UK for use in rapid tranquillisation. This may
be the result of these trials being conducted in a
different country. Organisational and cultural dif-
ferences between countries can lead to legitimate
variations in recommendations. It is evident that
treatments used for rapid tranquillisation still do
not have a clear evidence base and uncertainty is
still prevalent.

This work now raises a question: is current
practice ethical in the UK, without the support
of evidence from a well-designed randomised
controlled trial? A local survey conducted in
2010 highlighted high conformity with NICE
guidelines. However, it is evident that cultural and
personal factors influence the recommendations —
not scientific evidence alone. Hence we conclude
that high-quality randomised controlled trials
with large samples are urgently needed. This will
generate more evidence for the development of a
global guideline rather than clinician preferences
dictating their course. We can then hope to envis-
age evidence-based and ethical clinical practice in
the near future.
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World Suicide Prevention Day

n 2003, 10 September was designated World

Suicide Prevention Day (WSPD), an annual
event aiming to raise awareness and prompt
action. The International Association for Suicide
Prevention (IASP), the World Health Organiza-
tion (WHO) and the World Federation for Mental
Health (WFMH) collaborate to host WSPD. Suicide
is a major social and public health issue! Nearly
1 million people around the world kill themselves
every year. Every 40 seconds one person some-
where in the world puts an end to his or her life.
Suicide is a global phenomenon. The highest rates
are among those aged 70 or over, although globally
suicide is the second leading cause of death among
those 15-29 years old.

In September 2014 the WHO published its first
‘World Suicide Report’, Preventing Suicide: A Global
Imperative, according to which 75% of suicides are
in low- and middle-income countries. The WHO
Director-General, Dr Chan, noted “This report is
a call for action to address a large public health
problem which has been shrouded in taboo for far
too long’.

The onset of these activities dates back to the
1990s, when concern about the high rates of suicide
led some countries to approach the United Nations

(UN) and the WHO for help in designing national
plans to tackle this problem in a cost-effective way.
The UN, supported by the WHO, responded by
issuing in 1996 the influential document ‘Preven-
tion of suicide: guidelines for the formulation and
implementation of national strategies’. At that
time only Finland had a government-sponsored
initiative to develop a national framework and
programme for suicide prevention, but within 15
years more than 25 low-, middle- and high-income
countries had a strategy. In 2008, the WHO
identified suicide as a priority condition in the
Mental Health Gap Action Programme (mhGAP),
designed to scale up care for mental, neurologi-
cal and substance use disorders and particularly
aimed at middle- and low-income countries. Re-
search attention worldwide also turned to the
prevention of suicide. WHO member states made
a commitment to work towards a 10% reduction of
suicide rates by the year 2020. Time will show!

A dream turned into a nightmare

ontinuing with the theme of suicide, the same
September 2014 WHO report states that
‘while mental health problems play a role, which
varies across different contexts, other factors,
such as cultural and socio-economic status, are
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also particularly influential. An example of how
socioeconomic status can influence suicide rates
is the dramatic rise of suicides in Greece during
the ongoing recession in the past few years. Branas
and colleagues, examining national data from the
Hellenic Statistical Authority over a period of 30
years, assembled monthly counts of all suicides,
and found that select austerity-related events in
Greece corresponded to statistically significant
increases in suicides. January 2002, a time of opti-
mism which saw the launch of the euro in Greece,
marked an abrupt but temporary decrease in male
suicides. There was then a marked and sustained
increase in male suicides in October 2008, when
the Greek recession began. In April 2012 there
was an abrupt but temporary increase, which, ac-
cording to the authors, followed a public suicide
in response to austerity conditions. Suicide rates
in women also showed an abrupt and sustained
increase from May 2011 and there was a dramatic
increase of 35.8% in women and 18.5% in men
after the passage of the new austerity measures.
Although not able to claim cause and effect, the
authors demonstrate a good correlation between
austerity and suicide increase as well as prosper-
ity and suicide decrease. The authors warn those
in power who consider future austerity measures
to give greater weight to the unintended mental
health consequences as well as to the public
messaging of these policies and related events.

Branas, C. C., Kastanaki, A. E., Michalodimitrakis, M., et al (2015)
The impact of economic austerity and prosperity events on suicide
in Greece: a 30-year interrupted time-series analysis. BMJ Open, 5,
€005619, doi: 10.1136/bmjopen-2014-005619.

A global health risk framework (GHRF)

he outbreak of ebola in West Africa high-

lighted the shortcomings of the current global
health system, claim the authors of an article in the
New England Journal of Medicine. An independent,
multinational Commission on a Global Health
Risk Framework for the Future has now been
established to recommend a more effective global
architecture for mitigating the threat of epidemic
infectious disease. The Commission will be guided
by a sound evidence base and will rigorously analyse
options for improving governance, finance, health
system resilience, and research and development
for global health security. It will aim to foster trust,
internationally, with various levels of government,
civil society, academia and industry, and to keep
the framework from being influenced by politics
or the interests of any one country or organisation.
The Commission’s work will be overseen by an
international group. The authors of the article are
leading this: Dr Dzau is the chair and Dr Rodin the
vice-chair of the International Oversight Group of
the Global Health Risk Framework.

This initiative will look into ways of reforming
or empowering the WHO and the UN systems so
that they respond more effectively to public health
emergencies. These could include the develop-
ment of mechanisms for mobilising a global health
workforce, strong regional networks that share

information to coordinate responses, and possibly
creating national command centres. To ensure
cooperation and global support and effects well
beyond the health sphere, they plan to feature
the Commission’s work at major events of the
UN, the World Health Assembly and the G7 and
G20 groups of countries. They recognise that,
ultimately, world leaders’ actions will determine
international preparedness for future pandemics
and medical disasters.

Dzau, V. J. & Rodin, J. (2015) Creating a global health risk frame-
work. New England Journal of Medicine, 373, 991-993.

What if there were a pill that made us more
compassionate?

A the refugee influx into Europe accelerates
and the drowning of men, women and chil-
dren continues, the attitudes of many of those at the
receiving end are hardening. What if there were
a pill to make us more compassionate? Scientists
claim there may be. Giving a drug that changes
the neurochemical balance of the prefrontal cortex
is associated with greater willingness to engage in
pro-social behaviours such as ensuring resources
are divided more equally.

In a double-blind study, 35 participants, in-
cluding 18 women, received tolcapone, a drug
used in the treatment of Parkinson’s disease (it
prolongs the effects of dopamine associated with
reward and motivation in the prefrontal cortex),
or placebo. They were asked to take a simple
economic test, which involved dividing money
between themselves and an anonymous recipi-
ent. When receiving tolcapone, the participants
divided the money in a fairer and more egalitarian
way than when they received placebo.

The authors suggest that fair-mindedness is
not a stable personality trait and it can be affected
by targeting specific neurochemical pathways in
the brain. Consequently, studying basic scientific
questions about human nature might provide in-
sights into the diagnosis and treatment of social
dysfunctions.

Séez, I, Zhu, L., Set, E., et al (2015) Dopamine modulates
egalitarian behavior in humans. Current Biology, doi: 10.1016/j.
cub.2015.01.071

Forthcoming international events

6-10 July 2016

World Psychiatric Association International
Congress: Integrating Clinical, Community, and
Public Health in Psychiatry

Istanbul, Turkey

Website: http://www.wpaistanbul2016.org

18-22 November 2016

World Psychiatric Association International
Congress: Psychiatry: Integrative Care for the
Community

Cape Town, South Africa

Website http://www.wpacapetown2016.org.za
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