Given such a
high suicide rate and its rapid increasing trend, it is imperative that the Taiwan
region need to address this issue with a matter of urgency. The method of charcoal
burning poisoning death is of priority in restriction its accessibility.

In Singapore and Hong Kong, jumping from a high place is the leading method
of suicide. The change of sovereignty in Hong Kong has not been shown to be
directly linked to an increase in rates of suicide, although effective governance
and an improving economic environment will definitely help make suicide
prevention work easier. However, there are some serious problems currently facing
Hong Kong. Marriage has been shown to be a protective factor, but fewer people
are getting married. Within both countries, the increase in the proportion of
people who have never married and divorced have had an adverse effect on suicide
prevention effort. It is estimated more than 20% of the population would remain
unmarried in the lifetime and the rate of divorce has increased ten times over the
past two decades. The increase in divorce and domestic violence, and the
disintegration of family support make it more difficult to utilize family resources
to reduce the suicide rate in Hong Kong and other Asian cites that are experiencing
similar problems.

Common Challenges

There are some common challenges for the countries included in this monograph,
namely an incomplete or inaccurate monitoring and surveillance system for suicide
death, especially in those countries that do not have a reliable and complete
death registration system (e.g., India, China). It makes any evaluation program
difficult, if not impossible, if we cannot establish accurate, baseline, suicide
information.

Also, an increase in suicide rates among teenagers; relatively high suicide
rates among older adults for both men and women; and a high case-fatality rate
among suicide attempters due to the lethal methods used in these countries (e.g.,
pesticides in China and India, jumping in Hong Kong and Singapore, and hanging
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in South Korea and Japan) pose real challenges for suicide prevention in Asia. All
these methods are easily available and highly effective. Community support and
participation in preventing suicides in Asia is not only desirable but essential if
there is any chance to succeed. However, some of the programs that have been
set up for suicide prevention are not conducted in an organized, integrated, or
holistic manner. The commitment and resources from the governments of these
countries is still relatively low compared to developed Western countries.
Furthermore, resources for health and medical services are inadequate to provide
the necessary psychological treatment and services for depressed individuals.
Additionally, stigmatization exists towards the mentally ill, and the help-seeking
behavior among the needy is poor. At the same time, the estimated loss of labor
productivity due to suicide is high; this is partly due to the increasing rate of
suicide among the young and middle aged (Yip et al. 2005b, 2008).

A Public Health Approach to Suicide Prevention

The burden of suicide in Asian countries can no longer be ignored. Suicides have
a significant impact on economic growth and development. Unfortunately, the
majority of suicidal people are reluctant to seek help from health care professionals,
probably because of many cultural factors: suicide is still seen as a taboo subject
that is not widely discussed in the community; stigma towards treatment; limited
availability of treatment; and uncertainty about treatment effectiveness. Suicide
has traditionally been viewed as a mental health issue that is addressed primarily
through clinical intervention, especially the treatment of depression. However, it
has been suggested that the role of mental illness within suicide is not as significant
as it is in the West (Phillips et al. 2002; Yip et al. 2005a, b). Also, it is known that
approximately two-thirds of all people who commit suicide did not receive any
specialist psychiatric care in the year before their death (CSRP 2005). The World
Health Organization (WHO) and many national suicide prevention strategies
(for example, those in the USA, Australia, Ireland, New Zealand, and the UK)
have proposed a public health approach aimed at dealing with suicide prevention,
rather than treating it as a medical problem only.

The public health approach involves three layers of intervention: universal,
selective, and indicative (Table 1). This public health approach acknowledges the
importance of both high-risk and population-based strategies of suicide
prevention, and requires a multi-sector effort to tackle the problem at multiple
levels: in the community (universal strategies), among specific population
subgroups (selective strategies), and among those at a particularly high risk of
suicidal behavior (indicative strategies).
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The public health approach is particularly apt for suicide prevention in Asian
countries. Flooding is a common problem in Asia, and it can be used as a useful
metaphor for suicide prevention. When a flood occurs, rescue teams work hard
to save those affected, focusing attention mainly on the victims who are swept
downstream. Indeed, this is very important, otherwise lives will be lost. However,
in the long term, it is important that the causes of the flood (e.g., upstream
conditions such as deforestation, over-cultivation, pollution, etc.) are ascertained
in order to prevent further flooding. What lies “upstream” of the increasing number
of suicides is often a malfunctioning and disconnected society. A disconnected
community, the breakdown of the traditional family support system, and a stressful
and uncaring community culture, unhealthy working practices are important
correlates of suicidality in the respective communities.

By virtue of its systematic approach to prevent illness, disability, and premature
death, the public health strategy provides a strong framework for creating an
effective and concerted effort to prevent suicide. In other words, public health
interventions not only tackle the “downstream” problems, but also aim to improve
the “upstream” conditions. The Rose Theorem states that a large number of people
exposed to a low risk may generate more cases than a small number of people
who are exposed to a high risk (Rose 1992). The proverb “an ounce of prevention
is better than an ounce of cure” echoes the idea behind this insight. Figure 1
further illustrates this philosophy: by reducing the suicidal risk of the population
at large (shifting the distribution of the suicidal risk of the whole population to
the left), fewer people will have a very high risk of suicide (reduction in the area
under the “danger zone”). Hence, a partnership among mental health professionals
and different sectors of the community should target the larger populations before
any “symptoms” appear, and the risk of suicide becomes imminent.

Table 1.  Universal, Selective, and Indicative Preventive Interventions.

Strategy Definition Examples

Universal For everyone in a population Public education programs about
the dangers of substance abuse

Selective For target subgroups at Programs for the children of
particular risk of suicide parents with manic depressive

illness or victims of physical
sexual abuse, unemployed

Indicative For specific individuals who, Programs for people who already
at examination, have a risk have had suicidal ideation or have
factor or condition that puts made previous attempts
them at a very high risk
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On the basis of rigorous calculations, Lewis et al. (1997) have shown that
high-risk (indicative) strategies would only have a modest effect on suicide rates
within a population, even if effective interventions were developed, and the UK
government’s target for suicide reduction was more likely to be achieved using
population-based strategies that aimed at actively reducing risk among the whole
population. Furthermore, research has shown that suicide can be the tragic
endpoint of the interplay of a wide range of factors, including biological, genetic,
social, cultural, psychological, and behavioral factors. For these reasons, it is
imperative that multiple avenues and the three approaches of intervention should
be considered together for suicide prevention and intervention. As the eminent
psychiatrist Keith Hawton (Centre for Suicide Research, University of Oxford,
UK) put it: “Suicide rates are unlikely to decline as long as we confine our
prevention efforts only to those who are at immediate risk of attempting suicide.”
(Yip 2005)

The Hong Kong Experience: Some Initiatives and Reflections

Hong Kong has demonstrated some unique examples of suicide prevention that
would be of interest and relevance to other countries. We strongly believe that
one size does not fit all. The differences in the strategies being adopted in different

Figure 1 A schematic representation of the Rose Theorem (Rose 1992) and Yip (2005)
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countries are related to the different stages of economic development that countries
have reached. The importance of the availability of resources for suicide prevention
cannot be understated. There is always cost involved for any suicide prevention
effort, but the potential benefit for preventing suicide will outweigh its cost. There
are some important ingredients from suicide prevention strategies in Hong Kong
that can be applied to other countries. One example is government commitment:
it is important to have support from the government to do any suicide prevention
work in the community. Raising awareness of the importance of mental health
can be more cost-effective if the government is willing to come on board and
provide help. Support from the government cannot be taken for granted. In some
situations, mental health and suicide prevention is not high on their list of priorities
and will not be given the requested support. However, schools and other
government departments and agencies can be effective mediums through which
to communicate the message across the community. The Hong Kong Jockey Club
Centre for Suicide Research and Prevention (CSRP) at The University of Hong
Kong was established in 2002 and is supported by the Chief Executive Community
Fund that provides resources for projects which can provide direct benefit to the
community. The centre was set up during a time of increased suicide rates in the
community, and the government was under pressure to do something. An
international advisory committee that consisted of esteemed suicide research
scholars was set up and is chaired by the Secretary of Justice (Ms Elsie Leung, a
senior government official) at the time.

We have also managed to build channels to communicate our opinion that
mass media reporting on suicide is an issue of great importance. The rapid spread
of suicide by poisoning through charcoal burning is very much related to the
sensational and overwhelmingly detailed description of the method to the
community (Liu et al. 2006; Chan et al. 2005; Yip et al. 2006).

The nongovernmental organizations (NGOs) that are working on suicide
prevention in Hong Kong have formed an alliance so that each stakeholder can
be better informed about the latest knowledge and developments. Despite some
differences in expectations and logistics among suicide prevention agencies,
communication in the community has been improved and expanded. The CSRP
has also actively participated in providing training to frontline individuals, such
as teachers, social workers, and insurance agents. The CSRP’s website on
depression, entitled “Little Prince is Depressed” (www.depression.edu.hk), has
won the Silver Innovation award (Asian Wall Street Journal) and the Hong Kong-
based best ten meritorious awards for its innovation and creativity in reaching
out to the public and destigmatizing depression. This effort can be seen as part of
the universal intervention program for the community.

A community project for suicide prevention has been launched by the Hong
Kong Police Force in one of the districts on Hong Kong Island. The stakeholders
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in the community, including many Government departments, for example,
housing department, social work department, schools, district office, police, and
hospitals, are part of the community task force. One of the objectives is to raise
awareness of the problem of suicide in the community, thereby improving the
connectedness among stakeholders who seek to further improve the care provided
for suicide-attempt survivors. The project is inspired by a successful community-
based suicide prevention effort on Cheung Chau Island, which is a popular getaway
destination in Hong Kong. After a local visitor committed suicide by burning
charcoal in a holiday flat in 1998, the island became a notoriously popular place
to commit suicide. To tackle the problem, local representatives of the island
initiated a joint effort to prevent further suicides; this involved a partnership
among community members, the police, and mental health care professionals. In
the two years since the program was implemented, suicide rates have decreased
substantially. This example illustrates the effectiveness of a timely in-person crisis
intervention and community-based gate keeping in preventing suicide, and has
strengthened the belief that suicide is preventable. Prevention needs the
involvement of the whole community, including volunteers. Implementing a
neighborhood watch scheme and strengthening the community network seem to
be promising measures that can prevent suicide at the community level (Wong et
al. 2008; Knox et al. 2003).

Other community-based suicide prevention efforts have been implemented
in the last few years: the CARElink service in the police department and
Greenpasture in the public hospital system, which are tailored to provide
counseling and support services to the police force, and medical and health
workers, respectively.

Regarding selective intervention, there is a special program for pathological
gamblers and mental illness. Additional efforts and resources from the government
have been channeled to those districts where higher suicide rates are found.
Consideration is also being given to youth mentoring programs for young people
with suicidal risk in the community (e.g. Peter Lee’s Youth Mentoring Program).
Training is also provided for medical doctors and allied health care workers in
order to raise their awareness and enhance their competence to deal with suicidal
patients.

Regarding indicative strategies, which are especially helpful for those who
have deliberately self-harmed, efforts have been made in accident and emergency
(A&E) departments to enhance the treatment protocol and discharge plan because
a significant proportion of suicide reattempts are admitted to A&E departments.
It has been shown that making use of existing community resources to enhance
drug compliance, family acceptance, and employment opportunities is crucial
for reducing suicidality among people with mental illness (Yim et al. 2004). The
police have implemented training programs so that frontline staff are better able
to deal with deliberate self-harm and domestic violence calls.
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Our psychological autopsy study (Chen et al. 2006) and prevalence study
(Liu et al. 2006) suggest that the important risk factors are psychiatric problems;
unemployment; unmanageable debts; poor social problem-solving skills; and being
separated, divorced, widowed, or never married. Depression is an important risk
factor for suicidal behavior. However, having good coping skills, a strong family,
and a strong social support system, and being socially connected and responsible
to one’s family make people more resilient to adverse life situations. These findings
suggest that if suicide prevention efforts only make use of medical and health
care professionals, the effect on suicide reduction would be limited. Suicide
prevention efforts need to tackle multiple causes of suicide and suicidal behavior
by addressing all possible avenues. Such efforts may include enhancing mental
health education, empowering families to function better, improving the
community network, and, more specifically, restricting access to the means of
committing suicide.

The need for an effective suicide prevention program in Hong Kong is clear.
However, one of the most challenging concerns in offering a suicide prevention
program is the lack of objective evidence on the effectiveness of such a program.
Policymakers and stakeholders often do not have adequate information on what
makes an effective prevention program. Evaluation is very important, and it is
essential for directing the use of scarce resources as well as for constantly improving
services. Therefore, there is an urgent need to develop local skills through rigorous
evaluation. It is also important to make evaluation a necessary, rather than auxiliary
or optional, component of local prevention efforts. A measure of the effectiveness
of suicide prevention efforts is the reduction in the level of suicidal behavior in
the community.

We are appealing to the governments in this region to develop a universal
approach that prioritizes suicide as one of the leading problems in the community
which need to be addressed. This includes providing funding and logistical support
for suicide research and prevention. Additionally, the mass media plays an
influential part in suicide prevention. It is a two-edged sword that, if not managed
correctly, will make vulnerable people follow suit by romanticizing suicide as a
way to resolve problems. International efforts are being made by the WHO and
other organizations that are trying to work in partnership with the media to get
them to participate in suicide prevention work.

People are sometimes skeptical of the effectiveness of restricting access to
the means of committing suicide; however, research does suggest that this is an
evidence-based suicide prevention effort (Liu et al. 2007). By restricting such
access, we are buying time, which allows more opportunities for intervention.

Regarding the selective approach, there are certain groups who are at high
risk of suicide: women living in rural China, the unemployed, those who suffer
from mental illness, and those experiencing family violence and divorce. It might
be worthwhile to consider certain programs, and some tailor-made programs
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might be more effective in helping those in high-risk groups. For a selective
program to work, it might be necessary to procure additional resources to do the
work properly; however, it is important to be able to make use of community
resources. For example, with community support, this relatively high-risk group
(e.g., ex-mental health patients) can be reintegrated into the community more
successfully which has been shown to be significant in reducing the suicide risk
among the ex-mental health patients. (Yim et al. 2004)

Regarding indicative intervention, which is especially helpful for those who
have made previous suicide attempts, it is important that the management of
existing health care systems be improved for these groups. Suicide risk among
recently discharged mental health patients is particularly high, and the treatment
protocol for those who have deliberately self-harmed and have been admitted to
hospital needs to be carefully monitored. Research also shows that for people
who have made a previous suicide attempt, their suicidal risk increases by 60%–
300%; therefore, we need to try and understand their needs better so that more
effective services can be provided to them.

National Suicide Prevention Strategy: Are We Ready?

National Suicide Prevention Strategy has been launched by many different
countries: the USA, England, Scotland, Australia, New Zealand, Finland, and
Norway. They have developed comprehensive national suicide prevention
strategies that incorporate a public health approach. National strategies for suicide
prevention in these countries share a number of common elements, including
the use of educational settings as sites of intervention; attempts to change the
portrayal of suicidal behavior and mental illness in the media; efforts to increase
and improve the detection and treatment of depression and other mental illness;
an emphasis on reducing the stigma associated with help-seeking behaviors;
strategies designed to improve access to services; promotion of effective preventive
efforts with rigorous evaluation; and efforts to reduce access to the means of
suicide. In learning from other countries, Hong Kong should place great value
on implementing a similar public health approach; however, the Hong Kong
government has yet to endorse a national strategy campaign.

Indeed, suicide is everyone’s business. Not all suicides are preventable, but
we certainly can make a difference. The suicide problem in Asia is huge. The cost
is high. Every year, more than 500,000 people die from suicide in this part of the
world. Increased research and prevention in this region will not only reduce the
suicide rate in Asia, but the information and evidence will be of benefit to the
West as well. Despite limited resources, we can make a contribution. Suicide is
not only a problem in Asia and the stakes are high, so let us spare no effort in
combating the rise of this tragedy.
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