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There are a number of myths surrounding suicide risk as-

sessment. The fi rst is that certain risk factors can predict 

the likelihood of suicide in individual patients. The sec-

ond is that people in high risk groups are likely to die by 

suicide. The third is that focusing resources on these high 

risk groups reduces the number of suicides. The fourth is 

that addressing and treating risk factors will result in a 

lower suicide rate. 

 These myths have led to the assumption that suicide 

could be reduced if increased risk assessments were more 

rigorously applied and appropriate treatment initiated. 

This assumption has led to expectations that clinicians 

routinely perform risk assessments on all patients. Such 

expectations have led patients, their relatives, their advo-

cates and the coronial services to the belief that suicide 

is frequently the result of inadequate risk assessments 

within mental health services. 

 Large  et al . ’ s paper [1] challenges these myths and expec-

tations. They select a group of individuals with relatively 

high risk of suicide; patients discharged from a psychiatric 

hospital. They then perform a meta-analysis of controlled 

studies of suicide within a year of discharge. Their results 

are clear and emphatic. With regard to the myth that risk 

factors can predict the risk of suicide in individual patients 

they report  ‘ No factor, or combination of factors, was 

strongly associated with suicide in the year after discharge. ’  

This result is consistent with every study that has examined 

predictive risk factors in suicide. Beautrais [2] for example, 

after following up a cohort of individuals who had made a 

serious suicide attempt reported that only a very limited 

prediction of suicide was possible. 

 The second myth that people in high risk groups are 

likely to die by suicide is also refuted. Large  et al . [1] 
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report that 97% of their high risk sample did not commit 

suicide. Again this is consistent with all similar research. 

Harriss  et al . [3] examined a population of individuals 

who had overdosed and reported that they had a 97% 

overall survival rate. Even those with the three most 

important risk factors (alcohol, separated/widowed/

divorced, age 55 plus) had a 95% survival rate. High risk 

groups are very unlikely to die by suicide and only 

slightly more likely to do so than low risk groups. 

 The third myth is that focusing on high risk groups 

reduces the number of suicides. It might do but not by 

very much. The problem, as Large  et al . elegantly dem-

onstrate, is that the majority of suicides occur in low risk 

groups. This fi nding arises because although low risk 

groups contain individuals at lower risk, they also contain 

many more members than high risk groups. While Large 

 et al . report 60% of suicides are in the low risk group 

this fi gure is even higher in non-selected samples. Accord-

ing to the National Confi dential Inquiry into Suicide and 

Homicide in People with Mental Illness, 86% of suicides 

are in the low risk groups [4,5]. This implies that even if 

we could accurately predict all high risk patients and had 

effective treatments to prevent them all committing sui-

cide we would only reduce the suicide rate by 14%. 

 This leads on to the fourth myth, that treatment of risk 

factors has an impact on survival. Very few psychiatric 

interventions have been shown to reduce the incidence of 

suicide; perhaps clozapine in schizophrenia, lithium in 

bipolar disorder and possibly structured psychotherapies 

in borderline personality disorder [5]. Large  et al . 1 

report that patients in receipt of less psychiatric follow 

up were less likely to commit suicide. While, as they 

point out, a plausible reason is that patients provided with 

more follow up were, as a group, more likely to commit 

suicide, the fi nding is hardly reassuring. More disturb-

ingly, Kessler  et al . [6] compared two general population 

cohorts for suicidal behaviours. They reported that despite 

a dramatic increase in treatment, no signifi cant decrease 
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occurred in suicidal thoughts, plans, gestures or attempts 

in the USA during the 1990s. A recent systematic review 

in young people reported no differences between treat-

ment and control groups in reducing suicide risk except 

for one small study [7]. 

 It seems sensible to conclude, as indeed Large  et al . 
[1] do, that risk categorization is of very limited value 

in predicting which patients will commit suicide after 

discharge. It is worth emphasizing that no study has 

prospectively examined suicide among patients already 

categorized as high or low risk. As the authors point out 

a prospective high risk model is likely to perform even 

more poorly than the results from their meta-analysis, 

since different risk factors were signifi cant in different 

studies. 

 However, Large  et al . [1] go further, pointing out that 

preoccupation with risk assessment may be more than 

a waste of time: it may do harm. They note that  ‘ errone-

ous beliefs about which patient characteristics are asso-

ciated with post-discharge suicide could lead to 

needlessly more restrictive treatment for some patients 

wrongly labelled  “ high risk ”  and the misallocation of 

health care resources away from patients wrongly 

labelled  “ low risk ” . ’  

 The  ‘ risks of risk assessment ’ , as Undrill [5] titled a 

recent article are only beginning to be discussed among 

clinicians. Three of the authors of the Large  et al . paper 

wrote a recent article in  Australasian Psychiatry  outlin-

ing why clinical decisions in psychiatry should not be 

based on risk assessment [8]. They argue that risk assess-

ments, particularly for rare and serious events, have little 

predictive value and are likely to expose some patients 

to adverse consequences. They suggest using capacity in 

preference to risk categorization as a base for involuntary 

treatment. 

 Undrill [5] goes further, positing that risk assess-

ment is often an organizational attempt to tame anxiety 

rather than to improve patient care. He distinguishes 

primary and secondary risks arguing that the latter is 

clinicians becoming increasingly preoccupied with 

managing their own risk rather than the patient ’ s risk. 

Patients may therefore be detained not for treatment 

needs but because not detaining them produces intoler-

able anxiety in the staff involved in the assessment. The 

infl uence of secondary risk management may have a 

corrosive effect on the doctor – patient relationship. 

Doctors construct patients as a source of threat to their 

professional standing and may not always act in their 

patients ’  interests [5]. 

 Therefore our current preoccupation with risk 

assessment has the potential to harm patients, clini-

cians and the organizations in which they work. It has 

created a mythology with no evidence to support it, a 
anp.sagepub.comDownloaded from 
sense of unease among clinicians and a culture of 

blame when things go wrong. What can be done to 

change this? 

 First, we need to acknowledge the uncertainty of our 

knowledge base and that risk assessment is problematic 

and may carry its own risk. We need to re-educate the 

public that we are poor at predicting rare events like sui-

cide and that mental illness models are neither necessary 

nor suffi cient to explain suicidal behaviour. 

 Second, the best way to manage organizational risks is 

to improve core tasks of patient care. Risk should primar-

ily, but not exclusively, be seen in terms of risk faced by 

the patient. The psychiatric interventions associated with 

reducing the risk of suicide such as clozapine, lithium 

and structured cognitive behaviour therapy are given 

because they are effective treatments, not for the purpose 

of reducing risk. 

 Third, organizations should take steps to protect their 

staff from the necessity of secondary risk management. 

Risk assessments should be used where appropriate and 

be a consensual process with the patient and clinician 

striving towards a realistic conceptualization of the risk 

then deciding how best to manage it. Detailed and com-

plex risk assessments should be curtailed since they 

may amplify rather than reduce anxiety [5]. Accumulat-

ing more and more risk information of marginal utility 

is of little value in helping patients. Risk assessments 

of suicide are vulnerable professional decisions in the 

face of uncertainty. What is certain is that we will make 

both false negative and false positive judgements. While 

risk assessments are here to stay they should not form 

the basis of clinical decision making. The aim is to pro-

vide optimal care according to the psychiatric needs of 

each patient, regardless of the perceived risk of suicidal 

behaviours. 

 In summary, the current preoccupation with risk 

assessment is at variance with the evidence that such 

assessments are accurate. Because uncertainty is impos-

sible to eliminate and an adverse outcome may carry 

hazards, clinicians often carry out risk assessments to 

minimize their anxiety in a rationally selfi sh way [5]. This 

leads to unintended negative consequences for patients, 

clinicians and health services. The challenge for clini-

cians is to return risk management to be a part, rather 

than focus of patient care.   
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Pridmore, in his Viewpoint in this 
issue, asserts that experts in the field 
of suicidology and public health place 
undue emphasis on the role of mental 
disorder in the causation of suicide 
and that this leads to the majority of 
suicide prevention funding being spent 
on measures to improve the detec-
tion and treatment of mental disorder 
(Pridmore, 2015). But is this really so? 
Insel states that ‘the presence of mental 
illness is a risk factor, but it is not univer-
sally present or identified in those who 
attempt suicide’ (Insel, 2014), a view 
with which others concur. Regarding 
funding for suicide prevention, con-
sider the example of the UK where, 
although some suicide prevention 
funds have been directed towards 
reducing risk of suicide in certain 
high-risk groups, including patients 
with psychiatric disorders, and 
improving the detection and treat-
ment of mental disorder in primary 
care, there has also been investment 
in other key areas; for example, in 
reducing access to lethal means, 
reducing inequalities in certain disad-
vantaged groups and increasing the 
availability of psychological therapies.

Systematic reviews have indeed 
demonstrated that the majority of 
people who die by suicide or engage 
in non-fatal self-harm have a mental 
disorder. The findings of studies 
examining the prevalence of psychiat-
ric disorders in people dying by sui-
cide in the non-Western world have 
varied widely, sometimes being lower 
than those conducted in the West and 
sometimes being comparable. 
Interestingly, in a meta-analysis of 
studies from around the world 

of self-harm patients presenting to 
general hospitals, the reported preva-
lence of psychiatric disorders in non-
Western countries was slightly lower 
than in the West but still high (71% vs 
90%; Hawton et al., 2013b).

Regarding the risk of suicide in spe-
cific psychiatric disorders, in a recent 
meta-review of meta-analyses of sui-
cide risk in mental disorders, particu-
larly high rates of suicide were found in 
borderline personality disorder, where 
the risk was estimated at 45 times that 
of the general population, depression 
(20-fold risk), bipolar disorder (17-fold 
risk), opioid use (14-fold risk) and 
schizophrenia (13-fold risk), as well as 
in anorexia nervosa (31-fold risk) and 
alcohol misuse or dependence in 
females (16-fold risk) (Chesney et al., 
2014). It is therefore undeniable that 
there is a strong association between 
suicide and psychiatric disorders.

So is it important to identify 
whether or not patients potentially at 
suicide risk, including those who have 
self-harmed, have an underlying psy-
chiatric disorder? A primary aim of all 
mental health services is to alleviate 
suffering and enhance recovery. The 
UK government has adopted the slo-
gan ‘No health without mental health’ 
for its strategy to improve well-being 
and services for people with mental 
health problems. Identification of spe-
cific psychiatric disorders in patients at 
risk should then lead to targeted evi-
dence-based therapies aimed at pre-
venting suicide and self-harm, as well 
as improving mental well-being. For 
example, there is evidence that a spe-
cific form of talking therapy, dialectical 
behavioural therapy, for people with 

borderline personality disorder may 
reduce the frequency of self-harm and 
the amount of hospitalisation for sui-
cidal ideation when compared with 
non-behavioural psychotherapy deliv-
ered by expert therapists. Regarding 
the effectiveness of pharmacotherapy 
in suicide prevention, it was initially 
thought that clozapine exerted a spe-
cific anti-suicidal for people with schiz-
ophrenia but in a more recent and 
large-scale study several other sec-
ond-generation antipsychotics were 
found to exert a similar effect in 
reducing suicides compared to con-
trols (odds ratio (OR), 0.29; 95% con-
fidence intervals (CIs), 0.09, 0.97) 
(Reutfors et  al., 2013). The use of 
lithium to reduce suicide in bipolar dis-
order now has a reasonably strong 
evidence-base. However, the potential 
role of antidepressants in diminishing 
the risk of suicide and of self-harm in 
patients with depression is not estab-
lished. There is evidence, especially in 
young people, that initiating these 
drugs may in a few cases precipitate 
suicidal ideation, although current 
thinking is that the reaction of regula-
tory agencies to this finding may have 
caused more harm than good.

It is obvious that the majority of 
people with a psychiatric disorder do 
not engage in suicidal behaviour, so 

Suicide is a complex behaviour in which 
mental disorder usually plays a central 
role
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clearly other risk and protective fac-
tors are also in operation. A great deal 
of research in this field has focused 
upon identifying and understanding the 
multiple psychological factors, life 
events and chronic problems that con-
tribute to suicidal behaviour. Pridmore 
(2015) rightly highlights the variation 
in suicide rates between countries and 
genders, but there are many other 
important social variables. These 
include age, ethnicity, employment sta-
tus, childhood abuse and adversity, 
social disadvantage, occupation, smok-
ing status and exposure to suicidal 
behaviour, both within the family and 
in friends and via the media. A further 
key risk factor is previous self-harm. In 
a systematic review and meta-analysis 
of risk factors for suicide in depres-
sion, a past history of self-harm was 
found to be the strongest predictor of 
subsequent suicide and substantially 
elevated the risk of subsequent suicide 
compared with controls (OR, 4.84; 
95% CIs, 3.26, 7.20) (Hawton et  al., 
2013a). It has been suggested that an 
episode of self-harm brings about neu-
robiological, emotional and/or cogni-
tive changes in an individual that 
directly increases his or her risk of 
further suicidal behaviour in a process 
known as ‘kindling’. A similar 

phenomenon of ‘differential activation’ 
of suicidal thought across depressive 
episodes in vulnerable individuals has 
been described. In older adults, physi-
cal illness, bereavement, loneliness and 
loss of independence are additional 
important factors.

Pridmore (2015) criticises psycho-
logical autopsy methodology and sug-
gests that it is deeply flawed and that 
this approach should be abandoned. It 
is certainly true that psychological 
autopsy studies have some methodo-
logical limitations, but the detail, quality 
and consistency of information col-
lected through interviews with relatives 
and other informants well acquainted 
with the deceased, together with details 
from coroners’ and medical records, is 
substantially greater than in studies lim-
ited to examination of coroners’ or 
medical records alone, where the infor-
mation recorded is often selective and 
limited. Psychological autopsy studies 
have done much more than just deter-
mine whether or not a person who 
died by suicide was suffering from a 
mental disorder. They have provided 
valuable insights into the role that 
adverse life events, especially inter-per-
sonal difficulties, play in the pathway to 
suicide and have contributed important 
information that has assisted in the 

development and testing of psychologi-
cal factors and theories of suicidal 
behaviour.

The complex interplay of psychiatric 
disorders and personality factors with 
some of the more important psycho-
logical and social factors in the develop-
ment of suicidal behaviour is illustrated 
in Figure 1. Gender is also an important 
variable, with suicide being more com-
mon in males than females in almost all 
countries. There are several possible 
explanations for this finding: males are 
more vulnerable to socio-economic 
adversity and to having drug and alco-
hol problems; they also tend to use 
more highly lethal and violent methods 
than females. Additionally, genetic and 
biological contributions to suicide risk 
are substantial. It is thought that about 
50% of the risk of suicide due to diath-
esis is inherited and that this percent-
age may be higher in females than 
males. Environmental factors such as 
economic downturn are also impor-
tant, particularly for males, and it is 
thought that the increased risk of sui-
cide during economic recession is 
mediated mainly through the associ-
ated increases in unemployment, 
although threats to financial and work 
stability may be important in those who 
remain in employment.

Figure 1. Model of the interplay between psychiatric disorder and some of the bio-psycho-social factors leading to suicidal 
behaviour.
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In planning suicide prevention poli-
cies it is crucial that all these factors are 
addressed if the potential for preven-
tion is to be maximised. To concentrate 
solely on psychiatric disorders will 
clearly be insufficient, but their effective 
treatment and prevention must be an 
essential component. It is indisputable, 
therefore, that this be included in all 
national suicide prevention strategies.

In summary, the causes of suicidal 
behaviour are complex. They are also 
not fully understood. Psychiatric dis-
orders alone do not explain why peo-
ple chose to end their lives but it is an 
established fact that in the majority of 
cases there is an underlying mental 
disorder and there is evidence this vul-
nerability interacts with multiple psy-
chological and social factors which 

leads some individuals to end their 
lives or try to do so. To neglect this is 
to do a disservice to the people whose 
deaths we are trying to prevent.
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Influential figures commonly state that 
suicide is always or almost always the 
consequence of mental disorder 
(Insel, 2013). This has become widely 
believed, and the majority of funds 
intended for suicide prevention are 
directed to medically orientated activ-
ities (and the community is comforta-
ble, as all that can be done, is being 
done).

However, this belief is faulty; while 
mental disorder contributes to sui-
cide rates, it is not ‘the cause’. Should 
this counter claim be accepted, a 
broader view of suicide prevention 
would be necessary, lessening the role 
of doctors (as they cannot remedy 
many important factors), and increas-
ing the responsibility of the wider 
community (the locale of many impor-
tant factors) (Shahtahmasebi, 2013a).

The psychological autopsy

This belief that suicide is always or 
almost always the consequence of 
mental disorder is based on the find-
ings of psychological autopsy studies. 
A psychological autopsy is an explora-
tion of the death of an individual by 
reconstructing what he/she thought, 
felt, and did before death, based on 
information gleaned from suicide 
notes, police, medical and coroner’s 
records, and interviews with families, 
friends, and others. Scores of psycho-
logical autopsies over the last half cen-
tury and many reviews have concluded 
that over 90% of those who complete 
suicide do so in response to mental 
disorder (or words to that effect).

Evidence indicates that psychologi-
cal autopsies ‘are flawed theoretically, 
methodologically and analytically’ 
(Shahtahmasebi, 2013b: 2). Difficulties 
in remaining objective and unbiased 
have been identified (Selkin and Loya, 
1979). Methodology has not been 
standardized and consequently one 
study cannot be compared with 
another (Abondo et al., 2008). Validity 
and reliability are faulty (Ogloff and 
Otto, 1993). The vast majority have 
used ill-defined instruments, greatly 
reducing intended scientific value 
(Pouliot and De Leo, 2006) to the 
extent that a recent review concluded 
that psychological autopsies ‘should 
now be abandoned’ (Hjelmeland et al., 
2012: 622).

Recent psychological autopsies in 
China have found mental disorder in 
less than 50% of suicide completers, 
while in India mental disorder has 
been found in less than 40% of com-
pleters (Manoranjitham et  al., 2010). 
This substantial difference in findings 
from the East and West may simply 
reflect the scientific shortcomings of 
the psychological autopsy method. 
However, important social and cul-
tural factors have been identified as 
suicide triggers in the East, providing 
‘a challenge to the psychiatric model pop-
ular in the West’ (Zhang et  al., 2010: 
2003).

Another method for identifying 
factors associated with suicide is the 
examination of coroners’ reports. 
While this approach lacks the ‘sophis-
tication’ of psychological autopsies, it 
has the advantage of close considera-
tion of relevant facts by a responsible 

person outside the medical system. 
These studies generally report a his-
tory of mental disorder in less than 
50% of cases. A recent thorough 
examination of records in Malaysia 
(Ali et  al., 2014) found reports of 
mental disorder in only 22% of cases.

National rates

National annual suicide rates are sur-
prisingly stable (Insel, 2013), and the 
relative positions of nations (accord-
ing to rate magnitude) remain much 
the same. Lithuania (around 
40/100,000) usually has a suicide rate 
about three times higher than 
Australia (around 10/100,000), which 
usually has a rate about three times 
higher than Greece (around 
3/100,000) (Varnik, 2012). For mental 
disorder to be the paramount factor 
in suicide, the people of Lithuania 
would need to have three times the 
psychopathology of the people of 
Australia, who would need to have 
three times the psychopathology of 
the people of Greece. This is not the 
case, and the initial premise is 
incorrect.

The argument might be made that 
the different suicide rates of different 
nations simply reflect different 
recording strategies. While local 
strategies doubtless play some role, 
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counter arguments support the pres-
ence of real differences. First, the sui-
cide rate in New Zealand is greater 
than that of Australia, which, in turn, 
is greater than that of the UK, and 
this relative relationship has remained 
constant over decades, even though 
these are well-resourced populations 
with comparable data collection sys-
tems and common historical roots. 
Second, immigrants take the suicide 
rate of their homeland to new domi-
ciles, as demonstrated by French set-
tling in Quebec, Indians settling in the 
UK and northern Europeans settling 
in Australia (Morrell et  al., 1999). 
There are real differences (often sub-
stantial) between the suicide rates of 
different nations; these arise not 
through differences in the prevalence 
of psychopathology, but through soci-
oeconocultural differences.

Gender ratio

Also against the primacy of the mental 
disorders theory is the gender ratio 
(male:female) of suicide. Globally, for 
the last five decades, it has been 
around 3:1. The ratios of individual 
countries differ somewhat from each 
other, USA being 3.3:1 and Korea 
1.8:1, but everywhere (with the pos-
sible exception of parts of China) the 
male rate is greater than the female. 
There is no evidence of a significant 
difference in the overall rate of mental 
disorder between the genders. Some 
evidence indicates mood disorder is 
higher among females than males; if 
this discrepancy was to have an effect, 
it would be to push the female rate 
above the male (but the reverse is the 
case). The higher rate of suicide 
among men, worldwide, over dec-
ades, cannot be explained by mental 
disorder; culture and gender roles are 
responsible for this robust difference.

Other disciplines

‘For suicide is not simply a medical “prob-
lem”, or even a public health “problem” 
– it is a complex cultural and moral con-
cern that is deeply embedded in social 

and historical narratives and is unlikely to 
be greatly altered by any form of health 
intervention’ (Fitzpatrick and Kerridge, 
2013: 470). These words from ethi-
cists at Sydney University remind us 
that scholars outside medicine have 
relevant wisdom to offer. Some such 
scholars are scathing of the ‘mental 
disorder is the cause of all suicide’ 
belief (Weaver, 2014).

Durkheim (1951 [1897]), the first 
sociologist, conceptualized suicide as 
a social phenomenon. He proposed 
that individuals who are insufficiently 
‘integrated’ into society are at risk of 
suicide, being less able to withstand 
the impact of unwelcome events. 
Insufficient integration can arise via 
one of two routes. The first is when 
society is breaking down (anomy), and 
no longer prescribing goals, rewards 
and limits, leaving the individual 
stranded without a life structure. The 
second is when society is healthy and 
functional, but the individual displays 
‘excessive individualism’, is aloof or oth-
erwise lacks the capacity to achieve 
sufficient integration.

Durkheim’s view on the role of 
mental disorder is often misunder-
stood. He does not completely reject 
mental disorder a ‘cause’ of suicide; he 
acknowledges a causal role for insanity 
(psychosis) in a small number of 
deaths. Also, in the terminology of the 
day he states: ‘The temperament most 
predisposing man to kill himself is neuras-
thenia in all its forms’ (p. 137) (neuras-
thenia representing mild mood and 
personality disorder). There is a con-
nection between neurasthenia and 
insufficient integration. Durkheim 
argues that neurasthenia is not the 
cause of suicide, for the majority of 
those with neurasthenia do not kill 
themselves. Thus, the non-psychotic 
disorders predispose (rather than 
cause) the individual to suicide when 
‘aggravation’ is encountered. For cur-
rent purposes, Durkheim assures us 
that society is of profound importance, 
and alerts us to ‘cause’ and ‘predispo-
sition’ being distinct designations.

Durkheim’s (1951 [1897]) theories 
have been challenged by fellow 

sociologists on occasions, but he has 
strong current support from histori-
ans (Healy, 2006), who have taken 
low social integration to mean social 
isolation.

Philosophers have examined sui-
cide since Classical Greek times, fre-
quently focusing on the morality of 
the act. Plato condemned suicide 
(Nicomachean Ethics 1138a5–14), but 
listed extensive caveats to his embargo 
(Laws IX 854a3–5; 873c–d). Aristotle 
was not supportive, but nor was he 
strongly opposed. Socrates and 
Seneca both completed suicide. In the 
more recent past, Nietzsche famously 
wrote (Beyond Good and Evil): ‘The 
thought of suicide is a great consolation: 
by means of it one gets through many a 
dark night’. This enigmatic statement 
allows the possibility of suicide in 
response to difficult times. And, 
Camus famously wrote (The Myth of 
Sisyphus): ‘There is but one truly serious 
philosophical problem, and that is sui-
cide’. He was introducing his philoso-
phy of the absurd, and recommended 
that the way to deal with the world is 
to recognize and embrace life’s 
absurdity. However, if this formula 
failed, he considered suicide to be a 
balanced solution. Contemporary phi-
losophers reject the ‘uniform assump-
tion that suicide is the causal product of 
mental illness’ (Battin, 2005: 173).

Conclusion

The current fashion of classifying the 
experiencing of negative emotions as 
depressive disorder has permeated 
the psychological autopsy setting 
(Zonda, 2005). It is probable that, pre-
ceeding the act, those who complete 
suicide experience feelings of distress/
misery (termed ‘psychache’ by 
Schneidman in 1993). Many authorities 
with an interest in suicide from out-
side of medicine (ethicists, sociolo-
gists, historians, philosophers and 
others), and some from within, con-
tend that distress/misery may end in 
suicide. The dominant medical view 
(that at least 90% of suicide is the 
result of mental disorder) can only be 
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maintained by the surmise that adverse 
events lead to distress/misery, which 
in turn leads to a mental disorder, 
which then causes the act. But, not all 
‘depressive symptoms’ evolve into 
depressive disorder, and Occam’s 
razor encourages us to go, at least 
sometimes, with the least complicated 
explanation. Credible psychological 
models, such as the ‘Cry of pain / 
Entrapment’ model from Scotland and 
the ‘Strain Theory of Suicide’ from 
China, offer conceptualizations with-
out recourse to the medical model.

Experience with people suffering 
psychotic depression proves to clini-
cians that mental disorder can be a 
sufficient cause of suicide. However, it 
is not necessary for suicide, as the 
deaths of Judas, Samson, Cleopatra, 
Dr Harold Shipman and many aging 
people in suicide pacts well demon-
strate. Through the ‘90 percent of sui-
cides are related to a mental disorder’ 
message (Insel, 2013), the community 
has been taught and respectfully 
learned that mental disorder is neces-
sary for suicide. Consequently, mon-
ies (and responsibilities) directed to 
suicide prevention are spent on medi-
cal activities (and any hopes of a com-
prehensive blueprint are abandoned).

A preferred message is that suicide 
may be the result of a mental disor-
der, or a single socioeconomic 
stressor (such as public disgrace), but 
more often it is the result of a number 
of stressors, one of which may be a 
mental disorder, with other possibili-
ties including unemployment, rela-
tionship failure, drug and alcohol use, 
and painful emotions such as shame, 

guilt and sadness. On suicide preven-
tion, Professor John Werry (psychia-
try) of Auckland University, New 
Zealand said, ‘the thing that’s most likely 
to have an effect in the long run is social 
policies which aim to give children, ado-
lescents, and their families a fair break in 
life’ (Weaver, 2014: 230). Suicide pre-
vention needs to repair the faulty con-
nection and develop a new plan, one 
which includes clinical people, but also 
a range of non-clinical people, work-
ing to improve awareness, practices 
and options.
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