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Management[8]

Active Communication

Communication and consultation with all

stakeholders

Process Execution

Establishing the context

Risk identification

Identification of the sources of a particular risk,
areas of impacts, and potential events
including their causes and consequences

Classification of the source as internal or
externa

Risk analysis

Identification of potential consequences and
factors that affect the consequences

Assessment of the likelihood

Identification and evaluation of the controls
currently in place

Risk evauation

Comparison of the identified risks to the
established rick criteria

Decisions made to treat or accept risks with
consideration of interna,
legal, regulatory and external party
requirements

Risk treatment



Oversight
Similar to the Framework, regular monitoring
and review isrequired

Process

Execution
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PDCA

Context of Organization

¢ Understanding the organization and its context
e Understanding the needs and expectations of

interested parties

e Determining the scope of the management

system
XXX management system
Leadership
e Persons and their roles
¢ Management commitment
e Policy

* Organizational roles, responsibilities and

authorities

Planning

e Actions to address risks and opportunities
* XXX objectives and plans to achieve them

\_

* Improvement

\_

¢ Nonconformity and corrective
action

e Continual improvement

e Support
® Resources
e Competence
* Awareness
e Communication
¢ Documented Information
¢ Operation

e Operational planning and
control

|
2
v

« Performance Evaluation

* Monitoring, measurement,

analysis and evaluation
e Internal audit
* Management review
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JAPAN: National comprehensive suicide prevention strategy after 1998
Drafted by the Japan Trans-disciplinary Research Group on Suicide Prevention
Background

In 1998, the number of suicides in Japan rose remarkably to 32,863. In 1997 there had been
24,391 suicides, and from 1978-1997 the annual suicide rate had averaged approximately
25,000. Most consider this rapid increase as arising from the socio-economic problems facing
the country, particularly the collapse of a number of large financial institutions, along with a
significant rise in unemployment levels. The increase in suicide rates was found in all age
groups, but particularly among middle-aged men.

Despite these commonly recognized forces, suicide remained a social taboo topic in Japan,
and the reality was not widely discussed. Suicide was considered an “individual” problem.

In 2000, the situation began to change when children who had lost their parents to suicide
began to break the taboo by speaking out in the media about their experiences.

In 2002, the Health, Labor, and Welfare Ministry held an “Expert Roundtable on Suicide
Prevention Measures.” The ensuing report outlined that a suicide prevention policy must not
only properly address mental health issues, but it must also require a multifaceted
examination of psychological, social, cultural, and economic factors. However, this report
was treated simply as recommendations by experts, and it was not fully reflected in any
actual policies.

Key Steps

Suicide began to be viewed in Japan as a “social problem” around 2005-2006. This change
triggered concrete actions, aimed at bringing about comprehensive measures to prevent
suicide. In May of 2005, LIFELINK, an NPO collaborated with a member of the Diet in
bringing about the first forum on suicide at the Diet Members’ Office Building. LIFELINK,
together with other NPOs, submitted urgent proposals for comprehensive suicide prevention
at the forum.

The Minister of Health, Labor and Welfare, attended this forum, at which he vowed on
behalf of the government to tackle the issue of suicide. This vow was widely reported in the
media.

Subsequently, a bipartisan group “Diet Members for Suicide Prevention,” was formed in
2006. Buoyed by the “Petition for the Legislation of Suicide Prevention Measures”
submitted by NPOs, which had more than 100,000 signatories, the Basic Act for Suicide
Prevention was signed into legislation by Diet members in June 2006.

Following this, the driving force for suicide prevention shifted from the Ministry of Health,
Labor and Welfare to the Cabinet Office. This signaled that suicide prevention was now
viewed as an overarching government policy, and was not limited to any single ministry. In
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2007, the General Principles of Suicide Prevention Policy was enacted, resulting in a
dramatic change in the approach towards the issue of suicide. It is aimed at preventing suicide
and providing support for the survivors Delineated within it was the philosophy that suicide
prevention policy would help build a society in which citizens live purposeful lives as well as
the various responsibilities of the state.

After the global economic crisis in 2008, the Japanese government secured funding in 2009
through the “Regional Comprehensive Suicide Prevention Emergency Strengthening Fund
( Regional Fund).” In total, the government expenditure for suicide prevention efforts
between 2008 and 2011 was 62.4 billion yen without the Regional Fund. The Regional Fund
was mainly directed to reinforce local suicide prevention activities including intensive public
awareness campaigns during the crucial month of March, a time when it was recognized that
the rate of suicide increased. In 2010, the government designated March as “National Suicide
Prevention Month.”

It also carried out reforms mandating the National Police Agency to release detailed
municipal level suicide statistics on a monthly basis. Through this, it was possible to promote
pragmatic suicide prevention measures in line with local needs. Following an extensive
revision in 2012, the General Principles of Suicide Prevention Policy now also emphasizes
support for the young, as well as those who have previously attempted suicide. Equally
stressed is the importance of cross-organizational collaboration and cooperation by relevant
agencies. The revision aims to achieve a society where no one is forced to choose suicide.

Future Tasks

Following a gradual decrease from 2009 onwards, the number of suicides fell below 30,000
in 2012, for the first time since 1998. This happened largely because of the decrease in
suicides in urban areas. While the suicide rate for young people continued to rise, the rates of
the middle aged and elderly had decreased, resulting in the overall decline. The data of the
National Police Agency also show a marked decrease in suicides related to economic and
livelihood issues.

The reason for the decrease is yet to be scrutinized. However, it may be considered that the
enactment of the Basic Act in 2006, the raising of public awareness of suicide prevention, and
the comprehensive approach taken at the national level (including addressing the social
factors behind suicide) might have had this intended effect. The Cabinet Office reported in
2013 that the Regional Fund for comprehensive suicide prevention had contributed to the
enhancement of nationwide cooperation among the various key groups involved in suicide
prevention, such as doctors, lawyers, NPOs, and neighborhood associations. It also reported
that these funds have helped to promote suicide prevention measures at the local government
level.

WHO states that “suicide prevention requires intervention also from outside the health sector
and calls for an innovative, comprehensive multi-sectoral approach, including both health and
non-health sectors, e.g. education, labor, police, justice, religion, law, politics, the media.”
The suicide prevention strategies and activities carried out previously in other countries were
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mainly focused on the prevention and treatment of mental health problems, along with the
restriction of access to common methods of suicide. Compared to these strategies and
activities, Japan’s strategy has some unique characteristics, particularly the emphasis on
creating a stable society, along with dealing with social factors behind suicides.

We believe that Japan’s comprehensive suicide prevention efforts include some original
features. These include the involvement of the media and politicians in building a society that
does not view suicide as a taboo. The most important challenge now faced in Japan is the
creation of a PDCA (“plan-do-check-act”) cycle of comprehensive suicide prevention
measures and the accumulation of hard evidences to support the cycle. That is: 1) there
must be a thorough analysis of the realities of suicide; 2) followed by the creation of
comprehensive measures based on this analysis; 3) which is then implemented with necessary
cooperation; 4) culminating in a process of close examination and verification of the
implementation.

2014 4

Case Example: Japan — suicide prevention in the face of socio-economic change

Context

In 1998, the number of suicides in Japan rose remarkably to 32,863, from 24,391 the previous
year. From 1978-1997 the annual suicide rate had averaged approximately 25,000. Most
considered this rapid increase as arising from the socio-economic problems facing the
country. The increase in suicide rates was found in all age groups, but particularly among
middle-aged men. Despite these commonly recognized forces, suicide remained a social
taboo in Japan. It was considered an “individual” problem, and was not widely or publicly
discussed.

Drivers of change

In 2000, the situation began to change when children who had lost their parents to suicide
began to break the taboo by speaking out in the media about their experiences.

In 2002, the Health, Labor, and Welfare Ministry held an “Expert Roundtable on Suicide
Prevention Measures.” The ensuing report outlined that a suicide prevention policy must not
only properly address mental health issues, but it must also require a multifaceted
examination of psychological, social, cultural, and economic factors. However, this report
was treated simply as recommendations by experts, and it was not fully reflected in any
actual policies.

Suicide began to be viewed in Japan as a “social problem” around 2005-2006, and triggered
concrete actions. In May of 2005, LIFELINK, a nongovernmental organization (NGO)
collaborated with a member of the parliament in bringing about the first forum on suicide at
the Diet Members’ Office Building. LIFELINK, together with other NGOs, submitted
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urgent proposals for comprehensive suicide prevention at the forum. The Minister of Health,
Labour and Welfare, attended this forum, at which he vowed on behalf of the government to
tackle the issue of suicide. This vow was widely reported in the media.

Into legidlation

Subsequently, a bipartisan parliamentary group supporting the formation of a suicide
prevention policy was formed in 2006. Buoyed by a petition calling for suicide prevention
legislation that had more than 100,000 signatories, the Basic Act for Suicide Prevention was
signed into legislation in June 2006. The basic principles of the Basic Act show the idea that, Suicide
prevention activities should be conducted based on the complexity of suicide related factors,
and should not to be distorted as a mental illness issue, Suicide prevention activities should
include prevention, intervention, and postvention, and suicide prevention should be
conducted effectively under a close co-operation between stakeholders.

Following this, the driving force for suicide prevention shifted from the Ministry of Health,
Labour and Welfare to the Cabinet Office, and suicide prevention became anoverarching
government policy, not limited to a single ministry. In 2007, the General Principles of Suicide
Prevention Policy was enacted, aimed at preventing suicide and providing support for the
survivors. Delineated within it was the philosophy that a suicide prevention policy would
help build a society in which citizens live purposeful lives, and attributed various
responsibilities to the state.

After the global economic crisis in 2008, the Japanese government secured funding in 2009
through the “Regional Comprehensive Suicide Prevention Emergency Strengthening Fund
(Regional Fund).” The Regional Fund was mainly directed to reinforce local suicide
prevention activities including intensive public awareness campaigns during the crucial
month of March, a time when it was recognized that the rate of suicide increased. In 2010, the
government designated March as “National Suicide Prevention Month.” It also introduced
reforms to data collection, mandating the National Police Agency release detailed municipal
level suicide statistics on a monthly basis. This enabled the promotion of suicide prevention
measures aligned with local needs.

In 2012, the General Principles of Suicide Prevention Policy was revised to emphasize
support for youth, and those who have previously attempted suicide.

Results

Following a gradual decrease beginning in 2009, the number of suicides fell below 30,000 in
2012 for the first time since 1998. Most of this decrease occurred in urban areas. The suicide
rate for young people continued to rise, signalling a need for new targeted interventions.
However, the rates of suicide amongst the middle aged and elderly had decreased, resulting in
the overall decline. The data of the National Police Agency also showed a marked decrease in
suicides related to economic and livelihood issues.
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