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INTRODUCTION

The question concerning the meaning of life, which the individual can not find answer to, is

brought up in the background of self-destructive behavior and suicide. Several forms of self-

destructive behavior and suicide are known of this exclusively human behavior. The

unhealthy lifestyle, the loss of hope, the commitment to destructive ideologies that destroy

values, the negative effects of incredulous ideas the loss of traditions, the intense growth of

personal interests against the community, the disintegration of traditional family structures,

the serious deficiencies of the conflict solving practices can be found at the counties

population.

The serious deficiencies of the health behavior (deficient physical activity, unhealthy

nutrition, smoking, obesity, the neglect of screenings and cures) the distortion of the

proportions of work and relaxation, excessive alcohol consumption, risk seeking behavior, the

unsolved question concerning the meaning of life, covering problems with illness and suicide

destroys the counties population in a much larger proportion than that of other Hungarian

counties or other European countries.

The above facts are reflected in bad demographic and mortality indicators.

The proportion of depressive illness, the “final common pathway” towards suicide, is high

and still growing. According to the Hugarostudy research the Beck Depression value in Bács-

Kiskun county was 8.42 compared to the national value of 7.88 in 2002. Among men, this

value was 7.04 in 1995 and increased to 8.06 in 2002. The value was 5.31% lower than the

national value in 1995, while the value of 2002 is 14.49% higher, which is 13.47% higher

than the national value.

Bács-Kiskun county is part of the Southern Great Plain region. The area of 8445 square

kilometers is 9.1% of Hungary. The population was 536,290 by the end of 2006, which was

5.3% of the Hungarian population. The male population was 254,757, while the female

population was 281,533. The proportion of those older than 60 is 22%, which is 0.4% higher

than this proportion of the national population. The average life expectancy at birth of men in

the county is 68.92 years, which is 0.33% lower than the life expectancy of men in the region,

0.16% lower than that of men in Hungary, and 10.1% lower than that the average life

expectancy of men in Austria. The average life expectancy at birth of women in the county is

77.34 years, which is 0.2% lower than the life expectancy of women in the region, 0.01%

lower than that of women in Hungary, and 6.03% lower than that the average life expectancy

of women in Austria. The number of live births per 1000 population is 9.6, which is 3.0%

lower than the national value. The number of deaths per 1000 population is 13.3, which is
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1.5% higher than the national value, and 47.8% higher than that of Austria. The tragic nature

of the situation is obvious: three settlements have higher death rate than the death rate of

Hungary 100 years ago, and in 7 settlements, the death rate is higher than 20 per 1000. In

1937 the number of deaths per 1000 was 13.5 in Hungary. In 2006, 67 of the counties

settlements had higher death rate than Hungary had in 1937, and 15 settlements had a death

rate higher than 19 per 1000. The question, why these facts are neglected by the health

politics is worth consideration.

The number of suicide is high. There is no other tragic, painful, unreasonable, unexplainable,

unclear and mystified phenomenon like suicide. We do not know the real reason, and we may

not know it because suicide and attempted suicide is multi-causal, which can never be traced

back to one single cause: always large number of biological, psychological-psychiatric,

historical, social and cultural factors play role in its development. It proved however, that

more than 90 percent of those died in suicide and those attempting one suffer from a

psychiatric illness in the time of event, which is in most cases major depression, alcohol

concerned or drug related illness or schizophrenia. If major depression is connected with

alcohol or drug illness, the risk of suicide is especially high. On the other hand, vast majority

of the depressed or schizophrenic patients and addicts never commit a suicide, and more than

50 percent of them never attempt one, so beside the psychiatric illness, psycho-social factors

play an essential role in the formation of the self-destructive behavior. The psycho-socially

underprivileged people are endangered in the concern of a suicide, especially if they suffer

from a psychiatric illness. It is widely known for a long time, that relevant social/family

support, real (not formal) piety, and the large number of children count as protective factors in

suicide. Since approximately one third of those died in suicide had at least one antecedent

suicidal attempt, it must be considered a serious risk. The social changes of the county is not

yet described in details, we can only suggest, than the great changes in everyday life

destroyed the net of family connections, which can be the reason behind the increase of some

psychopathological phenomena: the increase in the number of those suffer from neurosis,

depression, alcohol related problems, the increased consumption of tranquilizers, illegal

drugs, and the misuse of drugs. The above negative anomalies were somehow compensated in

the last couple of years by the development of psychiatric treatment with up-to-date

antidepressants and antipsychotic medicines that can decrease the suicide mortality related to

these illnesses, and improved the quality of life of the patients. Despite the above mentioned

improvements of the last couple of years, the illness of the majority of depressed patients does

not get to recognition even today in the primary care system and so the suitable treatment is
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not obtained. The lack of recognition of depression and proper treatment is obvious in

depressed patients who commit suicide, most of whom do not receive adequate antidepressant

treatment. In the mid 1980’s a study of Gotland island in Sweden was the first, which showed

that the short, intensive depression recognition program for the family doctors reduces the

suicidal mortality of a given area, primarily as a result of the decrease of the depressed

suicides' number. That fact, that 83% of those who attempted or committed suicide visits their

family doctor during their last year, and half of them visits their family doctors in the last

three months of their life underlines the family doctors' role in the recognition of the suicidal

danger and the prevention of suicide. Results of the Gotland study were confirmed by studies

in Nürnberg, Germany and Jamtland, Sweden.

As a part of an increasing international interest, in 1998 Dr. Zoltán Rihmer was called upon

by professors Dr. Herbert Hendin and Dr. John Mann on behalf of the management of

American Foundation for Suicide (AFSP), to organize a suicide prevention program similar to

the Gotland study in Hungary. Dr. Zoltán Rihmer, knowing the candidate’s previous works,

the high suicide mortality has chosen the Kiskunhalas hospital psychiatric ward’s service area

for the project.

In October-November 2000, we started a two year depression recognition and suicide

prevention program in this area, in which we aimed the psychiatric education of voluntary

primary care physicians and district nurses focusing the recognition of depression.

During the education program leading Hungarian and American experts on psychiatry had

lectures and seminars.

AIMS

1. To examine mortality caused by self-destructive behavior in the neighboring countries, in

the historically related Finland, in Switzerland, as a country with ideal economic situation,

and the comparison of these data to those of Hungary in 1995-2005/6.

2. To examine mortality caused by self-destructive behavior in Bács-Kiskun county with

special concern to suicide.

3. To find methods through which the increase death rates in the county can be stopped, or

turned to a decrease.

4. To examine the efficiency of depression recognition and suicide prevention education

programs for primary care physicians in concern to suicide rates, and finding methods to

decrease the number of suicides based on the results.
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Details:

* To collect relevant demographic, mortality, and suicide statistical data in the county

reflecting the self-destructive behavior of the population.

* To collect relevant demographic, mortality, and suicide statistical data in Finland,

Switzerland, and in the members of EU-15 countries reflecting the self-destructive behavior

of the population.

* To prove that the proportion of people dying because of illnesses that originate from self-

destructive behavior is higher, and the average life expectancy is lower than the national and

European averages.

* To examine how the above rates of micro-regions relate to those of the county.

* To examine the efficiency of depression recognition and suicide prevention education

programs to primary care physicians on the basis of the linear relation of non-diagnosed and

non-treated depression and suicide.

* To examine the trends of the above variables in the Kiskunfélegyháza control region.

* To examine the effect of the program to patients of different gender.

* To examine the effect of the program to Kiskunhalas city population compared to the

population of the rural areas around Kiskunhalas.

* To examine the strength and nature of connection between the use of antidepressants and

fatal suicides in Hungary and Bács-Kiskun county.

* To design detailed prevention programs on the basis of the above results to decrease

mortality, especially mortality related to suicide.

METHODS

Our thesis is based on two methodological fields:

I. The joint analysis of Bács-Kiskun county data and Hungarian demographic and mortality

statistical databases.

II. Multidimensional analysis of the efficiency of Kiskunhalas depression recognition and

suicide prevention program on the basis of the statistical analysis above.

Data sources:

I. Demographic, medical and mortality statistics:

Hungarian Central Statistical Office official yearbooks, (Demographic Yearbooks, Health

Statistics Yearbooks 1995-2006, Bács-Kiskun county Statistical Yearbooks 1995-2006) WHO

databases, (MBD-European Mortality Database. WHO-Report Office for Europe 2007.

(http://data.euro.who.int/hfadb).

http://data.euro.who.int/hfadb
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2. Data related to suicide:

Hungarian Central Statistical Office official yearbooks, (Demographic Yearbooks, Health

Statistics Yearbooks 1995-2006, Bács-Kiskun county Statistical Yearbooks 1995-2006) WHO

databases, (MBD-European Mortality Database. WHO-Report Office for Europe 2007.

(http://data.euro.who.int/hfadb), individual data from the Hungarian Central Statistical Office,

data from the Health Department of the Bács-Kiskun county Police, the Kiskunhalas Police

and the Hungarian National Ambulance and Emergency Service, Primary Care Service and

from other publications.

3. Data related to attempted suicides:

Data from the Hungarian National Ambulance and Emergency Service and Kiskunhalas

Hospital.

4. Data related to the use of medicines:

Data provided by the National Health Insurance Fund and data published by relevant authors.

When analyzing the use of antidepressants, we considered four variables and compared them

to the number of suicides.

Ad I.

The following analyses were made by the linking of the above databases with Bács-Kiskun

county data:

Demographical data:

* The relevant demographical data (number of live births, mortality, marriages, divorces,

infant mortality per 1000 live births) were analyzed in Hungary, the neighboring countries

(Slovak, the Ukraine Rumania Serbia, Croatia, Slovenia and Austria), Finland and

Switzerland.

* The average life expectancy at birth between 1995 and 2006 in Hungary was analyzed and

compared to that of the neighboring countries (Slovak, the Ukraine Rumania Serbia, Croatia,

Slovenia and Austria), Finland and Switzerland.

* The average number of abortions per 1000 live births in Hungary was analyzed and

compared to that of the neighboring countries (Slovak, the Ukraine Rumania Serbia, Croatia,

Slovenia and Austria), Finland and Switzerland and the members of the EU-15 countries.

* Data related to alcohol consumption were analyzed and compared to that of the neighboring

countries (Slovak, the Ukraine Rumania Serbia, Croatia, Slovenia and Austria), Finland and

Switzerland and the members of the EU-15 countries.

* The relevant demographical data (number of live births, mortality, number of abortions per

1000 women between ages of 15 and 49, the number of abortions per one hundred live births,

http://data.euro.who.int/hfadb
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infant mortality per 1000 live births) were analyzed in Bács-Kiskun county between 1995 and

2006.

* The average life expectancy at birth in Bács-Kiskun County was analyzed and compared to

that of other counties of Hungary.

* The relevant demographical data (number of live births, mortality, marriages, divorces,

infant mortality per 1000 live births) were analyzed in the micro-regions of Bács-Kiskun

county and in the towns and cities of the county between 1995 and 2006.

Data related to mortality:

* Mortality rates per 100,000 population were analyzed in Hungary and compared to that of

Austria, Finland, Switzerland and members of the EU-15 countries between 1995 and 2005.

* Standardized mortality rates per 100,000 population above 65 years were analyzed in

Hungary and compared to that of Austria, Finland, Switzerland and members of the EU-15

countries between 1995 and 2005.

* The mortality rates standardized by WHO on the basis of European population age

distribution were examined in the whole population of Hungary, Austria, Finland, Switzerland

and members of the EU-15 countries between 1995 and 2005 as well as those related to self-

destructive behavior [malignant tumors (cancers of throat, bronchia, lungs), illnesses of the

vascular system (ischaemic hearth diseases, brain vascular diseases), diseases of the

respiratory system, diseases of the digestive system (chronic diseases of the liver, deaths

related to the use of alcohol) deaths related to outer sources (road accidents, suicides)].

* The mortality rates standardized by WHO on the basis of European population age

distribution were examined in the whole population of Hungary, Austria, Finland, Switzerland

and members of the EU-15 countries between 1995 and 2005 as well as those related to self-

destructive behavior [tumors, illnesses of the vascular system, diseases of the digestive

system, deaths related to outer sources – especially suicides)].

* The mortality data of Bács-Kiskun county regions between 1995 and 2006 were examined,

standardized according to the counties’ age distribution, and analyzed.

Data related to suicide:

* Standardized suicide rates between 1995 and 2006 were compared between Hungary, the

neighboring countries (Slovak, the Ukraine Rumania Serbia, Croatia, Slovenia and Austria),

Finland and Switzerland and the members of the EU-15 countries.

* The regional, age, method, day, month, season, the victim’s marital status profession, level

of education and gender distribution of suicides were examined in Hungary between 1995 and

2006.
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* The suicide mortality data of Hungarian counties were compared by gender between 1995

and 2006.

* The regional, age, year of birth, method, day, month, season, the victim’s marital status

profession, level of education and gender distribution of suicides were examined in Bács-

Kiskun county between 1995 and 2006.

* The suicide mortality of Bács-Kiskun county regions were compared and examined between

1995 and 2006.

* Connections between suicide and mortality caused by accidents and illnesses were

examined in Bács-Kiskun county between 1995 and 2006.

* The complex methodology of the prevention of self-destructive behavior was detailed.

Ad II. Methods of the efficiency analysis of a depression recognition and suicide prevention

program in Kiskunhalas.

Elements of the depression recognition and suicide prevention program in Kiskunhalas:

1. We visited the primary care physicians on the Kiskunhalas psychiatric ward's service area

and we offered the opportunity to participate in the program. We involved the district nurses

in the training program beside the primary care physicians. In October and November of 2000

we started an intensive two year depressions recognition and suicide prevention education

program with a set of two 20 hour training courses, where the primary care physicians and

district nurses were educated primarily for the recognition and treatment of depression. The

program was prolonged till the summer of 2005. The Kiskunfélegyháza region was chosen for

control region.

2. We complemented the education of the primary care physicians and district nurses with

information leaflets, primarily with that of informing about a specialized Beck scale

completed with questions related to attempts of suicide, alcohol consumption and smoking.

For the primary care physicians more than 80 000 Beck depression scale were distributed. The

summary of lectures and presentations were also distributed among participants before the

actual education sessions.

3. Education sessions were completed with lectures of the social background of suicide.

4. We organized a depression clinic for a ten hour weekly service in addition to the normal

psychiatric service hours, where the primary care physicians could send in their patients for an

immediate care. On the depression clinic we assured for the doctor and the nurse the

opportunity at the first occasion for the filling in of an extended documentation and the follow

up protocol was also developed.
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5. We organized a continuous, 24 hours/day telephone service, through which primary care

physicians and the district nurses could ask for psychiatric help in connection with their

patients any time.

6. We provided two psychiatric nurses for the support of the treatment of elder patients at the

primary care physicians.

7. Psychological interviews were conducted with the relatives of more than a hundred victims;

two of our colleagues obtained the necessary trainings for these at Columbia University, New

York. We reported on the preliminary results in the national and international literature, and

on national and international congresses.

8. I examined the use of antidepressants (N06A) in the Kiskunhalas region, Kiskunfélegyháza

micro-region, in Bács-Kiskun county and in Hungary.

9. I informed the mayors of the settlements about all these activities and I offered them the

opportunity of lectures which were accepted and lectures were kept at some of the

settlements.

Data procession and analysis:

The examination of time series, the standardization of raw statistical data, the making of

statistical boards, map depiction; the calculation of ratios based on concentrated sampling, the

mathematical statistical analysis of the contexts between the collected data.

Statistical analysis of the Kiskunhalas program:

The suicidal rates, the number of prescriptions of antidepressants the number of the deaths

which are connected to the alcohol were compared with repeated measurements, and entered

into the SAS GLIMMIX software to build up generalized complex lineal models (SAS

Institute Inc, Cary, North Carolina). Poisson distribution and log-link functions were applied.

We used the Poisson distribution because suicide is a rare event and this made the setting up

of multi factor models for the distribution of elemental events possible. We used a non-

structured variance-covariance matrix and got a type 3 summary result. The proportion of

unemployment and basic suicidal data were compared with the use of not-parametric

Wilcoxon rank sum test at the intervention and control areas. The data between 1996 and

2000 (2000 included) represents the pre-intervention period, the ones between 2001 and 2005

(2005 included) represents the post-intervention period.

The connection between the use of antidepressants and the number of suicides were tested

with a Spearman correlation analysis for the comparison of the use of antidepressants and the

number of suicides by gender. We found significant connections at p<0.005 level with a value

of 0.75.
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RESULTS:

1. I collected and analyzed relevant demographic, mortality, and suicide statistical data

reflecting the self-destructive behavior of the population in Bács-Kiskun county, Hungary, the

historically related Finland, the idealized Switzerland, and in the members of EU-15

countries.

2. I proved that we lose much more victim in Bács-Kiskun county as a result of the self-

destructive behavior, than the majority of European countries.

3. I examined the efficiency of depression recognition and suicide prevention educational

programs for the family doctors planned and conducted in Kiskunhalas, I compared it with

Kiskunfélegyháza micro-region, Bács-Kiskun county and Hungary. I compiled a program to

reduce the number of suicides based the results.

4. I examined the connection between the use of antidepressants and the number of finished

suicides in Hungary, in Bács-Kiskun county.

5. I compiled a program to reduce the number of suicides based the results.

Demographic situation in the countries examined:

The average life expectancy at birth is almost the second lowest in the region following The

Ukraine, and the third lowest in case of women following Rumania and Serbia. The average

life expectancy at birth was 5.29 years higher for men and 3.7 years higher for women in

Slovenia in 2005. The average life expectancy at birth was 8.06 years higher for men and 5.7

years higher for women in Austria. The average life expectancy at birth was 7.06 years higher

for men and 5.54 years higher for women in Finland, while the average of the EU-15

countries were 8.06 years higher for men and 5.32 years higher for women in 2005.

Although the number of the induced abortions between 1995 and 2006 was reduced by

27.3%, Hungary is still at the third worst place in the examined eleven countries. This number

was 75.4% lower in Croatia, 35.9% lower in Slovenia, 62% lower in Finland, 70.4% lower in

Switzerland.

The alcohol consumption is the highest in Hungary, and the tendency is rising.

Demographic situation in Bács-Kiskun county:

When comparing demographic data in Bács-Kiskun county with international data, I found

that almost all indicators are worse than those of most European countries. The number of live

births did not reach the value of 10.0 in the last ten years. In the examined period the number

of live births reduced by 13.5%, the raw mortality rate reduced by 13.1%.

The mortality was never under 13.0, in a year it exceeded the value of 15.0, and in five years

the value of 14.0. The distribution according to the marital status foreshadows the crisis of
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marriage in the county. The examination of the micro-regions shows considerable scattering

inside the county.

Mortality in the countries examined:

In Hungary mortality improved 16.2% (male: 16.3, female: 15.4%) between 1995 and 2005.

From among the main causes of death at the women which are connected to the self-

destructive behavior in the examined period, the mortality caused by exterior reasons

decreased the most intensively by 41.1% while mortality caused by the respiratory system

decreased the least (among males 13.7%, among females 2.4%). The mortality caused by the

circulatory system improved 24.4% among males, while ischaemic heart diseases mortality

became 5.05% higher (males: 0.75%, females: 12.3%). Mortality caused by the digestive

system improved more than 30% in both gender 30%. Unfortunately mortality caused by the

malignant tumors of thetrachea, the bronchus, and the lungs improved 17.1% among women.

Mortality caused by diabetes grew 72.3% (males: 101.9%, females: 53.6%). Alcoholic

mortality shows considerable decrease: 45.3% (males: 43.9%, females: 47.55%) although

these mortality indicators are still high in European relation.

Between 1995 and 2005 standard mortality in Hungary decreased by 16.2%. The decreasing

was higher only in Austria and Slovenia, lower in the other neighboring countries except

Serbia, where we found an increase in mortality.

The standard mortality of the examined developed countries not only significantly lower than

the Hungarian indicators, but the decrease of the mortality was higher in these countries in the

examined period, than on Hungary.

Standardized mortality for 100,000 of malignant tumors in 2005 was 43.2% higher than in

Austria, 66.4% higher than in Finland, 36.8% higher than in the EU-15 member states'

average. In Switzerland the difference was 74.7%

Standardized mortality for 100,000 of circulatory system in 2005 was 109.2% higher than in

Austria, 108.9% higher than in Finland, 135% higher than in the EU-15 member states'

average. In Switzerland the difference was 180.3%

Standardized mortality for 100,000 of ischaemic heart diseases showed a 5% increase in

Hungary, while the other countries showed decrease: Austria 28.3%, Finland 31.5%, the

members of EU-15 countries 29.8% and Switzerland 31.6% by 2004. Standardized mortality

for 100,000 in 2005 was 134.4% higher than in Austria, 84% higher than in Finland, 217.7%

higher than in the EU-15 member states' average. In Switzerland the difference was 222.7%
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Standardized mortality for 100,000 of respiratory system in 2005 was 38.6% higher than in

Austria, 58.9% higher than in Finland, 0.4% lower than in the EU-15 member states' average.

In Switzerland the difference was 30.0%

Standardized mortality for 100,000 of digestive system in 2005 was 132.3% higher than in

Austria, 87.7% higher than in Finland, 136.5% higher than in the EU-15 member states'

average. In Switzerland the difference was 285.7%

Standardized mortality for 100,000 of external causes in 2005 was 54.8% higher than in

Austria, 2.0% lower than in Finland, 87% higher than in the EU-15 member states' average. In

Switzerland the difference was 103.9%

Standardized mortality for 100,000 of road accidents in 2005 was 48.0% higher than in

Austria, 76.5% higher than in Finland, 44.6% higher than in the EU-15 member states'

average. In Switzerland the difference was 131.6%

Mortality in Bács-Kiskun county:

Examining the mortality indicators related to self-destructive behavior of the county we found

that the mortality caused by the illness of the respiratory system increased by 35.1%, that of

caused by alcohol related liver illnesses increased by 47.8%, that of related by the digestive

system increased by 34.8%, that of caused by road accidents increased by 37.0%, and that of

related to suicide increased by 29.1%. When comparing the counties mortality rates with

national ones in 2006, we found, that mortality caused by the illness of the respiratory system

was 69.4% higher, road traffic accident mortality was 46.7% higher and suicide mortality was

40.6% higher than the national average

Mortality in the micro-regions of Bács-Kiskun county:

In the thesis I presented the detailed analysis of raw and standardized mortality rates by

micro-regions.

Suicide in Hungary:

Comparing Hungarian standardized suicidal data with those of the neighboring countries we

found that in 2005, Hungary had the highest suicide rate and Rumania the lowest. Differences

are much higher when compared to Austria, Finland, as a relative nation, the ideal

Switzerland, and the average of the EU-15 member states.

In 2005 the suicide rate in Hungary was 57.3% higher than in Austria, 31.7% higher than in

Finland, 134.1% higher than in the EU-15 member states' average. In 2004 suicide rate in

Hungary was 62.4% higher than that of Switzerland. The decrease of suicide rate was higher

in Austria, Finland, in the EU-15 countries and in Switzerland than in Hungary
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Comparing the counties of Hungary, we found that the situation is still worse in the southern

and eastern regions. The examination of the time series comparing Bács-Kiskun county with

the different counties I found an interesting parallel incline and a downward tendency which

is independent of the number of the suicides, onto which I did not find an explanation.

Suicide in Bács-Kiskun county:

The number of the suicides despite the rising in 1999 decreased gradually from 1995 in Bács-

Kiskun county. The number of suicides per 100,000 decreased 29.1%, (from 48.4 to 34.3)

compared to the national ratio of 25.1%, (from 32.6 to 24.4). Among men suicide rate

decreased 31.4% (from 79.1 to 54.2) compared to the national decrease of 22.5% (from 50.2

to 38.9). Among women suicide rate decreased 20.8% (from 20.2 to 16.0) compared to the

national decrease of 31.5% (from 16.5 to 11.3). Comparing age groups we found that in the

20> group only some cases appear a year between zero and six case. The women's rate shows

a rise in the 40-49 year age groups. The number of the suicides above the 60 years shows mild

elevation in both genders in Bács-Kiskun county and in Hungary as well in the latter years

beside the decrease of suicides. (Although the number of the national cases also increased in

the 60-69 year age groups) most victims were from the group of 60-69 years in the 2006, this

was followed by the 70-79 year, then the 40-49 year groups. It is tragic, that in the 60< age

group had the 54.3% of female victims compared to the 43.2% of the national value.

From among the methods of the suicide self-hanging is still the most common way in both

genders, and the incidence proportion is higher than the national average. At certain

settlements self-hanging is almost the only method used. The number of the poisonings

among male victims was 13.8% compared to the national 10.7% value; among female victims

these numbers were 23.9% and 33% respectively. From among the other methods the use of

the firearm occurs increasingly among men, among women jumping from high places or into

water occurs in a couple of cases, but the number of these cases remains below 10 generally.

The micro-region data proves that where any kind of effort happened towards the correction

of recognition of depression, the number of the suicides shows a higher decrease. In the

Kiskunmajsa micro-region we got especially good results that did not fall back after the

finishing of the program. The good results originate from the increased attention, the

strengthening of the cooperation between the local service network's members.

Discussion of Kiskunhalas program:

The number of suicides changed between 1995 and 2006 as follows: Bács-Kiskun county:

male: decreased from 206 to 138: - 33.0%, female: decreased from 56 to 46: - 17.9%, total:
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decreased from 262 to 184: - 29.8%. Hungary: male: decreased from 2550 to 1861: - 27.0%,

female: decreased from 778 to 599: - 23.0%, total: decreased from 3328 to 2460: - 26.1%.

Kiskunhalas psychiatric ward service area: male: decreased from 40 to 22: - 45.0%, female:

decreased from 11 to 4: - 63.6%, total: decreased from 51 to 26: - 49.0%. Kiskunfélegyháza

micro-region (control region) male: decreased from 18 to 15: - 16.7% female: increased from

1 to 5: + 500% (increase!) total: increase from 19 to 20: + 5.3%.

The number suicides per 100,000 decreased from 59.7 of the previous five year period to 49.9

of the test period, which means, that we saved 34 lives during the program (15.45%). The

decrease was 16 persons in Kiskunfélegyháza, in Bács-Kiskun county it was 183 (14.7%), in

Hungary 2510 (15.2%). Results are more obvious when 1999, the last year before the program

is compared to 2006, the final year of the program.

When the population is separated to urban and rural groups, or male and female ones, we

observed an area/gender/time connection. The number of female suicide victims decreased in

the Kiskunhalas region, the number of the suicides was growing in Kiskunfélegyháza micro-

region. This can be a result of the growing number of antidepressant prescriptions in the

Kiskunhalas region. Although results are promising, they are not so dramatic, than they were

in the Gotland study, and these differences warn about the limits of an intervention that was

designed for an area with suicidal reasons different from those of the intervention area. At the

same time, these results reflect the effects of the change of prescription practices to suicide

rates in an area where suicide rates show a decreasing tendency in more than a decade –

before and during the intervention period. However, benefits can be found when compared to

both the country, and the county. When compared to Kiskunfélegyháza micro-region, the

program was more effective on country where the suicidal indicator was higher in the five

years before the program, than in the city.

One of the reasons of the good result of women living on the rural area may be that most of

the antidepressants were purchased by women. The higher influence of the depression

treatment on women goes parallel to the results of Gotland results in Sweden, where the

experiences show, that the decrease after the first intervention appeared almost exclusively

among seriously depressed women while the men's suicidal rates showed almost no change at

all. According to subsequent psychological analyses in the course of the program in the

Kiskunhalas region alcohol problem took part in 75% of the male and 21% of the female

suicides cases. There is no AA group in Kiskunhalas; the only treatment for alcoholism is a

short hospital treatment in case of alcohol withdrawal syndrome with delirium (F10.4). We

treat roughly 3-400 cases in a hospital annually, this signs the gravity of the untreated
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alcoholism. The the primary care physicians were sceptic regarding the efficiency of the

treatment of alcoholism. The treatment of male alcoholic population requires an intensive

health education campaign and several institutions.

The training of the primary care physicians modifying the clinical practice in the treatment of

depression does not modify it inevitably practice of treatment. Most primary care physicians,

especially initially, showed big interest and it welcomed it enthusiastically the suicide

prevention program. It seemed at the same time that suicidal events caused less concern, than

in countries where the suicide rate is much lower. During the program, there were only three

primary care physicians who did not loose any of their patients because of suicide. There was

a doctor with nine finished suicide cases, and there were three of them with seven cases each.

In the educational program the primary care physicians’ participation fell down from 90% of

2000 to 60% by 2001. In the following 4 years it altered between 60% and 39%, and the

follow up participations were also between 80% and 39%. The reason of the changing

participation was the overburden of the the primary care physicians, their loss of interest, or

the growing feeling among them, that they have learnt enough at the first education session, or

the financial stimulation was missing for the participation. There were cases, when the

education session falls on the period of the annual holiday. There were differences in how

strictly the primary care physicians followed the proposals of the suicide prevention

programs, and how much they used of the service provided. Most primary care physicians

employed the Beck depression scale in less than 5% of the cases, while the proposal was the

annual screening of all of the patients. One of the services that the the primary care physicians

used consistently was consultation possibility with psychiatrists; the primary care physicians

called the local psychiatrists with 2-3 occasions weekly averagely. The number of calls was

constant in the course of the 5 years.

The limits of the program origin the fact that we could not get reliable data about the

attempted suicides, so we could not include these data to our final analysis. Suicide attempt

data were provided by the local ambulance service and from the hospital emergency

department, but there were no reports of cases in which medical support was not necessary, or

the victims did not require hospital treatment. We experienced that the number of the suicide

attempts was growing during the period, but it is also likely that more attempts got medical

support. We practically do not know how many unsuccessful experiments happened totality.

In contrary to the literary estimates, in the Kiskunhalas region there are 1.5 attempts among

men for a finished suicide and 7.2 attempts among women, which are altogether 2.7. In

Kiskunfélegyháza micro-region there are 1.4 attempts per a finished suicide among men and
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6.1 attempts per finished suicide among women, which are 2.4 among the whole population

that suggest that most of the attempts remain hidden.

One of the most important evidences is the importance of the reliability of the data concerning

suicide attempts, because non-fatal attempts are more frequent than fatal one, this number can

be a more sensitive variable.

The use of the antidepressants grew in the Kiskunhalas region and in the control region in the

course of the program. In the Kiskunhalas region negative correlation can be found between

the effect of the antidepressants and the suicide rates.

As far as I know, this is the first depression recognition and suicide prevention program in a

region with one of the world’s highest suicide rates. The major strengths of the program were

the long intervention period, reliable data from the suicides and the usage of the

antidepressants before the intervention and in the course of the intervention period, the

application of a control region application, and the examination of traditions defining the

behavior and trends, and other general effects influencing the suicide rate that are not

attributable to the intervention. The bigger decrease in the suicide rate in the Kiskunhalas

region is promising compared with the surrounding county and the whole country. At the

same time the study points out the limits of a suicide prevention program. Taking the

heterogeneous nature of the psychiatric reasons of the suicide into consideration in the

women's and men's case for the efficiency of the depression treatment it has to aim the special

local causes of suicide such as the high number of male alcoholics in the region. Furthermore:

to repair the treatment of depression at the primary care system we need more than an

education program; for example structural changes in the practice of the hygienic services,

such as organizing depression clinics, providing special nurses for the home treatment of

depressed patients. The enclosure of the thesis includes detailed proposals.

CONCLUSIONS:

The overview of Bács-Kiskun county data, the comparison with the national and international

data prove that the large part of the county's population is in an adverse position from several

national health viewpoints. The statistical data show serious national health problems. The

bad health conditions of a decreasing, aging population are signaled by the worse

demographic and mortality indicators in Europe. Based on these data, we can see that the

population not only leads a self-destructive lifestyle, but it is in a more endangered situation

in terms of health and life than the national average. Lots of people do not get to the suitable

medical service, and treatment that could be obtained according to the present status of the
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science, or the country's economic situation. The ambulance service can approach some

settlements late in the county, especially in winter. People living in farms do not have a

chance for survival, when they need emergency services.

Suicide problem is very serious in the county despite the results of the depression recognition

and suicide prevention programs. Yet it is promising that between 1999 and 2007 on the

Kiskunhalas psychiatric department’s service area suicide rate decreased by 53.7%, in Bács-

Kiskun county by 37.4%, and in Hungary by 25.4%. In Kiskunfélegyháza micro-region

suicide rate increased by 14.2%. Suicide rate decreased among men by 48.6% in the

Kiskunhalas psychiatric department's service area, 32.5% in Bács-Kiskun county, and 24.7%

in Hungary. In Kiskunfélegyháza micro-region suicide rate increased by 14.9% among men.

Suicide rate decreased among women by 72.3% in the Kiskunhalas psychiatric department's

service area, 57.7% in Bács-Kiskun county, and 26.5% in Hungary. In Kiskunfélegyháza

micro-region suicide rate increased by 9.1% among women. The results justify the efficiency

of the Kiskunhalas programs.

Some of the additional tasks are primarily preventive, organizational, educational ones; I

detail them in the enclosure of the thesis. First I attempt to summarize the national health

problems, then the tasks to decrease of the number of suicides; a positive change happening in

any of these groups however influences the correction of the other. Both in the national health

problems and in those of suicide it is necessary to ensure priority of the prevention of harms

caused by chronic stress. The literature suggests two considerable approaches: first repairing

the individuals' and groups' conflict solving abilities in a measure that it should be able to be

overcome the conflicts of everyday life in a way, that these conflicts does not risk their health.

Secondly, it is necessary to get the government to the introduction of politics that reduces the

level of chronic stress in the society. It is necessary to always take the man into consideration

behind the economic measures. WHO's and European Union's expectations and decisions on

public health does not seem to succeed neither in Bács-Kiskun county, nor in Hungary. Of

course, achieving considerable results without the insurance of suitable medical and

emergency services is impossible. It is necessary to call the attention of the health

government, the health policy, and political actors at county and national level to the interest

of the more efficient health care. A new priority practice is expected at the National Health

Insurance Found in which prevention gets higher concern. It is necessary to inform the

medical employees, the civil organizations, the ones working in the social area and educators

to the prevention opportunities which can be accomplished promptly without considerable

expenditure. In the schools we have to introduce the forming of conflict solving practice of
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students. It would be necessary to make use of the opportunities offered by the internet in the

preventive programs.

The depression recognition and suicidal programs proved to be efficient. The Kiskunhalas

results justify that despite the strong sociological effects, the number of suicides originate

from depression can be reduced by a suitable antidepressant treatment, and the differences

within a country that last for several decades can be changed. It is necessary to accomplish the

action programs based on the experiences. Only these programs can improve the knowledge

on suicide of the population in general, and especially that of employees' of medical and

social area. These programs can lead to the decrease of the accepting attitude towards suicide,

and the further decrease of suicide one of the most painful problems of modern societies.

SUMMARY

One of the purpose of this study was to investigate the mortality of the result of the self-

devastating behavior in Bács-Kiskun county from 1995 till 2006 especially suicide which has

a lot of deep complicated, ramified psychic, psychiatric, biological, historical, social, cultural

roots. From 1995-2006 the number of population was decreasing. Deaths per thousand

inhabitants are higher than the live births per thousand inhabitants. The number of induced

abortion is high. From 1995 till 2006 there were 55 921 live births, 83 007 deaths and 32 432

induced abortion. In 12006 the mortality was almost the highest in Europe and it was 67,15%

more than in Austria. The very high mortality rate and suicide rate are serious/major public

health problems. Especially serious the 9,6% increasing mortality of the malignant neoplasm

of trachea, bronchus and lung, the 31,9% increasing mortality of the diseases of the

respiratory system and the 16,8% increasing mortality of cerebrovascular diseases. The

suicide has taken/demanded 2 144 male and 614 female together 2 758 tolls/victims during

this time. The depression is the most important risk factor for suicide. In 1995 the suicide was

3,2% of all mortality. This number was 3,5 in 2000, and 2,6 in 2006. (Hungary: 1995: 2,3%

2006: 1,9%) The main purpose was to investigate the effectiveness and practical experiences

of the Depression Recognition and Suicide Prevention Programs in Kiskunhalas region and

work out new, complex, efficient mortality and suicide preventive programs. The successful

recognition and complex treatment of depression might prevent suicide. Kiskunhalas region

annual suicide rate decreased from the 5-year pre-intervention average of 59.7/100,000 to

49.9/100,000. The decrease was comparable to Kiskunfélegyháza the control region, but

greater than both the county and Hungary (p<0.0003 and p<0.001, respectively). In rural

areas, the intervention region female suicide rate decreased by 34% and increased by 90% in
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the control region (p<0.066). The increase in antidepressant treatment was greater in

Kiskunhalas region compared with the control region, Kiskunfélegyháza, the county, and

Hungary and in females compared with males (p<0.002). This study underlines the

importance of the depression recognition and suicide prevention programs for the the primary

care physicians and their nurses. At the end the author works out several complex suggestions

not only for the prevention of high mortality but for the suicide prevention.
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