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Abstract 

Aim 

The aim of this thesis was to investigate the presence and nature of mental illness 

among persons who died by suicide in Victoria, Australia and to explore the pathways 

to suicide in this same population. The research aimed to examine the association 

between mental illness and suicide in the Victorian population and in the context of 

other distal and proximal factors and stressors.  

Method 

Four studies were conducted utilising data from the Victorian Suicide Register. Study 

1 examined the proportion of people who died by suicide that had a diagnosed mental 

illness at the time of death and compared those cases to those without diagnosed 

mental illness. Study 2 investigated how the factors and stressors examined in Study 

1 clustered together in those who died. Study 3 compared the prevalence of a range 

of factors in the suicide data to the prevalence of the same factors in a representative 

population survey. Study 4 examined the pathways to suicide among a sample of 

Victorians who had a diagnosed mental illness at the time of their death. 

Results 

Study 1: 2839 Victorians died by suicide over the study period (2009-2013) and 52% 

had a documented diagnosed mental illness. Significant differences were identified 

between people who died by suicide and had a diagnosed mental illness compared to 

those that did not have a diagnosed mental illness.  

Study 2: Distinct clusters or groups of cases were identified in the Victorian suicide 

population and these groups fitted neatly into one major group of cases that did have 

evidence of a diagnosed mental illness and another major group that did not. Further, 

each of these initial groups then further broke down into subgroups.  

Study 3: Half of the 14 stressors examined were associated with significantly 

increased suicide risk in the overall adult population: mental illness, relationship 
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separation, alcohol and other drug problems; involuntary loss of employment, 

exposure to violence/abuse; trouble with the police and removal of children. Mental 

illness was the only stressor associated with significantly increased suicide risk across 

all male and female age groups.  

Study 4: The final study showed cases tended to group, in the first instance, into those 

whose diagnosis of mental illness appeared to follow life events/stressors and those 

whose diagnosis appeared to precede exposure to stressors and life events. A number 

of quite distinct life trajectories were then identified within these original two groups.  

Conclusion  

These studies have demonstrated people exposed to stressors other than mental 

illness are dying by suicide and this is, at least sometimes, in the absence of any 

diagnosed mental illness. Additionally, even within the population who have a 

diagnosed mental illness, these individuals are not a homogenous group and the 

pathways or life trajectories to suicide are complex and varied. Mental illness is a risk 

factor for suicide, so ignoring psychiatric interventions to prevent suicide would be 

negligent. However, the same can be said for ignoring psychological and social 

interventions.  
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1 Chapter 1: Introduction 

1.1 Background and context 

According to the World Health Organization (WHO), suicide is defined as “the act of 

deliberately killing oneself” (1). Suicide is a major public health concern globally, with an 

estimated 804,000 suicides occurring worldwide in 2012 (1). National statistics show that during 

2016, at least 2,866 Australians died by suicide which equates to a national rate of 11.7 deaths 

per 100,000 population (2).   

Suicide is a complex behaviour and as such the triggers or causes of suicide are also 

complicated. It is likely that most people who end their life do so for a number of reasons and 

as a result of a combination of factors potentially including financial, social, cultural and mental 

health issues. The major, albeit obvious, obstacle to better understanding why one takes their 

own life is that the deceased cannot be interviewed regarding the reasons for the suicide.  

In a review of risk factors for suicide, some factors found to be associated with suicide included: 

mental illness; physical illness; previous suicide attempts; social isolation; unemployment; 

family conflict; family history of suicide; impulsivity; incarceration; hopelessness; serotonergic 

dysfunction; childhood abuse; previous exposure to suicide; homelessness; and combat 

exposure (3). 

Psychiatric factors such as mental illness, can be thought of as distal risk factors, meaning 

they represent the foundation on which suicidal behaviour is built and therefore make an 

individual more vulnerable to suicide (4). In addition, psychiatric factors can also be proximal 

whereby mental illness can act as a trigger for suicide (5). The association between mental 

illness and suicide is one of the most researched topics in suicide research, with a significant 

body of research finding that mental illness is a major factor associated with suicide (6-9). In 

fact, an often-quoted statistic in the research literature is that 90% of people who died by 

suicide had a mental illness. Most of the evidence for this 90% statistic has come from studies 

based on psychological autopsies (PA) whereby mental illness diagnosis is assigned to the 

deceased by means of interviewing one or more individuals bereaved after the suicide (10). 

From this information, an assessment is often then made of the deceased’s mental health 

(including assigning diagnoses of mental illness following the death), physical health, 

personality, experience of social adversity and social integration (8). Reviews of PA studies, 

while recognising limitations with the method, have generally concluded it is a valid method of 

study and that associated methodological issues are only minor ones and readily correctable 
(6, 8, 11). However, there have been some longstanding concerns regarding the method leading 
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some researchers to state that PA studies are flawed theoretically, methodologically, and 

analytically – especially when it comes to the retrospective diagnosis of a mental illness 

following a person’s death (10, 12-14).  

Importantly, in addition to findings from PA studies, there have been population-based studies 

using different methods which have consistently found mental illness to increase the risk of 

suicide (15-21). Mishara and Chagnon (22) posited six models of the association between mental 

illness and suicide, some of which assign a direct causal link between mental illness and 

suicide and some of which do not. The first of the models posits that suicide and mental illness 

have the same common determinants. That is, the same factors that increase suicide risk are 

also factors associated with developing a mental illness. The second model suggests the 

association exists because factors associated with a greater suicide risk may lead either to 

suicidal behaviours or to mental illness (i.e., the mental illness may be an alternative outcome 

to suicide). For example, one might drink alcohol excessively (and eventually develop a 

substance use disorder) as a way of trying to avoid or diminish suicidal ideation. In the third 

model, suicide is seen as the direct consequence of the mental illness due to symptoms of 

mental illness being the key factor in the development of suicidal behaviours. The fourth model 

suggests it is the consequences of living with a mental illness such as stigma, hopelessness 

or underemployment that can result in suicide rather than simply the mental illness in and of 

itself. The fifth model proposes that people living with mental illness may be more likely to 

experience crisis situations (in addition to the other potential consequences of living with 

mental disorders), which can then lead to suicide. The final model suggests that suicide results 

from treatment for mental illness rather than the mental illness itself. The suicide is considered 

to be iatrogenic, or related to either inadequate, inappropriate or incomplete treatment. 

Previous research in Victoria using data from suicide registers or coronial data sources, rather 

than psychological autopsy studies, has established that approximately half of Victorians who 

died by suicide had a diagnosed mental illness at the time of their death (23, 24). The main 

reason for the discrepancy between these studies and previous PA studies is that researchers 

have not diagnosed or presumed mental illness in a person after their death. Many stressors 

such as interpersonal, personal and contextual/situational stressors, have also been found to 

be highly prevalent in Victorian suicides (23, 24). There is general acknowledgement that 

psychosocial stressors must also be considered as determinants of suicide (25, 26). In fact, 

highly influential early research on the topic of suicide such as Durkheim’s “The Study of 

Suicide” (27) as well as more contemporary theories  of suicidesuch as Joiner’s “Interpersonal 

Theory of Suicide”(28) and O’Connor’s “Integrated Motivational-Volitional Model of Suicidal 

Behavior” (29)while acknowledging the importance of mental illness, also emphasise these 
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life stressors and social context in influencing suicidal behaviour. Psychosocial factors shown 

to be associated with suicide include: interpersonal loss; conflict or rejection; loss of 

employment; economic problems; incarceration or legal problems; and physical illness (30-32).  

Although suicide has a number of possible underlying causes, importantly it is recognised as 

being preventable. Research shows people contemplating suicide are often ambivalent, and 

they have often been in recent contact with health services (1). The fact that studies have 

shown the vast majority of people who survive a suicide attempt live many more years and 

eventually die by causes other than suicide (33, 34) is also evidence of preventability. The public 

health intervention of reducing access to means has been found to reduce suicide (35-37) and 

recent research suggests the evidence for encouraging help-seeking and increasing the 

likelihood of intervention by a third party is also promising (35). There is also some evidence 

that adequate prevention and treatment of mental disorders can reduce suicide rates (38).  

The importance of studying suicide is clear, it is a leading cause of death in Australia and 

although a complex problem, it is preventable. An important component of preventing suicide 

is to be able to predict potential suicidal behaviour through understanding risk factors for 

suicide and the prevalence of risk factors both individually and in combination. Although 

suicide is a leading cause of death, it is also relatively rare, with fewer than 12 in 100,000 

Australian’s dying by suicide in 2016 (2). Despite suicide being a rare act, if a better 

understanding of the risk factors, including proximal stressors and triggers for suicide, as well 

as how they potentially interact with underlying vulnerabilities such as mental illness can be 

gained, it follows that it will be possible to better predict who might be at risk of suicide and 

prevention strategies put in place.   

1.2 Thesis aims and structure 

The aim of this thesis was to investigate the presence and nature of mental illness among 

individuals who died by suicide in the Australian state of Victoria and to explore the pathways 

to suicide in this same population. The research aimed to extend on previous knowledge 

regarding the association between mental illness and suicide by examining this association in 

the Victorian population and in the context of other previously identified distal and proximal 

factors and stressors associated with suicide.  

Four studies were conducted to address these stated aims and each was written up as a 

journal article for publication. The main data source was the Victorian Suicide Register (VSR) 

which has not previously been used to examine these questions making the findings of the 

four thesis studies novel in the Victorian context. Study 1 (Chapter 7) used the VSR data to 

examine the proportion of people who die by suicide in Victoria that have a diagnosed mental 
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illness at the time of death and compared those cases to those without diagnosed mental 

illness. Study 2 (Chapter 8) extended the findings of Study 1 by investigating how the factors 

and stressors examined in that study clustered together in those who died by suicide in Victoria. 

Study 3 (Chapter 9) compared the prevalence of a range of factors in the Victorian suicide 

data to the prevalence of the same factors in a representative population survey to determine 

whether mental illness and other previously identified stressors/triggers were risk factors in 

the Victorian context in the sense that the factor is over represented in people who die by 

suicide. Finally, Study 4 (Chapter 10) again used VSR data but was qualitative in nature, 

examining the pathways to suicide among a sample of Victorians who had a diagnosed mental 

illness at the time of their death using a life chart method. 

The remainder of the thesis comprises introductory chapters (Chapters 2-5) which examine 

the epidemiology of suicide, major research approaches in suicide research, and risk factors 

for, and theories of, suicide. Chapter 6 provides a conceptual and methodological overview of 

the four studies and provides detailed aims and research questions. At the time of thesis 

submission, three of the papers have been published, and a first revision has been submitted 

for the final paper. The thesis concludes with a discussion chapter (Chapter 11) that provides 

a synthesis of the main results from the different studies and discusses the implications and 

recommendations of these findings for prevention and future research. 
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2 Chapter 2: Epidemiology of suicide  

This chapter provides an overview of the epidemiology of suicide internationally and in 

Australia in order to define the context to which the research in this thesis applies.  

2.1 Suicide globally 

Globally, an estimated 804,000 deaths per annum are attributed to suicide and suicide is 

estimated to account for almost three-quarters of violent deaths among females and half of all 

violent deaths among males (1) . The World Health Organization (WHO) produces the World 

Health Statistics (WHS) 2017 (39) which bring together available data on health-related 

indicators, including suicide. The following overview of global suicide rates for the calendar 

year 2016 utilises data sourced from the WHS 2017.  

Figure 1 shows crude suicide rates per 100,000 residents by WHO region. Rates were highest 

in Europe and South East Asia and lowest in the Eastern Mediterranean region. 

 
Figure 1 Crude suicide rates by World Health Organization region, 2016 

 

Table 1 shows sex-specific suicide rates for the 50 countries with the highest rates of suicide.  

  

0.0

2.0

4.0

6.0

8.0

10.0

12.0

14.0

16.0

18.0

Africa Americas South-East Asia Europe Eastern
Mediterranean

Western Pacific (WHO) Global

Cr
ud

e 
su

ic
id

e 
de

at
h 

ra
te

s p
er

 1
00

,0
00

 re
sid

en
ts

WHO region



6 
 
 

Table 1 Crude suicide rates per 100,000 ppopulation for 50 countries with the highest rates, by sex, 2016 

RANK Males Females All 
 Country Rate Country Rate Country Rate 

1 Lithuania 58.1 Lesotho 24.4 Lithuania 31.9 
2 Russian Federation 55.9 Republic of Korea 15.4 Russian Federation 31.0 
3 Belarus 46.9 India 14.7 Guyana 29.2 
4 Guyana 43.7 Guyana 14.4 Republic of Korea 26.9 
5 Ukraine 41.1 Belgium 13.8 Belarus 26.2 
6 Republic of Korea 38.4 Switzerland 12.4 Suriname 22.8 
7 Kazakhstan 38.3 France 11.7 Kazakhstan 22.5 
8 Latvia 37.6 Japan 11.4 Ukraine 22.4 
9 Suriname 34.7 Suriname 10.9 Lesotho 21.2 

10 Estonia 30.6 Sweden 10.5 Latvia 21.2 
11 Slovenia 30.4 China 10.3 Belgium 20.7 
12 Hungary 29.7 Hungary 9.6 Hungary 19.1 
13 Uruguay 29.2 Myanmar 9.5 Slovenia 18.6 
14 Poland 28.9 Lithuania 9.5 Japan 18.5 
15 Republic of Moldova 27.9 Russian Federation 9.4 Uruguay 18.4 
16 Belgium 27.8 Nigeria 9.2 Estonia 17.8 
17 Japan 26.0 Uganda 9.1 France 17.7 
18 Croatia 25.6 Netherlands 9.0 Switzerland 17.2 
19 El Salvador 24.2 Bolivia  8.6 Croatia 16.5 
20 Kiribati 24.1 Bhutan 8.5 Equatorial Guinea 16.4 
21 Austria 23.9 DPR of Korea 8.5 India 16.3 
22 Finland 23.9 Norway 8.4 Poland 16.2 
23 France 23.9 Côte d'Ivoire 8.3 Finland 15.9 
24 USA 23.6 Uruguay 8.3 Republic of Moldova 15.9 
25 Equatorial Guinea 23.5 Luxembourg 8.3 Austria 15.6 
26 Sri Lanka 23.5 Belarus 8.2 Serbia 15.6 
27 Serbia 23.5 Denmark 8.2 USA 15.3 
28 Thailand 23.4 Sierra Leone 8.1 Sweden 14.8 
29 Trinidad and Tobago 23.0 Finland 8.1 Sri Lanka 14.6 
30 Slovakia 22.7 Serbia 8.1 Côte d'Ivoire 14.5 
31 Mongolia 22.6 Nepal 7.9 Thailand 14.4 
32 Iceland 22.3 Croatia 7.9 Kiribati 14.4 
33 Portugal 22.2 Equatorial Guinea 7.7 Iceland 14.0 
34 Cuba 22.1 Austria 7.7 Portugal 14.0 
35 Switzerland 22.0 Germany 7.7 Cuba 13.9 
36 Czechia 21.4 Kazakhstan 7.6 El Salvador 13.7 
37 Côte d'Ivoire 20.6 Swaziland 7.5 Trinidad and Tobago 13.6 
38 Germany 19.7 Cameroon 7.4 Germany 13.6 
39 Swaziland 19.5 Chad 7.4 Luxembourg 13.5 
40 Australia 19.5 Latvia 7.3 Swaziland 13.3 
41 Nicaragua 19.3 USA 7.2 Australia 13.2 
42 Sweden 19.1 Canada 7.0 Czechia 13.1 
43 South Africa 18.7 Bangladesh 7.0 Mongolia 13.0 
44 Luxembourg 18.6 Australia 7.0 Denmark 12.8 
45 Ireland 18.5 Slovenia 6.9 Slovakia 12.8 
46 Bulgaria 18.2 Liberia 6.6 Netherlands 12.6 
47 Canada 18.1 Estonia 6.6 Canada 12.5 
48 Romania 17.9 New Zealand 6.6 Cameroon 12.2 
49 New Zealand 17.9 Haiti 6.5 Bolivia  12.2 
50 Lesotho 17.8 Paraguay 6.5 Nicaragua 12.2 

- (WHO) Global 13.5 (WHO) Global 7.7 (WHO) Global 10.6 

The five countries with the highest overall rates are Lithuania, Russian Federation, Guyana, 

Republic of Korea and Belarus. Guyana is the only country to rank among the countries with 

the five highest suicide rates overall (3rd), and for both males (4th) and females (4th). Australia 

has the 40th highest ranked suicide rate per 100,000 residents for male suicide, the 44th for 
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females and the 41st overall. Although some of the variation in rates seen in Table 1 is likely 

to be genuine, care should still be taken when comparing rates across different countries due 

to differences in case ascertainment and data availability (1, 40, 41). 

2.2 Suicide in Australia 

The following overview of suicide in Australia and Victoria utilises published Australian Bureau 

of Statistics (ABS) data for the period 2007-2016 (2).  The ABS is Australia’s national statistical 

agency.  

2.2.1 Coding of suicide in Australia 

Across Australia, many parties are involved in the processes of death investigation, 

certification and data collection (42). These include police, state and territory registries, 

coroners, forensic medical and scientific staff, the National Coroners Information System 

(NCIS) and the ABS. Coroners in Australia are required to investigate all “reportable deaths” 

but there are significant differences between Coroners Acts across state and territories that 

impact the determination of suicide. For example, the South Australia Coroners Act only 

permits a finding as to the cause, not circumstances, of a death if an inquest has not taken 

place, whereas other Australian statutes require coroners to determine “how” the person died 

regardless of whether an inquest has taken place (42).  

Two initiatives introduced by the ABS in 2007 have improved the coding of suicides and 

addressed some known data quality issues such as the potential for underreporting and 

discrepancies between different states and territories (43-48). The main way data quality has 

been improved is by the introduction of a revision process for coroner-certified deaths (42, 49). 

This process is undertaken to improve the coding of cause of death for coroner-certified deaths 

as additional information becomes available. As a result of this process, data are deemed 

preliminary when first published, revised when published the following year and final when 

published after a second year (2). In addition, new coding guidelines introduced in 2007 enable 

ABS staff to code deaths to suicide if evidence indicates the death was from intentional self-

harm but the coroner had not made an explicit determination of intent. Previously, coding rules 

required a coroner to determine a death as intentional self-harm for it to be coded to suicide 

by the ABS (42). 

2.2.2 Epidemiology of suicide in Australia 

The latest ABS statistics show that during 2016, at least 2,866 Australians died by suicide, 

with 66.3% of deaths occurring among those aged 20-54 years (n=1,899). Across Australia in 

2016, the highest number of suicides occurred in New South Wales (n=805), followed by 
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Queensland (n=674) and Victoria (n=624). Figure 2 shows age-standardised suicide rates, by 

state and territory of usual residence for the 2016 calendar year. Suicide rates for residents of 

New South Wales, Victoria and the Australian Capital Territory were lower than the national 

rate of 11.7 deaths per 100,000 population1. Rates for residents of all other jurisdictions were 

higher than the national rate. The highest jurisdiction-specific rate was for residents of the 

Northern Territory: 19.3 suicides per 100,000 population.  

 

 
Note: 2016 data is preliminary.  
Figure 2 Age standardised suicide rates, by state and territory of residence, Australia 2016 

Figure 3 shows the number of suicides for Australia during 2016, by age group and sex. Males 

accounted for the majority of suicides (n=2,151, 75.1%) and accounted for more suicides than 

females in all specific age groups. The highest numbers of suicides occurred among males 

aged 30-34 years (n=246, 8.6%).  

Figure 4 shows age-specific suicide rates, by sex, for Australia during 2016. Higher rates of 

suicide were recorded for males than for females in all age groups. Male rates were highest 

among those aged 85 years and over, whereas female rates were highest among those aged 

50-54 years. Male rates were generally 3–5 times higher than female rates except among 

those aged 50-54 years (2.3 times) and among those aged younger than 15 years (1.3 times).  

                                                
1 This Australian suicide rate differs from the one presented in Section 2.1 because it is standardised to the 
Australian population whereas the other is a crude rate.  
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Note: 2016 data is preliminary.  
Figure 3 Number of suicides, by age group and sex, Australia 2016 

 

 
Note: 2016 data is preliminary.  
Figure 4 Age-specific suicide rates, by sex, Australia 2016 
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Figure 5 shows age standardised suicide rates per 100,000 population, by sex, for Australia 

and Victoria separately over the 10-year period 2007-2016. Victorian rates were generally 

slightly lower than Australian rates for all years of the period. Victorian rates generally followed 

the same trend over the 10-year period, peaking among males and females in 2015 before 

reducing slightly in 2016. All states and territories except South Australia reported a stable or 

increasing suicide rate from 2014 to 2015 (50) and recent research suggested the recorded 

increase was partly attributable to the rising suicide rate of indigenous children and younger 

adults (51). 

Figure 6 shows hanging has been the leading method of suicide in Australia over the most 

recent ten-year period, 2007-2016. In 2016, hanging was the method used in more than half 

(55.2%) of all suicides. Poisoning by drugs was used in 14.3% of suicides, followed by firearms 

which accounted for 6.4% and poisoning by other methods including by alcohol and motor 

vehicle exhaust (6.1%). The remaining suicides included deaths from jumping from a high 

place (4.9%), contact with sharp object (3.3%) drowning (2.2%), and all other methods 

combined (7.6%).  

 

 
Note: All causes of death data from 2006 onward are subject to a revisions process. Affected data in this figure are:  2007-2013 
(final), 2014 (revised), 2015-2016 (preliminary).  
Figure 5 Age standardised rate per 100,000 residents, Victoria and Australia 2007-2016 
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Note: All causes of death data from 2006 onward are subject to a revisions process. Affected data in this figure are:  2007-2013 
(final), 2014 (revised), 2015-2016 (preliminary).  
Figure 6 Number of suicides by methods of suicide over the 10-year period 2007-2016, Australia 
 

2.3 Summary 

Globally, more than 800,000 deaths per year are attributed to suicide, with around 3,000 of 

these occurring among Australians. Suicide is therefore a significant public health concern. 

When comparing across regions, suicide rates are highest in Europe, particularly in Lithuania, 

Russia and Belarus. Other countries with high suicide rates include Guyana and the Republic 

of Korea. Australian suicide rates, ranked 41st in the world, are largely comparable with those 

of other Western developed countries such as the United States, Canada, and New Zealand.  

Currently almost 3,000 Australians die each year by suicide and males consistently account 

for approximately three-quarters of these deaths. Although Victoria accounts for the second 

highest number of suicides in Australia (n=624, 21.8% of Australian suicides), suicide rates 

for residents of Victoria are lower than the national rate. Hanging is the leading method of 

suicide in Australia, accounting for more than half of all suicides in 2016. 
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3 Chapter 3: Research approaches and methods in suicide 
research 

Historically, researchers have used various methods to study characteristics of those who die 

by suicide and the potential risk factors associated with suicide. These include: analysis of 

national mortality statistics, psychological autopsies, review of information gathered through 

coronial investigations, research with suicide attempt survivors and studies of the content of 

suicide notes (52). Two of these methods are examined in detail in this chapter as they are 

directly relevant to the thesis: psychological autopsy (PA) studies and reviews of coronial 

records (including registers created using coronial records).  

3.1 Psychological autopsy 

A PA is a common method of study in suicide research. It is essentially a retrospective study 

of a person who has died by suicide involving interviewing people who knew the deceased. 

The term “psychological autopsy” was coined by Edwin Shneidman who originally used the 

method to clarify the cause of death in cases where it was equivocal (53-55), however, this 

method has now become the prime approach in studying risk factors for suicide (10).  

The PA method includes collecting all available information about the deceased via structured 

interviews of family members, relatives, friends, and health professionals in an attempt to 

reconstruct what the deceased may have been experiencing, thinking and feeling before the 

suicide (6, 10, 53). From this information, an assessment is often then made of the deceased’s 

mental health, physical health, personality, experience of social adversity and social 

integration (8).  

It should be noted that the term ‘‘psychological autopsy’’ has sometimes been applied to 

studies using coronial/administrative records’ data without direct interviews of relatives or 

friends of the deceased (8, 11). However, when PA studies are referred to throughout this thesis 

the focus is those studies that include the use of research interviews with one or more proxy. 

An important component of PA studies is that they can involve the retrospective assessment 

of the presence of a mental illness following an individual’s death. To do this, some PA studies 

have used standardised instruments but many have not (55). Even in cases where standardised 

instruments have been used, importantly, most of these instruments have originally been 

applied to diagnosis of mental illness after speaking with a living person in whom the presence 

of a mental illness is being investigated. In the case of PA, these instruments clearly need to 

be revised to obtain the information from proxy informants (56). 
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Three reviews of PAs were completed in the late 1990s and early 2000s. Hawton, Appleby (11) 

and colleagues (1998) published a review of methodological issues associated with the PA 

approach. They concluded, that despite the methodological limitations inherent in the method 

it is still a valuable means of examining factors that contribute to suicide. Similarly, in 2001, 

Isometsä (6) undertook a review of 23 major PA studies concluding that overall the findings 

were highly consistent and provided an accumulating base of information concerning the 

factors related to suicide. A slightly later (2003) systematic review of 76 studies, again, 

concluded that PA findings were fairly homogeneous across studies (8). Overall, the view of all 

these review authors was that the PA is a valid method that has few methodological issues or 

only minor ones that are readily correctable.  

Another review was published in 2006 by Pouliot and De Leo (55) which detailed the presence 

of a number of methodological problems concerned with PA studies. The problems outlined 

included concerns regarding selection of control subjects, confounding influences of 

extraneous variables and the reliability of the assessment instruments used (55). These authors 

concluded that despite their limitations, PA studies have contributed substantially to our 

understanding of suicide but emphasised that standardisation of PA procedures be reviewed.   

More recently, some researchers have expressed longstanding concerns regarding the 

method. In recently published opinion pieces a number of researchers have made the claim 

that PA studies are flawed theoretically, methodologically, and analytically and the method 

leads to erroneous results and incorrect conclusions – especially when it comes to the 

retrospective diagnosis of a mental illness following a person’s death (12, 13, 57).  

The criticism stems from the fact that the method involves seeking information from third 

parties (i.e., family and friends) about the mental status of individuals following their death, 

which is seen by critics as inherently inaccurate and subject to bias (12-14). Some argue that the 

methodological weaknesses of these studies are so severe that they undermine the reliability 

and validity of mental illness diagnoses because proxies simply cannot reliably answer many 

of the questions included in the standardised diagnostic instruments used (if standardised 

instruments are used) because the questions are actually exploring the informants’ subjective 

opinions, feelings and experiences. They argue that the reason the results, particularly 

regarding the presence of mental illness among suicide decedents, are largely consistent is 

not because the method is accurate, but because each study that uses the method simply 

replicates the other flawed results. These authors feel so strongly regarding these flaws that 

they concluded PA studies “should now be abandoned” (10).   
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3.2 Coronial records 

Another method for identifying factors associated with suicide is to use coronial information or 

purpose-built suicide registers/datasets based on information generated for the Coroner’s 

investigation.  

There are four main data sources in Australia which fall under this category: the National 

Coronial Information System (NCIS), and three purpose-built state-based suicide registers - 

the Victorian (VSR), Queensland (QSR) and Tasmania suicide registers (TSR) (58). In addition 

the respective suicide prevention policy documents for New South Wales and the Northern 

Territory include actions to investigate the establishment of suicide registers (59, 60). While the 

VSR was established in 2009 and published research using the VSR has only recently started 

to be published (61-63), research using the QSR dates back to 1990 (64). The TSR has only just 

been implemented so no research using it has yet been published. Findings from research 

using the VSR and QSR, specifically in relation to mental illness as a risk factor for suicide will 

be outlined in Chapter 4.  

Research based on coronial records have, what some would consider, the advantage of close 

consideration of relevant facts by a responsible person outside the medical system (13) and do 

not assign mental illness diagnoses after a person’s death. For example, coders for the VSR 

only code a mental illness diagnosis if there is evidence that a medical or other mental health 

professional made a diagnosis prior to death – i.e., not because a family member or friends 

stated the person seemed ‘depressed’, or responded to a structured diagnostic type interview 

as is standard in many PA studies. An additional strength of research using coronial records 

is that, at least in most Western countries, Coroners must investigate all suspected suicides 

so it is likely that research based on these records represents the most accurate population of 

suicides available for analysis and not a sample of suicides as is common in PA studies.  

Despite these strengths, there are also limitations with relying on coronial records as a primary 

source of information on factors related to suicide. The information available is limited to what 

is generated for the Coroner’s investigation and as such it is not a wide ranging review of all 

possible information about the person (24). For example, the absence of a factor in the coronial 

file does not guarantee that it was not present and, the presence of information does not 

necessarily mean it was contributory to the person’s decision to die by suicide. Further to this, 

the volume of information varies between investigations depending on a number of factors 

including who was asked to provide information, what questions were asked and the 

willingness of individuals to disclose some or all of the information they had (24). All the 

evidence provided in the coronial brief is not tested except when an Inquest is held and even 
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then, not all the evidence is tested, only factors the Coroner determines are within scope. In 

addition, for mental illness to be recognised as a factor in someone’s death, datasets based 

on coronial information require a mental illness diagnosis to be made prior to death which is 

influenced by a range of factors, including accessibility of appropriate care and the diagnostic 

tools used in psychiatric examination in hospitals and other health care settings (65). 

It should be noted that there is some cross-over between these methods as evidenced by the 

QSR which includes information gained in a PA. Specifically trained police officers administer 

a structured interview, usually to close proxies, and usually within 2–10 days from the 

discovery of the body if the case is suspected to be a suicide. The structured interview was 

developed by the Australian Institute for Suicide Research and Prevention in consultation with 

the Queensland Police Service and Coroners.(66) However, psychiatric diagnoses are not 

assigned post death.  

3.3 Quantitative and qualitative research methods in suicidology 

Much of the research published in suicidology, using the methods described here, has been 

quantitative. However, one of the leading suicide research journals, Archives of Suicide 

Research, published a special issue on "quantitative versus qualitative studies in suicidology" 

in 2002 where it was argued by a number of authors that both approaches were needed in the 

field of suicidology (67-69). More recently, researchers have continued to argue for an increased 

focus on understanding suicidal behaviour by extending the use of qualitative methods which 

they believe is essential to the advancement of the discipline (70, 71). Their view is that, like in 

many other areas of research, quantitative studies can provide a solid foundation for 

qualitative studies to then investigate factors in more depth, or to look at relationships between 

important factors, which would not be possible using quantitative methods (71). Qualitative 

research may complement quantitative research by answering ‘how’ and ‘why’ questions, or 

findings from qualitative studies may inform the development of new quantitative studies (70). 

As these same authors conclude, perhaps a combination of quantitative and qualitative 

methods is the most constructive approach. 

Despite this push for increased qualitative studies, in the period following publication of the 

special issue on "quantitative versus qualitative studies in suicidology", research showed that 

less than 3% of the studies published in the three main international suicide journals had used 

qualitative methods (71). 
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3.4 Conclusion 

This chapter outlined two approaches to studying risk factors related to suicide. It is apparent 

that the PA method of research has found largely consistent results across studies although 

methodological limitations of such studies have been outlined by both supporters and critics 

of the approach. The other approach is to use coronial records or purpose-built suicide 

registers to examine factors associated with suicide. In addition, there have been increasing 

calls for suicidology to embrace qualitative research to examine some factors related to suicide 

in more depth. The following chapter examines the findings of research using both these major 

approaches, with particular emphasis on research that examines mental illness as a risk factor 

for suicide. 
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4 Chapter 4: Risk factors for suicide and explanatory models 
of the association between mental illness and suicide 

This chapter provides an overview of evidence from the existing literature regarding risk 

factors for suicide with a particular focus on mental illness. It also outlines some models that 

have been proposed to explain the strong association between mental illness and suicide.  

4.1 Risk Factors for Suicide 

The importance of examining risk factors in suicide research is that identified potential factors 

can be used in etiological models for why one might die by suicide (3) and knowledge of factors 

can practically inform the planning of suicide prevention programs. Consequently, 

considerable research has been undertaken to attempt to identify risk factors for suicide.  

There is often a distinction made between distal and proximal risk factors in suicide prevention. 

Distal factors can be conceptualised as factors which imply an underlying vulnerability to 

suicide, while proximal factors can be seen as potential precipitants, or triggers, for suicide. A 

given distal factor’s relationship to suicide is therefore indirect, in that the presence of the distal 

factor may be considered necessary, but not sufficient for suicide to occur, whereas, proximal 

risk factors are usually more closely related temporally to the suicidal event itself, acting as 

precipitants for the suicide (72). This distinction between distal and proximal risk factors is 

important when planning prevention programs because effective programs are likely to differ 

depending on the nature or category of the specific risk factors that are targets of the 

prevention program. Another useful grouping of risk factors is to conceptualise them as 

psychiatric, biological, familial and situational (4), therefore they are seen as occurring in 

different but related (and not mutually exclusive) domains. Biological factors, such as 

serotonergic dysfunction, are outside the scope of this thesis so will not be discussed further.  

Mental illness (a psychiatric factor), including substance abuse, is considered to be a strong 

risk factor for suicide (7, 26, 73-76) and has been conceptualised as both a distal (4) and a proximal 

risk factor (4) as have previous suicide attempts (77, 78). Similarly, familial factors that could be 

considered both distal and proximal risk factors for suicide include family violence (79, 80), child 

abuse (81, 82) and family history of suicide (83). Proximal risk factors are often situational factors 

such as relationship separation (84, 85), family conflict (3), unemployment (3) physical illness (17) 

and social isolation (77, 86). Importantly, situational risk factors are likely to differ with age, 

gender and other sociodemographic factors (4).  
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4.1.1 Mental illness 

“Mental illness” typically refers to a “clinically diagnosable illness that significantly interferes 

with an individual’s cognitive, emotional or social abilities” (87). The diagnosis of mental illness 

is generally made according to the classification systems of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM) or the International Classification of Diseases (ICD). 

Findings from a nationally representative survey suggest 20% of Australians aged 16-85 

experience a mental illness in any year and that 45% of Australians will experience a mental 

illness in their lifetime (88). Throughout this thesis when the term mental illness/mental disorder 

or psychiatric condition is used, a clinically diagnosable illness is being referenced. This is 

different to a “mental health problem” which is defined as: “diminished cognitive, emotional or 

social abilities but not to the extent that the criteria for a mental illness are met” (87).  

The association between mental illness and suicide is one of the most researched topics in 

suicidology (22), with a significant body of research finding that mental illness is a major factor 

associated with suicide (6-9). An often-quoted statistic in the literature is that 90% of people who 

die by suicide have a mental illness. The approaches to suicide research previously outlined 

in Chapter 3, namely, PA studies and investigations of coronial records, have both been used 

to study the presence of mental illness among individuals who have died by suicide and as 

the following sections detail, depending on which method is employed (and even within 

methods) - results vary.  

4.1.1.1 Findings from psychological autopsy (PA) studies 
Early PA studies were remarkably consistent in their findings regarding the prevalence of 

mental illness among people who died by suicide. A US study published in 1959 determined 

that 94% of the 134 people who died by suicide in the City of St. Louis over a 12-month period 

were considered to be “psychiatrically ill”. With regards to specific conditions, more than two-

thirds were considered to have either “manic-depressive disease” or “chronic alcoholism” (89). 

In 1960 Dorpat and Ripley (90) determined that of their sample of suicides that occurred in 

Seattle, “not one patient was found to have been without psychiatric illness” and that 

symptoms of depression were found in every case where adequate information was available. 

However, they also noted that no psychiatric information was available in six of the total 

sample of 114 cases studied. In the UK in 1974, Barraclough, Bunch (74) and colleagues 

determined that ninety-three of the 100 suicides they studied were “mentally ill” and the most 

common illnesses were “depressive illness” and “alcoholism”.  

Over the next few decades many PA studies were published and a comprehensive review of 

these studies was published by Isometsä (6) in 2001 which examined the methods and some 
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relevant findings from these studies. Overall, although the findings were not focused only on 

the association between mental illness and suicide, the author made the strong conclusion 

that more than 20 major projects they reviewed “documented that with rare exceptions, the 

presence of a mental illness is a necessary, although not a sufficient condition for a completed 

suicide to occur” (6). Further to this, the two most prevalent categories of mental illness among 

suicides were mood disorders and substance use disorders. Major depression was 

determined to be the most important single mental illness related to suicide risk (6). 

Around the same time, Bertolote and Fleischmann (7) undertook a systematic review of PA 

studies reporting diagnoses of mental illness among those who had died by suicide. In all the 

examined studies, psychiatric diagnoses were established retrospectively. The review 

included 31 papers published between 1959 and 2001 worldwide, which in total encompassed 

data on 15,629 suicides. Papers focusing only on specific age groups, such as young people 

or the elderly, or only on specific illnesses such as depression or schizophrenia, were excluded 

and all diagnoses of mental illness were made on the basis of either of the two leading 

international classification systems (the ICD and the DSM) and converted to general 

categories common to both systems. The overall results showed that 98% of people who died 

by suicide had a diagnosable mental illness. When split by whether the study included cases 

from the psychiatric population or the general population, the proportion of cases considered 

not to have a mental illness was 0.1% and 3.2% respectively (7).  

In 2003, 76 PA studies of people who died by suicide were included in a systematic review; 

54 case series and 22 case-control studies (8). The median proportion of cases with mental 

illness was 91% in the case series studies and in the case-control studies the figure was 90% 

in the cases and 27% in the controls. Depression accounted for the majority of the cases of 

mental illness in the case series (8).  

A revisiting of the Bertolote and Fleischmann (7) review, again examined the proportion of 

suicide cases with psychiatric diagnosis but among the general population studies they also 

looked at whether one or multiple diagnoses were allowed (73). When restricted to studies of 

suicide in the general population the no mental illness diagnosis group accounted for 12.0% 

of cases among main diagnosis only and 1.6% of cases among those with multiple diagnoses 

provided. For the psychiatric populations studied, mood disorders accounted for the highest 

proportion (30.2%) of all established mental illness diagnoses and in the general population 

mood disorders were again most common, accounting for 44.4% (one diagnosis only) and 

34.3% (multiple diagnoses) of cases, respectively. The most common pattern of comorbidity 

was mood disorders in combination with substance-related disorders. 
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Since the large review studies published in the early 2000s (6-8) there have been a number of 

Australian studies published using the PA method but they have focussed on specific 

populations such as people who had been in contact with a health professional preceding their 

death (91, 92); middle aged and older adults (93-95) or lesbian, gay, bisexual, transgender, and 

intersex (LGBTI) individuals (96) and as such are out of the scope of this discussion. However, 

one Victorian study published in 2000, that was not included in the mentioned reviews, was a 

study of suicides occurring between 1992 and 1996 in Ballarat, Victoria (97). Information was 

obtained on socio-demographic variables, method and circumstances of suicide, and 

associated psychiatric illnesses in each case and subjected to PA (meaning that, where 

relevant, a mental illness diagnoses was arrived at retrospectively using the available 

information). Seventy-five cases of suicide were included and after PA, the authors concluded 

60% were determined to have a psychiatric illnesses - mainly affective disorders (41%) (97).  

It is important to note that 80% of the total cases included in the influential early reviews (7, 73) 

came from studies conducted in just three countries – Denmark, the United Kingdom and the 

United States of America. Due to issues specific to local contexts, it is quite possible that a 

different diagnostic distribution could be found in other countries or regions (7). In fact a national 

case-control PA study in China, found that 63% of cases met the criteria of a psychiatric illness 

at time of death (98). A more recent PA study from China found an even lower proportion of 

cases with current mental illness (48%)(99). However, this study included young rural people 

only and just five categories of DSM-IV mental disorders (mood disorders, schizophrenia and 

other psychotic disorders, substance use disorders, anxiety disorders, and other axis I 

disorders). A recent meta-regression analysis was conducted to identify the potential effects 

of geographical regions on the PA determined prevalence of mental illness in people who had 

died by suicide. Studies from East Asia had a significantly lower mean prevalence (69.6%) 

than those in North America (88.2%) and South Asia (90.4%). The authors suggested the link 

between the risk factors and suicide in the absence of a mental disorder should be examined 

in different geographical and sociocultural contexts.(100) 

A recent study by Milner, Sveticic (65) and colleagues reviewed international PA research on 

suicides occurring in the absence of psychiatric conditions and found that between 5.5% and 

66.7% of suicides occurred in the apparent absence of Axis I conditions (Axis I includes all 

categories except mental retardation and personality disorder). The authors concluded that 

variation in the proportion of suicide cases without a psychiatric condition may reflect 

methodological and design-related differences between studies and cultural specificities in the 

conceptualization and diagnosis of mental disorder (65). 
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In many of the early PA studies in particular, suicide appears to be researched with respect to 

a medical model whereby suicide is conceptualised as a consequence of biologically based 

alteration of the brain i.e., mental illness (55). However, there are some problems with using 

this model as the starting point for suicide research. Most people with a mental illness do not 

die by suicide and although common in those who die by suicide, mental illness in and of itself 

does not appear to be a sufficient condition for suicide to occur. In addition, the proportion of 

suicides with a diagnosable mental illness appears to differ depending on geographical and 

cultural contexts suggesting mental illness makes different contributions to suicide across 

different populations (101). Due to the focus on mental illness and the medical model when 

conducting these studies, there has been a high emphasis of identification and treatment of 

psychiatric disorders as the main suicide prevention effort (102).  

4.1.1.2 Findings from coronial reports or purpose-built suicide registers 
The other method for identifying the prevalence of mental illness amongst those who die by 

suicide is to use coronial reports, or purpose-built suicide registers based on information 

gathered for coronial investigation.  

As described in 3.2, there are currently three suicide registers in Australia - the Queensland 

Suicide Register (QSR), the Victorian Suicide Register (VSR) and the newly established 

Tasmanian Suicide Register (TSR). It is important to note that the QSR, established in 1990, 

includes a form called the “Report to the Coroner by Police Officer in the Event of a Possible 

Suicide” which involves a structured interview. These questionnaires are completed by 

specifically trained Police Officers, and usually involve close proxies. Although this is 

sometimes referred to as a Psychological Autopsy Report in published literature which uses 

the QSR as a data source (for example in De Leo and Klieve (66)) the results from studies using 

the QSR will be reviewed as being based on coronial information unless the research 

specifically states that a formal PA took place (for example after using the QSR to identify 

cases). 

Many of the studies conducted using the QSR have focused on specific populationssuch as 

farmers (103, 104); medical doctors and nurses (105); building industry workers (106); indigenous 

adults or children (107-109); people who have a diagnosis of schizophrenia (66); or suicides 

occurring using a specific method (110). For this reason, these studies are out of the scope of 

this review. However, a recent study using the QSR provided an updated profile of all suicide 

cases of Queensland residents between 2002 and 2011. A total of 5,752 suicides (77% male 

and 23% female) were included and 49% of the cases had a diagnosis of at least one 

psychiatric illness. Unipolar depression was the most frequent diagnosis (35%) followed by 
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psychotic disorders (6.8%), substance use disorders (5.4%), anxiety disorders (4.9%), bipolar 

depression (4.5%) and personality disorders (1.4%) (111).  

Consistent with findings from these studies, a recently published report using the VSR (24)– a 

purpose-built database based on coronial information – again found the proportion of those 

who die by suicide that have a diagnosed mental illness appears to be much lower than 

previously reported in PA studies. The study, which had the focus of examining health service 

use and contact pathways among those who had died by suicide in Victoria, found 56% of 

those who died by suicide during 2009 and 2010 had a diagnosed mental illness (51% of 

males and 69% of females).  

The National Coronial Information System (NCIS) is a national internet-based data storage 

and retrieval system for Australian coronial cases and as such includes information on all 

reportable deaths to Australian Coroners. NCIS data has been used in two recent Australian 

studies mentioned thus far, but for the purpose of identifying ‘sudden death controls’ to be 

used with QSR cases (103) or for cross checking of records (111). However, there has been one 

published Victorian study using the NCIS as the main data source, which examined the role 

of psychosocial factors, physical and mental health in suicide. Results showed less than half 

of those who died had a diagnosis of mental illness (44%; 64% of women and 37% of men) or 

were currently receiving treatment for mental health problems at the time of death (42%; 61% 

of women and 37% of men) (23). 

A similar data source to the NCIS exists in the United States. The National Vital Statistics 

System (NVDRS) aggregates data from death certificates, coroner/medical examiner reports 

(including toxicology), and law enforcement reports. A 2018 NVDRS study(112) of more than 

20,000 suicides found less than half (46.0%) of suicide decedents had a known mental health 

condition at the time of death, a result that is very consistent with the above mentioned NCIS 

study (23).  

In some Asian countries, an even lower proportion of people have been found to have a mental 

illness at the time of their death by suicide. An examination of Coroners records contained in 

the National Suicide Registry of Malaysia found reports of mental illness in only 22% of the 

328 cases that occurred in 2009 (113). The authors believed the low proportion of mental illness 

may have been due to the cultural belief systems about mental illnesses in Malaysia or that it 

may also suggest a more profound impact of psychosocial factors in developing countries (113). 

Overall, in contrast to findings from PA studies, studies based on coronial information and 

suicide registers have generally reported a history of mental illness in approximately 50% or 

fewer cases (23, 24, 111, 113).  
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As mentioned in Chapter 3, there are also limitations of using purpose-built suicide registers 

or other coronial sources such as the NCIS. Although comprehensive, the available 

information contained in a suicide register such as the VSR is limited to what is generated for 

the coronial investigation and as such it is not a wide ranging review of all possible information 

about the person (24). There is obviously the likelihood that studies using suicide registers or 

other coronial sources such as the NCIS, underestimate the prevalence of mental illness 

among people who die by suicide. This could occur either because that information is missing 

from the coronial file or because the person has an undiagnosed mental illness.  

4.1.1.3 Other studies 
Importantly, the evidence for the importance of mental illness as a factor related to suicide 

does not only come from descriptive studies such as those outlined above.   

A 1997 meta-analysis of well over two hundred studies of suicides of patients with a known 

diagnosis found that almost all psychiatric disorders (36 of 44 disorders that were studied) 

conferred an increased risk of suicide (17). These findings were confirmed by a more recent 

meta-review by Chesney, Goodwin (114) and colleagues in 2014 which included 20 systematic 

reviews and meta-analyses. This study found borderline personality disorder, depression, 

bipolar disorder, opioid use and schizophrenia, as well as anorexia nervosa and alcohol use 

disorder in women, conferred substantially increased suicide risks.  

Multiple papers have presented results from the Lundby Study – a prospective cohort study 

involving 3563 participants from the Swedish general population – which examined mental 

health and suicide risk over a 54-64 year period. Long-term suicide risk for specific diagnoses 

was found to be 5.6% for depression (115), 6.3% for alcohol use disorders(116), and 3.3% for 

anxiety disorders (117). Further analysis found the long long-term suicide risk in participants 

with no, one, or more mental disorders was 0.3%, 3.4% and 6.2% respectively – and each 

additional diagnosis was significantly related to increased risk of suicide (118). 

4.1.1.4 Conclusion 
Estimates of the proportion of people who die by suicide that have mental illness differ 

depending on whether PA studies or suicide registers are used. However, at least in Western 

countries, results are fairly internally consistent, suggesting that the methods used to examine 

suicide may be driving the results. Some have argued that PA studies overestimate the 

influence of mental illness, while studies using suicide registers which do not include 

retrospective diagnosis of mental illness are likely to underestimate the influence of mental 

illness. This suggests that rather than being universally present in people who die by suicide, 

the actual prevalence of mental illness among people who die by suicide (at least in Western 
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countries), would likely fall somewhere between 50%-90% of cases. Clearly this has important 

implications for suicide prevention.  

4.1.2 Other risk factors for suicide 

According to a comprehensive review by Van Orden, Witte (3)et al. (3), in addition to mental illness, 

the literature shows the most consistent and robust support for the following risk factors: past 

suicide attempts, social isolation, family conflict, unemployment, and physical illness. The 

same review found support for additional factors such as family history of suicide, impulsivity, 

incarceration, hopelessness, serotonergic dysfunction, agitation/sleep, childhood abuse, 

exposure to suicide, homelessness and combat exposure.  

Some of the risk factors, in addition to mental illness, most relevant to this thesis include:  

• Past suicide attempts 

• Divorce/relationship separation 

• Family conflict 

• Childhood trauma 

• Physical illness 

• Work-related stressors 

• Violence and forensic/legal issues 

• Bereavement. 

4.1.2.1 Past suicide attempts 
Past suicide attempts are considered to be one of the most reliable predictors of future suicidal 

ideation, attempts, and death by suicide. A Hawton and Fagg (119) 8-year follow-up study 

published in 1988 found suicide or probable suicide occurred in 2.8% of people who had been 

admitted to hospital following a suicide attempt and the rate of suicides was approximately 27 

times the expected rate in this population. More recent studies have found similar results. A 

prospective cohort study found that individuals who had attended emergency departments for 

intentional self-harm had more than 30 times the number of suicides that would be expected 

in the general population (120). A longitudinal study published in 2004 indicated that a history 

of a suicide attempt by self-poisoning was an indicator of high risk for completed suicide 

throughout the entire adult lifetime (34) and a population based cohort study found children and 

adolescents who had previously harmed themselves had increased suicide risk (hazard ratio 

17.48, 95% confidence interval 7.55 to 40.46) (121). 

4.1.2.2 Divorce/relationship separation  
Divorce and relationship separation have been shown to be both a distal and proximal risk 

factors for suicide (79, 85). Stack and Scourfield (85) found that recent divorce increases the odds 



27 
 
 

of death by suicide 1.6 times, compared with 1.3 times for distal divorce. Relationship 

separation has also been shown to contribute to higher rates of suicide (79, 84, 86). In addition, 

relationship difficulties with a partner have also been reported as an important precipitating 

factor of suicidal behaviours.  Appleby, Cooper (122) and colleagues found young people who 

had died by suicide were approximately ten times more likely than controls to have 

experienced recent moderate/severe interpersonal problems with a partner.  

4.1.2.3 Family conflict 
In addition to divorce and relationship separation, other family-related conflict has been shown 

to be a robust risk factor for suicide across the lifespan (3). Data from the WHO multi-country 

study on women’s health and domestic violence against women was used to examine 

relationships between suicide attempts and other variables. Results indicated that some of the 

most consistent risk factors for suicide attempts for women were having experienced intimate 

partner violence and having a mother who had experienced intimate partner violence (79). 

Other family related conflict such as family discord has been shown to increase suicide risk 

after controlling for sociodemographic covariates and mental disorders (123).  

4.1.2.4 Childhood trauma 
Childhood trauma has been found to be associated with suicide and/or suicide attempts (79, 81, 

82). An Australian study found young people who had experienced childhood sexual abuse had 

a suicide rate that was more than 10 times the national Australian rate (124) and a recently 

published meta-analysis of 47 studies (25 cross-sectional, 14 cohort, 6 case-control and 2 twin 

studies) which included a total of 151,476 subjects by Ng, Yong (82) and colleagues (2018) 

found that childhood sexual abuse was consistently associated with increased risk of suicide 

attempts. In addition, poor parental relationship during childhood has been shown to be 

predictive of suicide (125) and an association has been found between suicidal behaviours and 

an experience of bullying (126, 127).  

4.1.2.5 Physical illness 
Certain physical illnesses and conditions have been shown to increase the risk of suicidal 

behaviour including HIV/AIDS (17), some cancers (128), multiple sclerosis (17), and Huntington’s 

disease (129). A review by Whitlock (130) in 1986 demonstrated that more than one-third of people 

who die by suicide had a medical illness at the time of their death and more recent research 

has found physical illness was mentioned as the main reason for suicide in almost 20% of 

cases (5). 
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4.1.2.6 Work-related stressors 
Unemployment has consistently been linked to suicide and found to be associated with 

increased suicide risk (131, 132) as have adverse conditions in the workplace (133). A German 

case-control PA study of 163 individuals who died by suicide found unemployment was 

associated with highly significantly increased risk of suicide (132). Another German study 

followed up almost 7000 participants for an average of 12.6 years and found a negative 

working environment increased suicide mortality risk, even after controlling for relevant 

suicide-related risk factors (133). In New Zealand, a study of 202 suicides, 275 medically serious 

suicide attempters, and 984 randomly selected controls (stratified by age and gender) found 

work-related stressors increased suicide risk (adjusted odds ratio [OR] 2.5) (125).  

4.1.2.7 Violence and forensic/legal issues 
Violence (134) (in addition to the family violence and childhood abuse already described), 

contact with police (134) and legal issues (125, 135) are often proximal events to suicide. A UK 

study examining factors related to suicide among 205 individuals who died over the three-year 

period 1999-2001 found 41 (20%) had police contact within 3 months of death either as victims 

(n=24) or as alleged perpetrators of violent and non-violent crime (n=24) or as both victims 

and perpetrators (n=7). The previously mentioned New Zealand study of 202 suicides, 275 

medically serious suicide attempters, and 984 randomly selected controls found people who 

had experienced legal stressors in the previous 12-month period were at increased risk of 

suicide (adjusted OR 5.4) (125).  

4.1.2.8 Bereavement 

Bereavement has been found to be associated with increased risk of suicide (136), suicidal 

ideation (137, 138) and suicide attempts (139). A nationwide Danish cohort study (136) examined 

suicide risk among people exposed to the loss of a child, spouse, sibling or parent compared 

to suicide risk among non-bereaved persons. Risk of suicide was found to be significantly 

increased for three of those cohorts (those who had lost a child, spouse or parent).  

4.1.3 Conclusion  

It has become generally accepted that 90% or more of people who die by suicide have a 

mental illness. This figure has originated from studies conducted using the PA method which 

has come under criticism especially in the most recent few years. In part this is because it 

involves diagnoses being made following a person’s death based on the subjective opinions 

and memories of third parties. Recent evidence, particularly from Australian studies conducted 

using coronial information, suggests that people with a mental illness may comprise a lower 

proportion of suicides than has previously been thought (23, 24, 111). 
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Importantly, the proportion of suicides with a diagnosable mental illness appears to differ 

depending on geographical and cultural contexts (and this is found whether PA or coronial 

records are the source of information) suggesting mental illness makes different contributions 

to suicide across different populations (101). 

In addition to mental illness, there are many other risk factors for suicide and some have 

suggested that the pervasive focus on mental illness in suicide research and prevention has 

meant that these risk factors are not getting the attention they deserve (10, 13). While one would 

never seek to argue that mental illness does not infer a risk for suicide, or that it should not be 

a major component of any suicide prevention program, more research is required to establish 

the prevalence of mental illness in suicide and how it potentially interacts with other factors 

and stressors in specific populations. Likely variation in risk factors between jurisdictions 

means it is important to undertake studies in multiple jurisdictions. Victoria, Australia presents 

an excellent opportunity to conduct a jurisdictional based study due to the presence of an 

established suicide register within the coronial system. It is unknown to what extent the 

international results regarding factors associated with suicide, and even results from other 

parts of Australia, can be generalized to Victoria as it is well recognised that risk factors for 

suicide vary in kind from one cultural context to the next (30).  

4.2 Explanatory models of the relationship between mental illness 
and suicide  

To understand why the association between mental illness and suicide exists and to elucidate 

how mental illness contributes to suicide in the context of other risk factors, it is necessary to 

understand the mechanisms that explain why people with a mental illness appear to be at 

greater risk for suicide. Despite the need for such understanding, there is little research 

regarding these potential mechanisms. The following explanatory models of the relationship 

between mental illness and suicide have been proposed by Mishara and Chagnon (22).  

4.2.1 Suicide and mental illness have a common aetiology 

The first model suggests that the association between mental illness and suicide exists 

because factors that increase the risk of suicide are the same factors that increase the risk of 

a person developing a mental illness. Research shows a number of factors that have been 

found to be associated with suicide, such as biogenetic vulnerability and exposure to early 

negative events such as child abuse and parental divorce, have also been found to be 

associated with the development of a mental illness (81, 140-142). Therefore, according to this 

model no direct causal link between mental illness and suicide existsthe association is 

because both suicide and mental illness have common determinants (22). Consequently, 
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consistent with this model, suicide prevention efforts could focus on reducing the occurrence 

of, and adverse outcomes associated with, negative events in childhood.   

4.2.2 Some mental illnesses are alternatives to suicide 

The second explanatory model asserts that mental illness can develop as a means of trying 

to reduce suicidal ideation and impulses (22). For example, one might drink alcohol excessively 

(and eventually develop a substance abuse disorder) as a way of trying to avoid or diminish 

suicidal ideation. Therefore, consistent with the first explanatory model, there is no direct 

causal link between mental illness and suicidefactors associated with a greater suicide risk 

may lead either to suicidal behaviours or to mental illness. In this way, the suicidal ideation is 

conceptualised as being present prior to the mental illness so it would follow that prevention 

of suicide should not simply be based on treatment of mental illness – reduction of suicidal 

ideation is what is required.  

4.2.3 Suicide is a direct consequence of mental illness 

In the third model, suicide is seen as a direct consequence of the mental illness due to 

symptoms of mental illness being the key factor in the development of suicidal behaviours. 

For example, psychotic command hallucinations where an individual may hear voices that tell 

them to kill themselves or depressive delusions when a person suffering from clinical 

depression perceives their current situation as being hopeless resulting in the belief that 

suicide is the only way to stop their current suffering (22). Increasing access to effective 

treatment of mental illness would be the prevention intervention consistent with this 

explanatory model.  

4.2.4 Suicide is a result of the consequences of living with a mental illness 

People who live with a mental illness in society are more likely to have a number of important 

risk factors (or lack of protective factors) that have previously been found to be associated 

with suicide (143-145). The fourth explanatory model posits that it is these risk factors that result 

in the increased risk of suicide among people with mental illness. In this way, it is not the 

symptoms of the mental illness that result in an increased suicide risk, but rather the effects 

of living with a mental illness in society (22). Prevention interventions that would be consistent 

with this model would include better support for people with mental illness, education and 

awareness campaigns regarding mental illness, reducing stigma associated with mental 

illness and increasing employment opportunities for people who have mental illness.  



31 
 
 

4.2.5 Suicide results from treatment  

According to this model, it is not the mental illness or the symptoms of illness that results in 

greater suicide risk, but the treatment. This could be because the treatment is inadequate, 

inappropriate or incomplete or that the treatment results in an iatrogenic effect (22). In the last 

case, treatment could result in increased suicide risk by helping with organisational skills and 

the ability to mobilise sufficient energy to make an attempt on one’s life. Similarly, at the 

beginning of treatment, before a person has experienced any decrease in symptoms of their 

illness, there could be an improvement to a person’s cognitive abilities making it possible for 

them to realise they are suffering from a mental illness. This has the potential to make them 

feel hopeless about the current situation of living with a mental illness and therefore be at 

greater risk of suicide (22). Increasing the quality of mental health treatment for people with 

mental illness is a suicide prevention strategy that is consistent with this model, including 

intensive monitoring of individuals when they begin treatment or have changes in medication.  

4.2.6 Aspects of the crisis situation  

The basics of this model are: (1) that suicide attempts often occur in a crisis (146); and (2) 

people with a mental illness may be more likely to experience crisis situations. This could be 

due to their potentially fragile social supports and difficulties in coping with everyday problems 
(22). Therefore, the association between mental illness and suicide exists because those with 

a mental illness may be more likely to experience crisis situations. Prevention of suicide 

according to this model could involve better support for individuals in crisis, controlling 

accesses to means and improving individual’s coping skills in times of crises. 

4.2.7 Conclusion 

According to these six explanatory models, in only one instance is suicide considered to be a 

direct consequence of the mental illness. This has obvious implications for suicide prevention 

as prevention opportunities differ depending on which one or more of the explanatory models 

is endorsed.  

It is clear that more investigation of the association between mental illness and suicide is 

needed, as is research that examines how mental illness interacts with other factors. 

Questions remain as to whether all these models are valid or whether some are more 

appropriate than others in certain populations. As Mishara and Chagnon (22) stated, the relative 

role of each of the explanatory models and factors within the models needs to be clarified in 

future research.   
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5 Chapter 5: Theories of suicide  

This chapter introduces major theories of suicide in order to place the risk factors discussed 

in Chapter 4 into context. Further, the explanatory models described in Chapter 4, were 

proposed to explain associations between mental illness and suicide, whereas the theories 

presented here are attempts at explaining why someone might die by suicide. While most of 

these theories incorporate mental illness, mental illness is not the focus of these theories.  

5.1 Introduction 

Prevention of suicide, at least in part, relies on predicting those at risk of suicide. As the 

previous chapters have outlined, although suicide is a leading cause of death, ultimately it is 

still a rare event and thus difficult to predict. Even known risk factors do not make the prediction 

of suicide straightforward, for example although previous suicide attempts have been shown 

to be predictive of future suicide (120), most people who attempt suicide will not make another 

attempt that actually results in death by suicide (33, 34). Similarly, although mental illness is a 

risk factor for suicide, the vast majority of people who have a mental illness do not die by 

suicide (18, 147). There are many theories of suicide that attempt to elucidate the potential 

relationship between risk factors across individual, psychosocial and societal levels. The 

purpose of these theories is to increase understanding of why someone chooses to end their 

life and ultimately the aim of these theories is to increase prediction and subsequent 

prevention of suicide.  

There have been many theories of suicide proposed and essentially those theories either 

generated by data grounded in reality (148) or those that are able to account for known suicide 

risk factors (149) have remained. For a theory of suicide to be useful with regards to 

understanding and preventing suicide, it needs to go beyond associations of suicide 

behaviours and focus on causal mechanisms (150, 151). This chapter provides an overview of 

some influential theories of suicide with added emphasis placed on two contemporary and 

well supported theories – the Interpersonal Theory of Suicide and the Integrated Motivational-

Volitional Model of Suicide.  

5.2 Sociological theory of suicide 

A theory of suicide proposed by Durkheim (27) more than 100 years ago is still quite influential. 

Unlike more contemporary theories of suicide, Durkheim’s early theory is not an individualistic 

explanation as it emphasises social forces rather than focusing on individual factors. 

Durkheim’s theory is mainly concerned with two concepts, or explanatory factors, and their 

relation to suicide: social integration and moral regulation.  
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The theory describes four types of suicide, egoistic, altruistic, anomic and fatalistic (27). The 

first two are primarily related to the concept of integration (egoistic and altruistic suicide) while 

the second two are primarily related to regulation (anomic and fatalistic). Egoistic suicide can 

be thought of as resulting from a lack of social integration of an individual in society – in this 

way suicide results when people lack social bonds or are socially isolated. In contrast, altruistic 

suicide is conceptualised as resulting from excessive social integration which can lead people 

to lose themselves and become willing to sacrifice themselves to a group’s interests (e.g., so 

called “suicide bombers” or instances of mass suicides occurring among cult members). 

Anomic suicide results from a lack of regulation, whereby among individuals who have 

previously had needs and satisfaction regulated by society encounter something that upsets 

this balance (e.g., divorce, economic trouble, loss of employment). Finally, Durkheim posited 

that fatalistic suicide occurred as a result of overregulation of the individual by society.  

Durkheim also proposed that there could be mixed types of suicide (e.g., ego-anomic, 

altruistic-anomic, ego-altruistic). Importantly, Durkheim believed the suicide rate could not be 

changed unless measures addressed the question of the social structure in which a person 

lives.  

Although Durkheim clearly emphasised social causes of suicide, he did not dismiss entirely 

the importance of other factors such as mental illness, in fact he actually categorised deaths 

among people with a mental illness separately to the other categories of suicide he described. 

Durkheim described four types of suicide among people with a mental illness: “maniacal 

suicide” - due to hallucinations or delirious conceptions; “melancholy suicide” - connected with 

a general state of extreme depression and exaggerated sadness; “obsessive suicide” - caused 

by no real motive but solely by a fixation on death; and “impulsive” or “automatic suicide” - 

resulting from an abrupt and immediately irresistible impulse (27). In this way, Durkheim 

acknowledged that mental illness played a role in some, but not all, suicides. However, he did 

believe that factors such as mental illness would not affect the suicide rate of whole societies 

and therefore should not be studied by sociologists (28).  

5.3 Psychodynamic theories 

Following on from Durkheim’s theory published in the late 1800s, psychodynamic theories 

dominated the first half of the 1900s (28). Psychoanalysts such as Freud and Menninger 

focused very much on aggression or hate when theorising on reasons one might die by suicide. 

Freud believed that the energy used to kill oneself derives from an earlier repressed desire to 

destroy another (152). Menninger took this further and believed every suicide was an inverted 

homicide (153). Contemporary researchers have expressed opposing views on the importance 
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of such early theories of suicide. Some believe these early theories were innovative and 

influential because of the importance they placed on concepts such as psychological distress 

or disorder (149). In this way the psychodynamic theories could be seen as precursors to more 

contemporary theories of suicide which also emphasis these concepts. In contrast, others 

have argued these early theories did not make a lasting contribution to the understanding of 

suicide and may have even inhibited further understanding of suicide (28). 

5.4 Escape, hopelessness and psychological pain theories 

5.4.1 Suicide as an escape from the self 

In 1990 Baumeister (154) emphasised escape from psychological pain as the main motivating 

factor in his theory of suicide. The reasoning behind this theory is that the most common 

motive reported by people for engaging in suicidal behaviour is to escape from an aversive 

situation and to obtain respite from unbearable pain (154). The theory posits that there are six 

steps that lead to suicidality: (1) high standards and expectations combined with current, 

specific failures, setbacks, or stresses; (2) failure interpreted as a result of own characteristics; 

(3) negative affect then follows from the awareness of self as falling short of important 

standards; (4) self-awareness results in painful negative emotions; (5) individual attempts to 

escape by focusing only on concrete sensations and targeting only immediate goals; (6) 

behavioural inhibition and the emergence of suicide occur. Suicide becomes appealing when 

the aversive thoughts and feelings-and the associated implications-are neither adequately 

shut out nor removed (154). According to this escape theory, the main appeal of suicide is that 

it offers oblivion and escape from aversive self-awareness.  

5.4.2 Hopelessness theory of suicidal behaviour 

According to Beck and colleagues, hopelessness is a proximal sufficient cause of suicidality, 

on a continuum from suicidal ideation to suicide (155). Hopelessness results from the 

expectation that highly desired outcomes will not occur or that highly aversive outcomes will 

occur and that there is nothing one can do to change this situation. Empirical research that 

supports the theory include two prospective studies by Beck and colleagues, of 1,958 

psychiatric outpatients (156) and 207 patients hospitalised for suicidal ideation (157) which both 

found that hopelessness was significantly related to eventual suicide. The theory posits that 

relatively generalised hopelessness and, subsequently, suicidality are likely to develop when 

negative life events are attributed to stable and global causes and perceived as likely to lead 

to other negative consequences or outcomes. This theory downplays the importance of 
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internal attributions (in contrast to escape theory) and instead emphasises stable, global 

attributions (155). 

5.4.3 Psychache theory of suicide 

In 1993 Shneidman published his theory of suicide which centres on the concept of psychache 
(158). Psychache, as defined by Shneidman, is intense and intolerable psychological pain which 

stems from thwarted or distorted psychological needs. Psychache is considered to be a 

proximal cause of suicide and prior risk factors operate through increasing psychache, 

therefore it is psychache that predisposes one to suicide (28). Shneidman believes that suicide 

results from severe psychache, coupled with dissatisfaction with life, limited perceptual range 

and the idea of death as being preferable to life (158). Importantly, according to this theory 

psychache is conceptualised as different from depression and hopelessness. However recent 

research has shown very strong correlations among psychache, depression and 

hopelessness leading some researchers to conclude that they cannot be considered 

independent constructs (149, 159). Nonetheless, Shneidman’s theory of psychache has clearly 

influenced contemporary theories of suicide.  

5.5 Stress-diathesis theories  

Many previous theories of suicide outlined in this chapter, tend to focus on one single driving 

motivation for suicide for example the theories of suicide that focus on escape or psychological 

pain or the early psychodynamic theories that focussed on aggression. In contrast stress-

diathesis models highlight vulnerabilities that become problematic when activated by 

stress/triggering stressors (149). These models are based on the observation that stressful life 

events are often recognised as triggers of suicidal behaviour but that even extreme stress 

does not result in suicide in all exposed individuals (160). It therefore follows that the 

development of suicidal behaviour must also involve a vulnerability as a distal risk factor.  

5.5.1 Cognitive stress-diathesis models  

Multiple theorists have described a diathesis for suicidal behaviour in terms of cognitive 

psychological vulnerabilities. An early example of such a model was proposed by Schotte and 

Clum (161) in 1982 and included rigidity or low capacity for divergent thinking as a vulnerability 

or diathesis. The model proposed that individuals with low capacity for divergent thinking are 

cognitively unable to cope with high levels of life stress and, as a result, are likely to become 

hopeless under such circumstances. This ensuing state of hopelessness resulting from the 

individual's inability to engage in effective problem-solving places the individual at risk for 

suicidal behaviour. 
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More recently, Wenzel and Beck (162) proposed a cognitive model of suicidal behaviour, 

grounded in earlier empirical literature on cognitive and behavioural correlates of and risk 

factors for suicidal behaviour. As mentioned in section 5.4.2, Beck and colleagues have 

consistently emphasised the cognitive aspect of suicidality, suggesting that the evidence 

showed that hopelessness accounted for the relationship between depression and suicidal 

intent (155) and they believe this occurred because hopelessness disrupted all components of 

an individual’s beliefs about themselves, others, and the future (156). The 2008 cognitive model 

of suicidal behaviour has three main constructs: (1) dispositional vulnerability factors; (2) 

cognitive processes associated with psychiatric disturbance; and (3) cognitive processes 

associated with suicidal acts. The model describes how cognitive processes associated with 

psychiatric disturbance and suicide-relevant cognitive processes are activated in the context 

of life stress. Wenzel and Beck (162) propose that attentional fixation interacts with state 

hopelessness to create a downward cognitive-affective spiral, exacerbating suicide ideation 

and creating a context in which the patient is drawn to the idea of suicide as a way out of their 

problems (156).  

5.5.2 Clinical stress-diathesis models  

Mann and colleagues (163, 164) proposed a stress-diathesis model in which psychiatric illness 

was conceptualised as the stress component along with other examples such as acute 

medical illness, and adverse life events. According to this theory, the risk for suicidal acts is 

determined not merely by the stressor (e.g., psychiatric illness) but also by diathesis (which 

can be influenced by early life experience, genetics, chronic illness etc.) and the diathesis may 

be reflected in tendencies to experience more suicidal ideation and to be more impulsive and, 

therefore, more likely to act on suicidal feelings (160).  

Another example of a clinical street-diathesis model of suicide was proposed by McGirr and 

Turecki (165) in 2007. These authors also emphasise psychiatric disorder or psychopathology 

as the stressor and personality characteristics such as impulsivity and aggression as the 

stable risk factors (or diathesis) which result in suicide when they interact.  

5.6 Contemporary theories of suicide 

Although earlier theories focused on individual psychological factors they did not account for 

why most people who have thoughts about suicide do not make a suicide attempt (166) and 

therefore one of the major challenges in suicidology is to be able to predict not only who will 

develop suicidal thoughts, but who will act on these thoughts (29). Two contemporary theories 

of suicide are notable because they do attempt to distinguish between suicide ideators and 



38 
 
 

those who make an attempt – Joiner’s Interpersonal Theory of Suicide (IPTS) and O’Connor’s 

Integrated Motivational-Volitional Model (IMVM) of suicide.  

5.6.1 Interpersonal theory of suicide (IPTS) 

Joiner’s IPTS posits that there are three constructs central to suicidal behaviour. Two of these 

constructs are considered to be primarily related to suicidal desire—thwarted belongingness 

and perceived burdensomeness—and the third to be primarily related to an individual’s 

capability of suicide—acquired capability (28). Thwarted belongingness is essentially the 

individual’s experience of loneliness/isolation; perceived burdensomeness is the individual’s 

perception of being a burden on others; and acquired capability refers to the individual’s 

habituation to self-harm by prior non-suicidal self-injury, suicidal behaviour, or other risk 

behaviours (3). According to this theory the first two constructs (thwarted belongingness and 

perceived burdensomeness) act as proximal risk factors for suicide and serious suicidal 

behaviour only occurs when these co-occur with acquired capability (167). In the simplest of 

terms, the theory posits that people die by suicide because they can (they have acquired the 

capability) and because they want to (they have the desire to do so).  

This theory has much support, essentially because it is intuitive given the established risk 

factors for suicide. For example previous suicide attempts have been shown to increase the 

risk of suicide (120) and this is consistent with the concept of acquired capability being an 

essential component of suicide. Further, mental illness is a risk factor for suicide and this also 

fits with the IPTS theory of suicide as Joiner believes that some constructs of the IPTS may 

be common in those who have a mental illness (for a variety of reasons). For example, it is 

logical that many feelings and behaviours linked to depression could lead to increased feeling 

of IPTS constructs such as thwarted belongingness and perceived burdensomeness. 

5.6.2 Integrated Motivational-Volitional Model (IMVM) of suicide  

Another contemporary model of suicide is O’Connor’s IMVM (29). Consistent with Joiner’s IPTS, 

one of the main aims of O’Conner’s model was that it would assist in making predictions about 

the types of factors that distinguished between individuals with suicidal ideation and those who 

make a suicide attempt.  

According to the IMVM, suicide is conceptualised as a behaviour which is the outcome of a 

complex interplay of factors, and a three-staged process: pre-motivational, motivational, and 

volitional (29). At the pre-motivational phase, an individual has serious risk factors for suicide 

but is not suicidal. The motivational phase begins with suicidal ideation and ends with a 
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specific plan, and during the final volitional phase the individual’s suicide plan is underway and 

death may be imminent.  

This theory emphasises the importance of feelings of defeat and entrapment and posits that 

when an individual feels both defeated and trapped, the likelihood that suicidal ideation will 

emerge increases when motivational moderators are also present. Motivational moderators 

include factors such as low levels of social support and Joiner’s concepts of thwarted 

belongingness and burdensomeness. Acquired capability (as also outlined in the IPTS) and 

other factors such as exposure to the suicidal behaviour of others, impulsivity, and access to 

the means of suicide, are examples of factors within this model posited to increase the 

likelihood of suicidal behaviour (i.e., volitional moderators that move someone from ideation 

through to making a suicide attempt).   

This theory has been influenced by diathesis-stress theories of suicide some of which were 

presented in section 5.5. Importantly, according to this theory, mental illness may be a risk 

factor at the pre-motivational phase, but suicide is not seen simply as a by-product or symptom 

of mental illness (29, 147). 

5.7 Mental illness and theories of suicide  

Although Durkheim’s theory of suicide was based around the influence of society on the 

individual, he did not dismiss the importance of mental illness and its relationship to suicide, 

categorising deaths among people with a mental illness separately to the other categories that 

he proposed (27).  

More contemporary theories also acknowledge the importance of mental illness as a risk factor 

for suicide. Interestingly, according to some stress-diathesis models, mental illness is 

conceptualised as a stressor (164, 168) while in others it is considered as an underlying 

vulnerability or diathesis (162). Mental illness as a risk factor for suicide is also consistent with 

the IPTS as Joiner believes that some of the constructs of the theory may be common in those 

who have a mental illness (for a variety of reasons). For example, he suggests that many 

feelings and behaviours linked to depression could lead to increased experience of constructs 

such as thwarted belongingness and perceived burdensomeness (the central constructs of his 

theory). However, the theory does not assign primacy to mental illness as the reason for 

suicide. Similarly, O’Connor states that according to his IMVM of suicide, mental illness may 

be a risk factor at the pre-motivational phase, but again, suicide is not seen simply as a by-

product or symptom of mental illness (29, 147). Shneidman more strongly separates suicide from 

mental illness (specifically depression) and talks of depression as being a serious psychiatric 

syndrome but emphasises that people do not die of depression, they die from suicide (158).  
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5.8 Summary 

This chapter provided an overview of some influential theories of suicide. Durkheim’s 

sociological theory of suicide was presented followed by early psychodynamic thoughts on the 

origins of suicide by Freud and Menninger. More contemporary psychological theories that 

focus on psychological pain and constructs such as escape from self and hopelessness were 

then presented. These theories move away from sociology and psychoanalysis and are 

instead based on more recent work in social and personality psychology. Cognitive and clinical 

stress-diathesis theories were presented and finally an overview of two contemporary theories 

that have garnered much support and driven future research was provided - Joiner’s IPTS and 

O’Connor’s IMVM of suicide.  

Some of the theories have obvious similarities and focus on similar constructs. For example, 

social isolation is apparent in Durkheim’s egoistic suicide type (whereby there is a lack of 

integration of the individual into society) and also in Joiner’s concept of thwarted 

belongingness (one of the three major constructs of the IPTS).  Similarly, Shneidman’s 

concept of psychache which he believes stems from thwarted or distorted psychological needs 

also has similarities with Joiner’s concepts of thwarted belongingness and perceived 

burdensomeness. O’Connor’s IMVM of suicide, essentially builds on Joiner’s IPTS by 

including more factors and more explicitly detailing how a person with thoughts of suicide may 

move to making a suicide attempt. 

Advantages of theories of suicide are that they enhance our understanding of the mechanisms 

of suicidal behaviour (167) and can lead to conceptualisation of how suicide may be prevented. 

For example, prevention of suicide according to Durkheim’s theory would involve societal 

rather than individualistic interventions. In contrast, according to other theorists such as 

Shneidman and Beck, prevention of suicide would involve decreasing an individual’s feelings 

of psychache or hopelessness, respectively. Another example would be stress diathesis 

models which emphasise rigidity in thinking – they highlight intervention strategies that focus 

on interpersonal problem solving. Beck emphasised the importance of hopelessness being a 

modifiable risk factor (156) and others have highlighted other personality characteristics such 

as impulsivity and aggression, as they too are amenable targets for intervention (165).  

Essentially, the most recent and widely accepted comprehensive theories of suicide 

acknowledge that mental illness can, and most often does, play a role in the onset of suicidality, 

but suicide is understood to be an outcome of a complex process which involves many factors 

and stressors and is not simply a result or by-product of mental illness. This is consistent with 

the explanatory models presented in Chapter 4 which emphasise the complex interplay 
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between mental illness and suicide risk and of which most do not emphasise a direct causal 

link between mental illness and suicide. 
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6 Chapter 6: Research aims and conceptual and 
methodological overview of the thesis 

This chapter provides a conceptual and methodological overview of the four studies that 

comprise the publications included in this thesis. It argues that although a considerable 

knowledge base has emerged regarding the risk factors for suicide – in particular mental 

illness, there is some conjecture regarding methods used to determine their association. 

Further to this, risk factors are known to vary depending on cultural and geographical context 
(30, 169) so examining mental illness in Victoria, Australia and in the context of other potential 

risk factors is necessary. The chapter begins with a summary of the current knowledge, and 

identifying the knowledge gaps.  The overall aim of the current thesis, as well as the specific 

research questions to be addressed are then presented.  Potential data sources are critically 

appraised. It goes on to describe the overarching principles guiding the research, and the two 

data sources that were used in the four studies.  A brief overview of the method of each of the 

studies and the potential contribution of their findings to prevention is provided.  

6.1 Conceptual overview 

Previous research using the PA method has consistently concluded that a high proportion of 

people in the Western world who die by suicide have a diagnosed or diagnosable mental 

illness (6, 7). However, recent research based on coronial records suggests that among 

Victorians the proportion of suicides that have a diagnosed mental illness may be much lower 
(23, 24). Further to this, the term ‘mental illness’ covers many different disorders and research 

has shown some mental illnesses (e.g., affective disorders) are more prevalent in studies of 

suicide cases than others (6-8, 73, 97, 111, 113). This suggested the need for a thorough investigation 

into the prevalence and nature of mental illness among Victorian suicides. In addition, 

research was needed to explore whether individuals with mental illness are overrepresented 

in Victorian suicide cases or whether rates are simply a reflection of the presence of mental 

illness in the general population.  

Some researchers have argued that the pervasive focus on mental illness in suicide research 

and prevention comes at the expense of other risk factors which have either been shown to 

be, or may be, associated with suicide (12, 13, 170-172) and that the issue of suicide actually gets 

lost and becomes about ‘depression’ or mental illness rather than being seen as an issue in 

and of itself (170). Further, according to the modern theories of suicide, such as the interpersonal 

theory and the motivational-volitional theory, suicide is understood to be an outcome of a 

complex process which involves many factors and stressors and is not simply a result of 

mental illness.  
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Mental illness does infer a risk for suicide and therefore clearly should be a focus of any suicide 

prevention program, however an examination of factors and stressors other than mental illness, 

and their potential overrepresentation among Victorian suicides was also warranted. In 

addition, although the presence of a mental illness has been found to be associated with 

suicide, there is little research on the mechanisms regarding why people with a mental illness 

are at greater risk of suicide (10, 70). Mishara and Chagnon (22), proposed a series of explanatory 

models for the relationship between mental disorders and suicide (which include other factors 

and stressors known to be associated with suicide). According to only one of these models is 

suicide considered to be a direct consequence of the mental disorder. This has important 

implications for prevention and challenges the notion that treating mental disorders is the only 

prevention strategy for suicide. To validate some or all of these proposed models, a detailed 

examination of factors and stressors related to suicide among individuals with mental illness 

was required including investigating potential clustering of influential factors and also by 

examining pathways to suicide among those with a mental illness. To examine these 

associations in depth, the use of a mixed methods approach (qualitative and quantitative 

studies) was deemed most appropriate.  

6.2 Conceptual framework 

The empirical literature on suicide risk factors draws from a broad range of disciplines, 

including, but not limited to, psychiatry, psychology, sociology, genetics, public health and 

economics. It is widely accepted that the causes of suicide are multifactorial and therefore it 

follows that an interdisciplinary theoretical framework is required to help understand the issue 
(173).  

There are a number of models for suicide in the literature that attempt to elucidate the potential 

relationship between risk factors across individual, psychosocial and societal levels. While 

many theories have been proposed, essentially those theories generated by data grounded in 

reality have remained (148). The major ones that have influenced the overall thesis are 

Durkheim’s sociological theory (27); Beck and colleague’s hopelessness theory (155); 

Shneidman’s “psychache” theory (158); Baumeister’s escape theory (154); stress-diathesis 

theories (161, 162), Joiner’s interpersonal-psychological theory (28) and O’Connor’s integrated 

motivational-volitional model (29). These theories were all examined in detail in Chapter 5 and 

it was shown that these widely accepted contemporary comprehensive theories of suicide 

acknowledge that mental illness plays a role in the onset of suicidality, but suicide is seen as 

the outcome of a complex process which involves many factors and stressors and is not simply, 
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nor always, a result of the mental illness. It follows that an inclusive multifactorial theoretical 

framework of the determinants of suicide will inform this research.  

The studies in this thesis were designed to address gaps with regard to factors and stressors.  

It was beyond the scope of the thesis to consider the full range of factors and stressors 

associated with suicide. Therefore, the analysis focused on factors and stressors that were 

able to be studied using a population-based data source, namely the socio-demographic and 

interpersonal and environmental/situational risk factors included in the Victorian Suicide 

Register (VSR).   

6.3 Overall aim and specific research questions 

The overall aim of the current thesis was to examine the presence and nature of mental illness 

among Victorians who die by suicide and to explore the pathways to suicide in this same 

population.  

The research extended previous knowledge regarding the association between mental illness 

and suicide by examining the association in the Victorian population and in the context of other 

previously identified risk factors or factors/stressors associated with suicide. Furthermore, the 

research aimed to support, or possibly refute, previously proposed explanatory models of the 

association between mental illness and suicide in the Victorian context by using qualitative 

research methods.  

The specific research questions were: 

• What proportion of people who died by suicide in Victoria had a diagnosed mental 

illness and what types of mental illnesses were represented? 

• What were the differences and similarities between people who died by suicide and 

had a diagnosed mental illness compared to those who died by suicide but did not 

have a diagnosed mental illness? 

• Could meaningful clusters/groups of people (based on identifiable factors and 

exposure to stressors) be identified in the Victorian suicide data? 

• Were people with a diagnosed mental illness significantly overrepresented in the 

population of people who died by suicide in Victoria, Australia?  

• What other factors and stressors (e.g., relationship separation, unemployment, 

exposure to violence, physical illness, injury etc.) associated with suicide were 

present and overrepresented among Victorian suicides?  

• What were some of the pathways to suicide among those who had a diagnosed 

mental illness?  



46 
 
 

Answering these questions was seen to have considerable public health significance, in that 

doing so could inform suicide prevention efforts, particularly in Victoria. 

6.4 Methodological overview 

6.4.1 Potential data sources for information on Victorian suicides  

There are currently three main data sources that have the potential to be used for suicide 

research in Victoria, Australia – two national datasets (Australian Bureau of Statistics Causes 

of Deaths data and the National Coronial Information System) and one specific to Victoria (the 

Victorian Suicide Register). To answer the research questions, which include exploring factors 

and stressors related to suicide, it is necessary for any proposed data source to contain 

relevant data on these potential factors and stressors.  

6.4.1.1 Australian Bureau of Statistics (ABS) Cause of Death (COD) data 
Traditionally, the ABS COD data has been the main source of suicide statistics for Australia. 

However, there have been long-standing concerns with data quality regarding suicides, 

particularly the potential for underreporting (43-48). Since 2007 the ABS has taken steps to 

improve the reliability of this data, mainly by introducing a revision process for these coroner-

certified deaths (42, 49). This process is undertaken to improve the coding of cause of death for 

coroner-certified deaths as additional information becomes available. As a result of this 

process, data are deemed preliminary when first published, revised when published the 

following year and final when published after a second year (2). Despite this improvement to 

the data collection, the available information about suicides is still limited by the inherent 

nature of the data collection. The COD dataset is useful for long term monitoring of suicides 

and for use when comparing mortality data with other countries that use the same coding 

system. However, the COD dataset is administrative by nature and as such it contains very 

little information regarding the presence of known risk factors and stressors for suicide (such 

as social isolation, past suicide attempts, family conflict, unemployment etc.) because that 

kind of information is out of the scope of the collection.  

6.4.1.2 National Coronial Information System (NCIS)  
The second source of available data is the NCIS which is a national internet-based data 

storage and retrieval system of deaths investigated by Australian Coroners since 2000 and 

New Zealand cases have been added since 2007 (174). The data collection contains more 

detailed information than the ABS COD data collection because in addition to available coded 

data, there are four full text reports generated for the coronial investigation that are attached 

on the NCIS. These reports can be accessed by users (as PDFs): the summary of 
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circumstances from the Police Report of Death to the Coroner form; the autopsy report; the 

toxicology report; and the Coroner’s finding (175). The NCIS has been used for many recent 

suicide-related research studies (see (23, 176-179) for some examples).  

Although the NCIS unit undertakes quality assessment of all closed cases on the system to 

ensure accurate cause of death coding (180) there would still be limitations if the NCIS were to 

be used as a data source for this research. There is a significant lag between the death 

occurring, the closing of the case by the Coroner and the eventual coding and closing of the 

case on the NCIS (174). Furthermore, although this dataset includes more detail on potential 

stressors and risk factors for suicide than the COD dataset does, it is still limited by the 

information contained in the reports available to researchers. For example, Coroners’ findings 

and police reports do often contain some information regarding the presence of mental illness 

but these reports often lack detail regarding historical development of illness, treatments, and 

also the presence of other potential risk factors and stressors for suicide that may have been 

influential in the deceased’s decision to take their life. In addition, suicide notes have 

previously been identified as rich sources of detail that can potentially aid in attempts to 

understand reasons and motivations for suicide (52, 53, 181). Although the presence of a suicide 

note is often recorded in police summaries (as it is relevant to the police investigation of the 

death), there is often no detail regarding the content of such notes available in the reports. 

The police report is usually written at the time of the initial processing of the death and as such 

the police reports do not contain the detail generated at a later point of the investigations when 

statements from the deceased’s family and friends and witnesses to the suicide are taken to 

compile the coronial brief. While information contained in the coronial brief, is sometimes 

referred to in a Coroner’s finding, the brief itself is not attached to the NCIS. Finally, as the 

NCIS is not a suicide-specific dataset any information regarding exposures to stressors would 

need to be manually coded after reading through the documents contained within the NCIS. 

6.4.1.3 The Victorian Suicide Register (VSR) 
The Coroners Prevention Unit (CPU)a multidisciplinary investigative support service of the 

Coroners Court of Victoria (CCOV)developed and maintains the VSR. The aim of the VSR 

is to systematically record and be able to recall detailed information on suicide in Victoria, 

Australia. The VSR was developed to provide Victorian Coroners with data to support their 

suicide investigations and, where possible, to inform evidence-based recommendations for 

suicide prevention. In Victoria, all deaths where suicide is suspected are legally required to be 

investigated by the Coroner. Consequently, the information generated for these investigations 

represents the most comprehensive and reliable data source available on suicide in Victoria 
(24, 63). Importantly, the VSR includes those deaths where the coroner did not make an explicit 
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determination of intent, but where the cause and circumstance surrounding the death are 

consistent with suicide. For example, this may be when a mechanism or method is strongly 

indicative of suicide (63). The VSR is coded by individuals with experience in the conduct of 

medico-legal investigations and trained in mortality review for the purposes of surveillance. 

The VSR is supported by a coding manual, data dictionary and quality framework.  

Data in the VSR are coded based on review of all available information - typically the entire 

coronial file is available to VSR coders, containing the coronial brief, forensic medical and 

scientific reports (i.e., autopsy and toxicology reports), and Coroners’ finding. The coronial 

brief frequently includes statements from police and family members, copies of suicide notes, 

photographs taken at the scene of the suicide and in some cases medical records from general 

practitioners, psychiatrists or psychologists involved in treatment of the deceased. Data items 

recorded in the VSR include those related to the specific details of the suicide such as the 

method used, location of event and the cause of death. In addition, and in contrast to the other 

data sources presented in this chapter, items related to specific known risk factors for suicide 

such as sociodemographic characteristics, presence of physical illness, injury, pain, or 

disability; other psycho-social stressors; and detailed information regarding any evidence of 

mental illness is also recorded (24). Detailed coded and free text data is systematically recorded 

according to strict coding rules (63). Most information is collected by first flagging a factor as 

relevant to that individual and then including notes of the evidence and its source (i.e., the 

coder enters the relevant information from the Coroners finding / police report / autopsy report 

/ statement of a family member etc. into specific notes fields). 

6.4.1.4 Data sources summary 
As the intention of this thesis is to examine factors and stressors related to suicide such as 

mental illness, relationship separation, physical illness etc., the information relevant to these 

factors has to be present in any potential data source. Although now comprehensive in terms 

of case capture, the official Australian COD dataset does not have information on factors such 

as social isolation, past suicide attempts, family conflict, unemployment, relationship 

separation etc. that are necessary to answer the research questions. While using the NCIS 

would be an improvement on the COD dataset for this proposed research, this data source 

still has limitations related to the lack of detail available regarding potential stressors and risk 

factors. To effectively examine potential pathways to suicide among individuals with mental 

illness the inclusion of medical records and statements by treating mental health practitioners 

is invaluable. While this information (if included in the coronial brief) is available to the VSR 

coders it is not available on the NCIS. Although Coroners’ findings may reference some of 

information sourced from these documentssuch as the presence of mental illnessthe 
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detail regarding historical development of the illness and also the presence of other risk factors 

and stressors potentially related to the suicide is sometimes lacking in the documents that are 

included on the NCIS.  

6.4.2 Main data source selected for the research  

Many of the strengths of the VSR, relevant to this proposed research, were presented in 

section 6.4.1.3. Nevertheless, the VSR is not without limitations and these have been 

discussed in recent literature (24, 61, 63). The key challenge identified in one study which 

evaluated the VSR was data quality, particularly around the fact that the data is collected in 

the course of death investigations that are not designed for surveillance purposes (63). The 

information available is limited to what is generated for the coronial investigation and as such 

it is not a wide ranging review of all possible information about the person (24). For example, 

the absence of evidence of a particular factor in the VSR may actually represent lack of 

reporting rather than the actual absence of exposure to that stressor/factor (24, 61). Conversely, 

the presence of a factor does not necessarily imply contribution of that factor. Further to this, 

the volume of information varies between investigations depending on a number of factors 

including who was asked to provide information, what questions were asked and the 

willingness of individuals to disclose some or all of the information they had (24). 

Despite these limitations, the VSR was selected as the data source for this research project 

since the advantages in using the data set outweighed the limitations. The CCOV granted 

access to the VSR for the purposes of the project and ethics approval was obtained from the 

Victorian Department of Justice and Regulation Human Research Ethics Committee and from 

Monash University Human Research Ethics Committee. The author established an agreement 

with the CPU that after coding 100 cases into the VSR, cases that occurred in Victoria during 

the period 2009-2013 would be extracted from the VSR and provided for analysis.   

The VSR variables used for this research are shown in Table 2. 
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Table 2 VSR variables used for the studies included in this thesis 

Variable 
category 

Specific variables 

General  
• Year reported 
• Circumstances of death 

• Coroner intent 
• CPU intent 

 

Location 
• Residential Local Government Area 

(LGA) 
 

Socio-

demographic 

• Age 
• Sex 
• Evidence of LGBTI identification 
• Evidence of cultural and linguistic 

diversity 

• Evidence of Indigenous status  
• Current employment status 
• Current relationship status 
• Notes on socio-demographic variables 

Physical Illness 
• Physical illness 
• Physical injury 
• Pain 
• Assessed physical disability 

• Receiving current treatment 
• Other information potentially relevant to 

physical health 
• Notes relevant to physical health 

Mental Illness 
• Proximal versus other treatment 
• Presence of diagnosed mental illness 
• Voluntary versus involuntary treatment 
• Inpatient versus community patient 
• “Deceased treated by” variables 

• Medications used in treatment 
• Non-drug treatment 
• Coder identified information 
• Evidence of deceased non-compliance 

with treatment 
• Notes for mental ill health 

Indicators of 

intent 

• Explicit written intent (note, social media, 
etc.) 

• Implicit written intent (note, social media, 
etc.) 

• Explicit verbal intent (in person, by 
phone, etc.) 

• Implicit verbal intent (in person, by 
phone, etc.) 

• Other potentially intent- related 
information 

• Previous suicide attempt(s) 
• Previous self-harming behaviour 
• Suicidal ideation 
• Other historical suicide-related 

behaviour 
• Notes regarding intent 

Interpersonal 

stressors 

• Death of partner 
• Separation (actual or threatened) from 

partner 
• Conflict with partner 
• Partner health issues / need for carer 
• Violence between deceased and partner 
• Death of family member 
• Conflict with family member(s) 
•  

• Family health issues / need for carer 
• Violence between deceased and family 

member 
• Death of acquaintance 
• Conflict with acquaintance(s) 
• Acquaintance health issues / need for 

carer 
• Other events, incidents, factors, etc. 
• Notes 

Contextual 

stressors 

• Work related stressors 
• Financial stressors 
• Legal stressors 
• Sexuality and gender 
• Isolation 
• Experiences of abuse 
• Stressors relating to education 
• Bullying (as victim or perpetrator) 

• Substance abuse/use 
• Other stressors and factors 
• Suicide of family member / partner 

[exposure] 
• Suicide of friend [exposure] 
• Suicide of acquaintance, colleague, peer 

[exposure] 
• Suicide of stranger [exposure] 
• Notes 

6.4.3 Additional data source for Study 3 

Study 3 (Chapter 9) used the Australian Bureau of Statistics (ABS) General Social Survey 

(GSS) for exposure to stressors data. The GSS is a population survey designed to support 

the exploration of the links between different social and economic topics (182). The 2014 survey 

included individuals aged 15 years or older who lived in 12,932 private dwellings and had a 

response rate of 80.1% (182). Respondents were asked about exposure to issues/stressors in 

the 12 months prior to the survey. The stressors for which equivalent data is captured in the 
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VSR are: divorce/relationship separation; death of a family member or close friend; physical 

illness; accident/injury; alcohol or other drug-related problems; mental illness; disability; not 

able to get a job; involuntary loss of job; victim of abuse or violent crime; witness to violence; 

trouble with the police; gambling problem; bullying and/or harassment; and removal of children. 

6.5 Detailed methods used for studies that constitute this thesis   

6.5.1 Study 1: Differences in characteristics and exposure to stressors 

between persons with and without diagnosed mental illness who died by 

suicide in Victoria, Australia 

6.5.1.1 Aim 

To examine cases of suicide in Victoria by the presence or absence of a diagnosed mental 

illness (mental illness status) to identify differences in factors associated with suicide in the 

groups. 

6.5.1.2 Case selection 
A retrospective case series study was conducted of individuals who died by suicide in Victoria, 

Australia during the five-year period 1 January 2009 to 31 December 2013. A case was 

included if the death occurred in Victoria between 1 January 2009 and 31 December 2013, 

the coroner determined that the intent of the deceased was suicide, or (in circumstances 

where the coroner did not make an explicit determination of intent) the VSR coders classified 

the intent of the deceased as suicide in accordance with the rules contained in the VSR coding 

manual (63).  

6.5.1.3 Variables included and analysis type: 
The following data items recorded in the VSR were extracted into a unit record dataset. Mental 

illness diagnosis – defined as documented evidence of an active mental illness within 12 

months of death that had been diagnosed by a medical professional. Socio-demographics 

characteristics included: sex; age; LGBTI status (individuals were classified as LGBTI if there 

was any information available anywhere in the Coronial Brief which indicated the person would 

themselves identify as LGBTI); employment status; relationship status; and location of usual 

residence. Physical health information included: physical illness; disability; or injury. 

Interpersonal stressors included: death; separation from or conflict with a partner or family 

member; or a partner or family member’s illness. Personal stressors included those related to 

sexuality; isolation; or exposure to violence or abuse. Situational stressors included: work; 

financial; substance-related and legal stressors. Past exposure to suicide and previous history 

of suicide attempts were also collected. 
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Factors related to suicide among those with a diagnosed mental illness were examined by 

comparing factors present in cases of those with a diagnosed mental illness to those present 

in cases without a diagnosed mental illness (diagnosed mental illness status). Age was 

categorised into 6 age groups and all other variables were dichotomous (e.g., male/female, 

recorded presence of stressors as yes/no). Univariate and multivariate logistic regression 

analysis including main effects of all variables was conducted using IBM SPSS version 23 to 

determine the association between relevant variables and mental illness status (the outcome 

variable was diagnosed mental illness status yes/no). Unadjusted and adjusted odds ratios 

were calculated as the measures of association.  

6.5.2 Study 2: Identifying typologies of persons who died by suicide in Victoria: 

Characterizing suicide in Victoria, Australia  

6.5.2.1 Aim 

To determine whether people who died by suicide in Victoria form groups based on 

demographic, psychosocial, mental and physical health factors and exposure to stressors. 

6.5.2.2 Case selection 
This study again comprised a retrospective case series review of individuals who died by 

suicide in Victoria, Australia during the period 1 January 2009 to 31 December 2013. The 

same 2,839 cases were included.  

6.5.2.3 Variables included and analysis type: 
A cluster analysis examining known suicide risk factors was performed to determine whether 

suicides separate into distinct and meaningful groups with similar characteristics. Initial 

analysis included the following variables: 

• Socio-demographic characteristics (sex, age at death, employment status, relationship 

status, evidence of LGBTI identification, evidence of cultural and/or linguistic diversity 

(CALD) or community engagement, indigenous status and location of usual residence); 

• mental health-related information such as the presence of a mental illness diagnosis 

(yes/no), the presence or absence of the most common mental illness diagnoses 

(mental and behavioural disorders due to psychoactive substance use; schizophrenia, 

schizotypal and delusional disorders; mood [affective] disorders; neurotic, stress-

related and somatoform disorders; disorders of adult personality and behaviour), 

treatment in the previous 12 months for mental health issues; 

• stressors related to physical health (any physical illness, disability or injury, presence 

of chronic pain); 
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• interpersonal stressors (including a stressor related to partner, family member or non-

family member e.g., death, conflict, illness); 

• personal stressors (including stressors related to sexuality, isolation, or exposure to 

abuse); 

• situational stressors (including stressors related to work, finances, legal stressors, 

education, bullying, substance use); 

• exposure to suicide (including exposure to the suicide of a family member, friend, 

acquaintance or stranger); 

• a previous suicide attempt and expression of suicidal ideation. 

To accommodate the mix of variable types a two-step clustering method combining the k-

means and the hierarchical clustering analysis methods was used. Cluster distance was 

determined using the log-likelihood measure within IBM SPSS Statistics (V.22) and the 

number of clusters was determined automatically using the Bayesian information criterion. 

The average silhouette measure of cohesion and separation was used to indicate overall 

goodness of fit by providing a measure of the degree to which identified clusters were distinct. 

A generally accepted criterion is that if the silhouette measure is <0.2, then the quality of the 

average silhouette measure across the whole sample is considered poor, between 0.2 and 

0.5 indicates a fair solution and >0.5 is a good solution (183). This initial analysis separated 

cases into two distinct groups so additional cluster analyses were conducted on the two groups 

individually. For this second stage of analysis, the same variables were used and a criterion 

was added to allow a maximum of 10% of cases to be outliers and therefore not included in 

any of the determined clusters. 

6.5.3 Study 3: Relative risk of suicide following exposure to recent stressors, 

Victoria, Australia   

6.5.3.1 Aim 

This study aimed to identify stressors overrepresented in the 12-months prior to death among 

553 Victorian adults who died by suicide in 2013. 

6.5.3.2 Case selection 
6.5.3.2.1 Victorian Suicide Register (VSR) 
Cases of suicide that occurred in Victoria in 2013 were extracted from the VSR. For 

consistency with the other data source used for this study (the General Social Survey GSS), 

people aged younger than 15 years and those who were not usual residents of private 
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dwellings (houses, flats, home units and any other structures used as private places of 

residence) were excluded. The final VSR dataset contained the records of 553 suicides.  

6.5.3.2.2 General Social Survey (GSS) 
Weighted Victorian GSS data were extracted using the ABS Remote Access Data Laboratory 

(RADL) system. Where possible data was extracted by age group and sex. For analysis of co-

occurring stressors, data was only extracted by sex because age and sex-specific data were 

suppressed by the RADL. 

6.5.3.3 Variables included 
6.5.3.3.1 Victorian Suicide Register (VSR) 
VSR cases coded as being exposed to a given stressor were examined through reading all 

the notes accompanying the flagging of that stressor to ensure the exposure occurred in the 

12-months prior to death. In addition, for people who had had contact with police prior to death, 

the record was only included if the deceased had what would be considered “trouble with the 

police” (i.e., they had been arrested, investigated, incarcerated, etc.) not if they simply had 

contact in the context of a suicide attempt. When substance use is mentioned in the coronial 

brief, VSR coders are instructed to code to the personal stressor category “substance use”. In 

addition, when there is evidence of a diagnosed substance use disorder, VSR coders are also 

instructed to code to the mental illness category "Mental or behavioural disorders due to 

psychoactive substance use". In the year of analysis, approximately one-quarter of cases with 

substance use recorded as a stressor had a diagnosed substance use disorder. Consequently, 

both the categories “mental illness” and “alcohol and/or other drug problems” in this study 

include people with a diagnosed substance use disorder. Throughout the text, the phrase 

“alcohol and/or other drugs problems” is used when referring to cases where substance use 

has been flagged as a stressor in the VSR. 

6.5.3.3.2 General Social Survey (GSS) 
GSS respondents were asked about exposure to stressors in the 12 months prior to the survey. 

The stressors for which equivalent data are captured in the VSR are: mental illness; 

divorce/relationship separation; death of a family member or close friend; physical illness; 

accident/injury; alcohol or other drug problems; disability; not able to get a job; involuntary loss 

of job; victim of abuse or violent crime; witness to violence; trouble with the police; gambling 

problem; bullying and/or harassment; and removal of children. To allow comparison with VSR 

data, GSS data for victim of abuse/violent crime and/or witness to violence was combined. 
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6.5.3.4 Analysis type 
Suicide rates per 100,000 adults experiencing the different stressors in the 12-month period 

prior to death were calculated by sourcing the numerator from the VSR and the denominator 

from the GSS. Upper (+) and lower (-) 95% confidence intervals for the rates were calculated 

using the Poisson variance approximation formula:  = (100000 / n) (d ± (1.96 x square root of d))  

Where: d = number of suicides with stressor recorded in 12 months prior to death and n = 

population experiencing the stressor in the 12 months prior to survey. In addition, analyses of 

co-occurring stressors were performed. 

Relative Risk was calculated as the ratio of the rate of suicide in the exposed group to that in 

the non-exposed group. 

6.5.4 Study 4: Pathways to suicide among persons with a diagnosed 

mental illness, Victoria, Australia 

6.5.4.1 Aim 

To explore the pathways to suicide in a sample of Victorians who had a diagnosed mental 

illness.  

6.5.4.2 Case selection 
A death was included if it occurred in Victoria between 1 January and 31 December 2013, the 

coroner determined that the intent of the deceased was suicide, or in circumstances where 

the coroner did not make an explicit determination of intent, the VSR coders classified the 

intent of the deceased as suicide in accordance with the rules contained in the coding manual. 

These are deaths where the cause and circumstance surrounding the death are consistent 

with suicide. In addition, the death was only included if the VSR recorded that the deceased 

had a diagnosed mental illness at any time over the 12 months prior to the date of death. The 

rationale for this was that psychiatric illnesses can and do develop over time and can be cyclic. 

From this initial sample of 284 cases, a random 20% sample was selected for detailed analysis. 

6.5.4.3 Variables included  
Almost all available VSR variables were utilised for Study 4 with the exception of the method 

specific details and toxicology information. All coded and text-based information regarding 

socio-demographic characteristics of the deceased, and any information pertaining to the 

deceased’s experiences of physical injury or illness, mental illness, and personal, 

interpersonal and situational/contextual stressors was included. In addition, all service 

contacts information as well as indicators of intent (including previous suicide attempt/s or 

instance/s of self-harm) was included.  
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6.5.4.4 Analysis type 
The life chart template for this study was informed by previous research conducted in England 
(184) and Australia (185, 186). The latter two studies were informed by the Paykel inventory of life 

events (187). The first author (AC) read all VSR records for the sample to identify themes 

occurring and a life chart template was formulated which included the following categories: 

attachment, relationships, social circumstances, employment, education, physical health, 

substance use, financial events, forensic or legal events, previous self-harm (included suicide 

attempts and non-suicidal self-harm), psychiatric history, contact with services, exposure to 

suicide, and a residual category for other relevant information such as comments made about 

the personality of the deceased. Any event mentioned in an individual’s VSR record that was 

relevant to any of the life chart categories was then plotted onto the individual’s life chart. 

Following the creation of the life charts by the first author, two authors independently reviewed 

the life charts and attempted to group the suicides in a meaningful way placing emphasis on 

the chronology of events and the pathways or trajectories to suicide. The researchers then 

met to discuss and finalise the groups. Each author then independently classified each of the 

cases into the defined groups with an initial concordance of 86%. Discrepancies were 

mediated through discussion.  

6.6 Summary 

This chapter provides a conceptual and methodological overview of the four studies that make 

up the original work of this thesis.  All studies used data from the VSR to explore the 

epidemiology of suicide in Victoria, Australia. Study 1 investigated what other factors are 

prevalent in cases of suicide occurring among people with diagnosed mental illness compared 

to those without mental illness. Study 2 extended the findings of Study 1 by seeing how factors 

and stressors cluster together in those who die by suicide in Victoria. Study 3 used an 

additional data source – data from the ABS General Social Survey – to examine suicide rates 

and relative risk of suicide for Victorians exposed to mental illness and other stressors in the 

12-months prior to death. Finally, Study 4 examined pathways to suicide by examining the 

chronology of factors in a sample of Victorian suicides that occurred in the context of 

diagnosed mental illness. The findings were then interpreted in the context of previously 

proposed explanatory models for the association of mental illness with suicide.  

The overall aim of these studies was to use a data source to describe the epidemiology of 

suicide in Victoria, in the context of mental illness and other stressors. The studies 

complement one another by examining related but distinct aspects of the epidemiology of 

suicide in Victoria, Australia.    
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7 Chapter 7: Study 1 – Differences in characteristics and 
exposure to stressors between persons with and without 
diagnosed mental illness who died by suicide in Victoria, 
Australia 

7.1 Introduction  

This chapter describes Study 1, which used VSR data to examine what other factors and 

stressors are prevalent among suicide cases that have a diagnosed mental illness compared 

to those who do not have a diagnosed mental illness. This was achieved by comparing socio-

demographic characteristics and exposure to other factors/stressors between persons with 

and without diagnosed mental illness who died by suicide in Victoria, Australia.  

This study was published in 2018 in Crisis: The Journal of Crisis Intervention and Suicide 

Prevention as a paper titled “Differences in Characteristics and Exposure to Stressors 

Between Persons With and Without Diagnosed Mental Illness Who Died by Suicide in Victoria, 

Australia”(62).   
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7.2 Conclusion 

Study 1 showed that 2,839 Victorians died by suicide over the five-year study period 2009-

2013 and 52% of these individuals had a documented diagnosed mental illness recorded in 

the VSR. There were differences between suicide cases that had a diagnosed mental illness 

and those that did not. For example, females and metropolitan residents had increased odds 

of having a diagnosed mental illness compared to males and residents of rural and regional 

areas, respectively. Individuals who had made a previous suicide attempt had 2.4 times the 

odds of having a diagnosed mental illness compared to those with no documented history of 

suicide attempts. Conversely, employed persons had decreased odds of having a diagnosed 

mental illness compared to unemployed persons.  

Cases with a diagnosed mental illness had a higher number of additional stressors recorded 

than the non-mental illness cases. In addition, six stressors reached statistical significance as 

independently associated with mental illness status. Persons exposed to isolation, family-

related, work, educational, and substance-related stressors and those receiving current 

treatment for a physical condition, were more likely to have a diagnosed mental illness 

compared to people who had not been exposed to these stressors.  

A US study, published after the current manuscript was accepted, examined 20,000 suicides 

in 27 states in 2015 found some consistent and some contrasting results with the current study. 

For example, consistent with the current study, less than half (46.0%) of suicide decedents 

had a known mental health condition at the time of death. However, in contrast to findings 

from the current study the researchers found that among decedents with available information, 

several circumstances were significantly more likely among those without known mental 

health conditions than among those with mental health conditions, including relationship 

problems/loss, life stressors, and recent/impending crises (112).  
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8 Chapter 8: Study 2 – Identifying typologies of persons who 
died by suicide: Characterizing suicide in Victoria, 
Australia 

8.1 Introduction  

This chapter describes Study 2 and builds on the findings of Study 1 (Chapter 7) by examining 

how the factors and stressors investigated in that study cluster together in those who die by 

suicide in Victoria.  

This study was published in 2018 in Archives of Suicide Research as a paper titled “Identifying 

typologies of persons who died by suicide: Characterising suicide in Victoria, Australia” (188). 
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8.2 Conclusion 

The total sample for Study 2 comprised the same 2839 individuals as Study 1 and evidence 

of a diagnosis of mental illness was present in 52% of cases. This study determined that there 

were distinct clusters or groups of cases that could be identified in the Victorian suicide 

population and that these fitted neatly into one major group of cases that did have evidence 

of a diagnosed mental illness and another major group that did not. Further, each of these 

initial groups then further broke down into subgroups, four groups composed of individuals 

who had diagnosed mental illness and two groups composed of individuals who did not. The 

final six groups all had different characteristics.  
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9 Chapter 9: Study 3 – Relative risk of suicide following 
exposure to recent stressors, Victoria, Australia   

9.1 Introduction  

Chapters 7 and 8 of this thesis have established that there is a significant proportion of suicide 

cases in Victoria where the deceased does not have a diagnosed mental illness at the time of 

their death. It has also been established that many other stressors - such as interpersonal, 

personal and situational stressors - are highly prevalent in the VSR data. However, Studies 1 

and 2 have only identified factors present in suicide cases which does not establish factors as 

impacting risk of suicide. Risk factors can only be identified by looking at population 

prevalence of a factor and relating this to the presence of the factor in the suicide cases. 

Therefore, the purpose of this chapter is to build on the previous two chapters by examining 

factors associated with suicide, including mental illness, in relation to exposure to see which 

are over or under exposed compared to population prevalence.  

This study has been published in 2019 in the Australian and New Zealand Journal of Public 

Health as a paper titled “Relative risk of suicide following exposure to recent stressors, Victoria, 

Australia”(189). 
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9.2 Conclusion 

Relative risk of suicide in the Victorian population was calculated for 14 stressors. Half of these 

stressors were associated with significantly increased suicide risk in the whole adult population: 

alcohol and other drug problems, mental illness, trouble with the police, relationship separation, 

involuntary loss of employment, exposure to violence/abuse, and removal of children. The 

three stressors with the highest relative risk for suicide were alcohol and/or other drugs 

problems, mental illness and trouble with the police. The analysis showed mental illness was 

associated with increased suicide risk among people of all analysed age groups and for both 

sexes. 

An additional component of Study 3 was to examine suicide risk among people experiencing 

different combinations of stressors. Results showed males and females exposed to all 

combinations of the examined stressors had increased risk of suicide with the exception of 

females experiencing physical illness in combination with trouble with the police, and males 

and females experiencing physical illness in combination with divorce/relationship separation.  
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10 Chapter 10: Study 4 – Pathways to suicide among persons 
with a diagnosed mental illness, Victoria, Australia 

10.1 Introduction  

The purpose of this chapter is to explore in detail a random sample of cases with a diagnosed 

mental illness using the life charts method.  

None of the studies presented thus far examined chronology of exposure to stressors and 

factors. Given that mental illness was shown in Study 3 to be the only stressor associated with 

significantly increased suicide risk across all age groups and in both men and women, 

examining the chronology of exposure to stressors in this population was deemed to be 

beneficial. Study 4 therefore examines pathways to suicide in a sample of suicides that 

occurred among people with diagnosed mental illness. Analysis of this population also allowed 

the proposed explanatory models of the association between mental illness and suicide (22) 

(described in Chapter 4) to be examined in a sample of people who died by suicide in Victoria.  

A first revision of this paper, titled “Pathways to suicide among people with a diagnosed mental 

illness, Victoria, Australia”, was submitted in February 2019 to Crisis: The Journal of Crisis 

Intervention and Suicide Prevention and is currently under review. 
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10.2 Supplementary material for Study 4 

Study 4 explored the pathways to suicide among Victorians with a diagnosed mental illness 

by using the generation and analysis of life charts. ‘Typical’ trajectories to suicide by people 

with mental illness were identified.  

A further component of this study that was not included in the submitted manuscript, aimed to 

examine these trajectories in the light of explanatory models for the association between 

mental illness and suicide that were outlined in Chapter 4.  

10.2.1 Additional results not presented in manuscript 

Two specific results were not included in the manuscript as they were relevant to the second 

part of the study only (i.e., the examination of life trajectories in the light of explanatory models 

for the association between mental illness and suicide).  

Group 1: Consisted of people who were diagnosed with mental illness following 
experience of violence, abuse and/or bullying 

• Changes to medication in the days/weeks prior to suicide were noted for three cases 

in Group 1 and there were also references made to the quality of health care received 

by some people in this group (n=2).  

Group 6: Consisted of people diagnosed with long-term schizotypal, schizophrenia and 
delusional disorders, often with psychosis, who appeared to be experiencing active 
psychosis at the time of their death 

• Changes to medication in the days/weeks prior to suicide were noted for three cases 

in group 6. Mention of command hallucinations were also recorded for three of the 

deceased and there were references made in suicide notes to the quality of care 

received by two individuals. 

10.2.2 Assessment of the proposed models of the association between 

mental illness and suicide 

Aspects of all the models proposed for the association between mental illness and suicide (22, 

190) were apparent in the cases in this sample. None of the life trajectory groups identified in 

this study fitted neatly into one of the models proposed, rather, aspects of each of the models 

could be found in different life charts of the individuals included in this sample. 

The first model, which suggests no direct causal link between mental illness and suicide, and 

instead posits that suicide and mental illness have the same common determinants was 
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consistent with Groups 1 and 2 which comprised people who had been exposed to 

abuse/violence/bullying or a significant loss prior to their diagnosis of mental illness and 

eventual suicide. Due to the design of the study, it is not possible to establish definitively 

whether exposure to violence/abuse/bullying occurred before or after the onset of symptoms 

for mental illness, but the life charts suggest that the diagnosis of mental illness at least was 

not made until after these experiences. Similarly, a descriptive study such as this cannot 

determine definitively whether mental illness was a causal factor in the suicides among these 

people or whether the suicide was independent of the mental illness. 

The second model posits that mental illness can be an alternative to suicide (i.e., mental illness 

develops as a means of controlling the impulse for self-destruction in some people (22)). While 

there is no definitive way to identify whether the substance use recorded in this sample was a 

response to suicidal ideation, of the seven cases (mostly from groups 1 and 7) for whom 

mention was made of both a psychoactive substance use disorder and suicide attempts, three 

cases had evidence that a suicide attempt/s occurred prior to the substance use issue. This 

could be indicative that at least some people were using alcohol and other drugs as a means 

of controlling their suicidal thoughts/impulses.  

Some support for the third proposed model, that suggests suicide can be the direct result of 

the symptoms of mental illness, was evident. References to command hallucinations were 

made in some suicide notes and/or in records of mental health service use prior to suicide. 

This mostly occurred in group 6, which consisted of individuals diagnosed with schizotypal, 

schizophrenia and delusional disorders.  

Some preliminary evidence was apparent in Group 7 for both the models which emphasise 

the consequences of living with a mental illness as causative of suicide (one with the addition 

of crisis situations). For example, there were cases in this sample where the development of 

the mental illness appeared to precipitate all the other stressors and the eventual suicide. An 

example is psychoactive substance use disorders contributing to relationship issues, 

employment issues and then a crisis such as contact with the police prior to suicide.   

The final model relates to suicide being an iatrogenic consequence of mental health care. 

There were ten cases (18% of all cases) in this sample that made mention of changes to 

medication in the days/weeks prior to suicide, most commonly in Groups 1 and 6. There were 

also references made to the quality of care received by six people in this study – either made 

by themselves in suicide notes, or made by others in statements to the police/Coroner (again, 

most commonly among people in Groups 1 and 6).  
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10.3 Conclusion  

This final study aimed to explore the pathways to suicide among a sample of Victorians with 

a diagnosed mental illness at the time of their death. With regards to pathways to suicide, this 

study showed cases tended to group, in the first instance, into individuals whose diagnosis of 

mental illness appeared to follow life events/stressors and individuals whose diagnosis 

appeared to precede exposure to stressors and life events. A number of quite distinct life 

trajectories were then identified within these original two groups (three in the first group and 

four in the second). Further to this, all aspects of all the models proposed for the association 

between mental illness and suicide   (22, 190) presented in Chapter 4 were apparent in the cases 

included in this sample. 
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11 Chapter 11: Discussion  

This chapter synthesises the findings of the four studies presented in Chapters 7 to 10. 

Implications of these findings and suggestions for future research are also presented.  

11.1 Rationale for research 

Research has consistently shown that 90% or more of people who die by suicide (at least in 

the Western world) have a mental illness at the time of their death (6, 7, 73, 74, 191). This is not the 

case for other parts of the world such as Japan (192) and China (98, 193) where the figure reported 

is closer to 60%. Most of the evidence that the vast majority of people who die by suicide have 

a mental illness comes from psychological autopsy (PA) studies which some suggest have 

inherent problems. Consequently, the claim that almost all people who die by suicide have a 

mental illness has since come under criticism from a number of researchers (10, 12, 13, 57). 

Perceived problems related to PA studies were outlined in Chapter 3.  

Other Australian and international research which has used purpose-built suicide registers or 

other coronial-based data sources has consistently shown that the proportion of people who 

die by suicide that have a mental illness might be much lower than the 90% often quoted (23, 

111-113) suggesting the importance of other stressors or factors, for example relationship 

breakdown, substance use (in the absence of diagnosed mental illness), social isolation, 

exposure to violence, financial and legal issues, may be playing a more major role in 

individuals’ decisions to die by suicide than previously thought. These two types of research 

overlap in some ways. For example, they both use much of the information generated during 

the coronial investigation process. However, a major difference is that purpose-built registers 

do not usually include provision to diagnose people with a mental illness following their death.  

If the proportion of people who have a mental illness at the time of their suicide is actually 

much lower than previously proposed, or even if the figure is close to 90%, then it logically 

follows that there are a significant number of people who die by suicide that do not have a 

mental illness. This has many implications, the main one being that a major current strategy 

for the prevention of suicide – i.e., increasing access to psychiatric treatment – is unlikely to 

work for at least a proportion of people who are at risk of dying by suicide. However, other 

interventions such as reducing access to lethal means, responsible reporting by the media, 

school-based peer support and gatekeeper training could be beneficial for individuals 

regardless of whether they have a diagnosed mental illness.  

Although mental illness may not be universally present among people who die by suicide – it 

has been shown to be a risk factor and as such there have been explanatory models proposed 
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to aid in understanding why this association between mental illness and suicide exists and to 

attempt to explain how mental illness may interact with other stressors and other risk factors 

in someone’s decision to die by suicide.  These models were explained in detail in Chapter 4.  

The aim of this research was to first examine the presence of mental illness among Victorians 

who died by suicide. As part of this, a major component was to examine the other stressors 

and factors that were associated with suicide in the Victorian population. The research 

included examining the differences between Victorians who died by suicide who did have a 

diagnosed mental illness and those who did not. A further step was to examine suicide cases 

to see if they form meaningful groups based on the presence or absence of stressors and 

factors and whether mental illness cuts across any identified groups. In addition, the presence 

of a mental illness and exposure to other stressors in the 12 months prior to death by suicide 

were examined with regard to the commonality of these factors in the general population. The 

final stage involved creating and examining life charts among a sample of people who died by 

suicide and had a diagnosed mental illness to attempt to examine patterns in the trajectories 

to suicide among this population. In addition, this final stage aimed to see if models proposed 

to explain the association of suicide and mental illness are supported by the Victorian data.   

11.2 Summary of Findings  

The findings from the four studies are perhaps best summarised by reference to the research 

questions posed in Chapter 6.   

11.2.1 What proportion of people who died by suicide in Victoria had a 

diagnosed mental illness and what types of mental illnesses were 

represented? 

Using data from the Victorian Suicide Register (VSR), Study 1 showed that 2839 Victorians 

died by suicide over the five-year study period 2009-2013 and 52% of these individuals 

(n=1482) had a documented diagnosed mental illness recorded in the VSR. The most 

common mental illnesses represented were mood [affective] disorders (42.0%), neurotic, 

stress-related and somatoform disorders (14.9%), mental and behavioural disorders due to 

psychoactive substance use (8.7%), schizophrenia, schizotypal and delusional disorders 

(7.0%) and disorders of adult personality and behaviour (6.1%). 
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11.2.2 What were the differences and similarities between people who died 

by suicide and had a diagnosed mental illness compared to those who 

died by suicide but did not have a diagnosed mental illness? 

Study 1 found that there were differences between suicide cases that had a diagnosed mental 

illness reported in coronial data and those that did not. Compared with those aged 40-54 years, 

those in the youngest and oldest age groups (10-24, 70-84 and 85+) were significantly less 

likely to have a diagnosed mental illness at the time of their death by suicide. Females and 

metropolitan residents had increased odds of having a diagnosed mental illness compared to 

males and residents of rural and regional areas, respectively. Individuals who had made a 

previous suicide attempt had 2.4 times the odds of having a diagnosed mental illness 

compared to those with no documented history of suicide attempts. Conversely, employed 

persons had decreased odds of having a diagnosed mental illness compared to unemployed 

persons.  

The ten most common specific stressors recorded for both groups were the same although 

the ranking differed slightly. A substance-related stressor was the most common specific 

stressor documented for both groups and overall - recorded for 44.0% of cases (49.5% of 

cases among persons with a diagnosed mental illness and 38.1% of cases among persons 

with no documented diagnosed mental illness). Separation from and/or conflict with a partner 

were also very commonly recorded stressors, as were family conflict, current treatment for a 

physical condition (injury and/or illness), and stressors related to work, finances and legal 

issues.  

Interestingly, cases with a diagnosed mental illness had a higher number of additional 

stressors recorded (M = 6.39, SD = 3.56) than the non-mental illness cases (M = 5.00, SD = 

2.98; t (2837) = -11.221, p<0.001). In addition, six stressors reached statistical significance as 

independently associated with mental illness status. Persons exposed to isolation, family-

related, work, educational, and substance-related stressors and those receiving current 

treatment for a physical condition, were more likely to have a diagnosed mental illness 

compared to people who had not been exposed to these potential stressors.  

11.2.3 Could meaningful clusters/groups of people (based on identifiable 

factors and exposure to stressors) be identified in the Victorian suicide 

data? 

The total sample for Study 2 comprised the same 2839 individuals as Study 1 and therefore, 

evidence of a diagnosis of mental illness was present in 52% of cases. Study 2 determined 
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that there were distinct clusters or groups of cases that could be identified in the Victorian 

suicide population and that these fitted neatly into one major group of cases that did have 

evidence of a diagnosed mental illness and another major group that did not. Further, each of 

these initial groups then further broke down into subgroups, four groups composed of 

individuals who had diagnosed mental illness and two groups composed of individuals who 

did not. The final six groups all had different characteristics.  

Among the mental illness subgroups, almost all cases in two of the subgroups had a 

diagnosed mood disorder (98% in the first and 96% in the second). The first of these 

subgroups had a median age of 43 years, was 82% male and had 69% of cases who were 

employed. In contrast, the second subgroup had a median age of 65 years and was 65% male, 

and almost 90% were either retired or unable to work, and had at least one physical stressor 

coded. The remaining two mental illness subgroups were characterised by complex mental 

health needs as well as a high number of stressors. One of these subgroups contained a high 

proportion of individuals who had been diagnosed with schizophrenia, schizotypal and 

delusional disorders (56%). The final mental illness subgroup was characterised by a high 

proportion of females and although mood disorder was still the most commonly recorded 

diagnosis, almost half of cases had a diagnosed neurotic, stress-related or somatoform 

disorder and around a third had a diagnosed disorder of adult personality and behaviour.   

The non-mental illness subgroups were quite distinct although males comprised a similar 

proportion of cases in each group (80% and 85% of cases respectively). One group was older 

than the other (median age 57 years compared to 38 years), and comprised people less likely 

to be employed (34% vs 64%) and more likely to have at least one physical stressor coded 

(55% vs 35%). Persons in the second of these subgroups were almost universally 

experiencing multiple stressors as evidenced by interpersonal stressors being recorded in 98% 

of cases and situational stressors recorded for all cases.  

11.2.4 Were people with a diagnosed mental illness significantly 

overrepresented in the population of people who died by suicide in 

Victoria, Australia?  

Neither of the first two studies considered exposure and therefore risk of suicide relative to the 

different stressors included in the VSR could not be established. For this reason, the third 

study aimed to identify stressors overrepresented in the 12-months prior to death among 553 

Victorian adults who died by suicide in 2013. Age- and sex-specific suicide rates and relative 

risks of suicide were calculated using numerator data on suicides by people with a given 

exposure sourced from the Victorian Suicide Register, and denominator data on the total 
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Victorian population with that exposure sourced from the 2014 Australian Bureau of Statistics 

General Social Survey.  

The analysis showed mental illness was associated with increased suicide risk among males 

and females of all analysed age groups. Among all adults combined, the calculated relative 

risks associated with mental illness ranged from a low of 4.71 (95% confidence intervals (CI), 

3.55, 6.25) among people aged 25-44 years to 15.31 (95% CI 10.10, 23.20) among those 

aged 65 years and older. For males, again the lowest relative risk associated with mental 

illness was calculated for those aged 25-44 years (RR: 3.98, 95% CI 2.87, 5.52) and the 

highest for those aged 65 years and older (RR: 10.91, 95% CI 6.59, 18.07). The pattern was 

a little different for females, although the highest relative risk associated with mental illness 

occurred in women aged 65 years and older (RR: 36.43, 95% CI 15.84, 83.79), the lowest 

occurred in females aged 15-24 years (RR: 4.96, 95% CI 1.80,13.68).  

11.2.5 What other factors and stressors (e.g., relationship separation, 

unemployment, exposure to violence, physical illness, injury etc.) 

associated with suicide were present and overrepresented in the 

Victorian suicide data?  

In addition to the results presented above for risk conferred by mental illness, Study 3 

examined relative risk of suicide associated with a further 13 stressors.  

Of the additional 13 stressors examined in the study, six were associated with significantly 

increased suicide risk in the whole adult population: relationship separation, alcohol and other 

drug problems; involuntary loss of employment, exposure to violence/abuse; trouble with the 

police and removal of children. Overall, including mental illness, the three stressors with the 

highest relative risk for suicide were alcohol and/or other drugs problems (RR: 7.24, 95% 

confidence intervals (CI), 6.09 to 8.61), mental illness (RR: 5.39, 95% CI 4.57, 6.37), and 

trouble with the police (RR: 4.83, 95% CI, 3.82, 6.11). Importantly, mental illness was the only 

stressor associated with significantly increased suicide risk for men and women across all age 

groups.  

The majority of those who died by suicide were recorded to have been exposed to two or more 

of the stressors (57.1%). An additional component of Study 3 was to examine suicide risk 

among people experiencing different combinations of stressors. Mental illness, alcohol or 

other drug problems, physical illness, divorce/relationship separation and trouble with the 

police were the most commonly reported stresses overall, and in combination. Therefore, the 

various combinations of these stressors were analysed and relative risks associated with each 

combination were calculated. Results showed males and females exposed to all combinations 



130 
 
 

of the examined stressors had increased risk of suicide with the exception of females 

experiencing physical illness in combination with trouble with the police, and males and 

females experiencing physical illness in combination with divorce/relationship separation.  

11.2.6 What were some of the pathways to suicide among those who had a 

mental illness in Victoria, Australia?  

Due to the recognition of mental illness as a risk factor for suicide and in light of results from 

Study 3 showing it to be the only stressor associated with significantly increased suicide risk 

across males and females of all age groups, the final study aimed to explore the pathways to 

suicide among a sample of Victorians with a diagnosed mental illness at the time of their death.  

With regards to pathways to suicide, this study showed cases tended to group, in the first 

instance, into those whose diagnosis of mental illness appeared to follow life events/stressors 

and into those whose diagnosis appeared to precede exposure to stressors and life events. A 

number of quite distinct life trajectories were then identified within these original two groups 

(three in the first group and four in the second).  

Some of the specific pathways identified where mental illness appeared to follow life 

events/stressors included people diagnosed with mental illness following: 

• an experience of violence, abuse and/or bullying;  

• a significant experience of loss such as the death or absence of a parent or the death 

of a child; or   

• a significant physical injury or illness.  

Some of the specific pathways identified where diagnosis of mental illness preceded other life 

events or stressor included people: 

• with (usually) long-standing depression that was typically fairly stable until the person 

experienced a significant issue that affected their physical health (either illness or 

injury); 

• with (usually) long-standing mental illness seemed fairly stable with regards to their 

mental health until a significant stressor (other than a physical injury or illness) seemed 

to precipitate the exacerbation of their mental illness and related symptoms prior to the 

suicide;  

• diagnosed with long-term schizotypal, schizophrenia and delusional disorders, often 

with psychosis, who appeared to be experiencing active psychosis at the time of their 

death; or  

• who all had long-term substance use throughout the course of their life.  
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Detailed characteristics of this trajectories were presented in Chapter 10.  

Further to this, all aspects of all the models proposed for the association between mental 

illness and suicide (22, 190) presented in Chapter 4 were apparent in the cases in this sample. 

None of the life trajectory groups identified in this study fitted neatly into one of the models 

proposed, rather, aspects of each of the models could be found in different life charts of the 

individuals included in this sample. A more detailed consideration of the findings with respect 

to the models proposed by Mishara and Chagnon (22) was presented at the end of Chapter 10. 

The first model, which suggests no direct causal link between mental illness and suicide, and 

instead posits that suicide and mental illness have the same common determinants was 

consistent with Groups 1 and 2 which comprised people who had been exposed to 

abuse/violence/bullying or a significant loss prior to their diagnosis of mental illness and 

eventual suicide. The second model posits that mental illness can be an alternative to suicide. 

Using the life charts method, there is no definitive way to identify whether the substance use 

recorded in the sample was a response to suicidal ideation, but, of the seven cases (mostly 

from groups 1 and 7) for whom mention was made of both a psychoactive substance use 

disorder and suicide attempts, three cases had evidence that a suicide attempt/s occurred 

prior to the substance use issue. This could be indicative that at least some people were using 

alcohol and other drugs as a means of controlling their suicidal thoughts/impulses. Some 

support for the third proposed model, that suggests suicide can be the direct result of the 

symptoms of mental illness, was evident. References to command hallucinations were made 

in some suicide notes and/or in records of mental health service use prior to suicide. Some 

preliminary evidence was apparent in Group 7 for both the models which emphasise the 

consequences of living with a mental illness as causative of suicide (one with the addition of 

crisis situations). For example, there were cases in this sample where the development of the 

mental illness appeared to precipitate all the other stressors and the eventual suicide. The 

final model relates to suicide being an iatrogenic consequence of mental health care. Ten 

cases in this sample made mention of changes to medication in the days/weeks prior to suicide 

and there were references made to the quality of care received by six people in this study – 

either made by themselves in suicide notes, or made by others in statements to the 

police/Coroner. 

11.3 Limitations  

In Victoria, all deaths where suicide is suspected are legally required to be investigated by the 

coroner, and therefore the information generated for these investigations comprises the most 

comprehensive and reliable data source available on suicide in Victoria. However, there are 
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problems inherent in studies of this nature. Some limitations were consistent for all four studies 

that constitute this thesis. These include retrospectivity of data collection and the validity and 

reliability of some of the data may be questionable as it is subject to recall bias and potential 

subjective views of the individuals providing information. In addition, the absence of 

information in the coronial file does not guarantee that the factor of interest was not present 

and the presence of a factor does not necessarily imply contribution of that factor. Further to 

this, the volume of information varies between coronial investigations depending on a number 

of factors including who was asked to provide information, what questions were asked and the 

willingness of informants to disclose some or all of the information they had (24).   

Similarly, a further limitation relevant to all four studies related to the coding of diagnosed 

mental illness. Clearly, it is possible and quite likely, that some individuals without diagnosed 

mental illness recorded in the Victorian Suicide Register may have had a mental illness that 

was yet to be diagnosed prior to the death. In fact, over the 5-year study period used for 

studies one and two, around one-third of cases without a diagnosed mental illness had some 

kind of treatment in the 12 months prior to their death that was coded as being for a mental 

health-related issue. Although, importantly, having treatment designated as mental health-

related does not necessarily infer mental illness. Nevertheless, this potential for under-

diagnosis of mental illness should be considered when examining the implications of the 

studies that constitute this thesis. However, this same potential for underreporting of factors 

could equally apply to other factors investigated throughout the studies incorporated into this 

thesis. 

There were also limitations specific to some but not all of the studies. For example, three 

studies (one, two and four) did not consider exposure. These studies lacked a population-

based control group and although this did not mean that the research question/s could not be 

answered, it did limit the broader interpretation for the results to risk beyond prevalence.  For 

example, in Study 2 which identified typologies of people who died by suicide, it may be that 

certain variables cluster together in the population and this is why they clustered in that 

analysis. With regards to Study 1 which examined differences between those and without 

diagnosed mental illness, detailed information regarding psychosocial and precipitating events 

is available for both categories of suicides and therefore there is no reason potential biases 

should differ between the categories – consequently, the comparisons should represent real 

differences. Nevertheless, the associations found in Study 1 may not be specific for suicides 

but could be related to the differences between those with and without mental illness in the 

general population. Similarly, the intention of Study 4, which examined pathways to suicide 

among people with a mental illness, was not to establish casual relationships between mental 
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illness and suicide as that is not possible in a retrospective study. Rather, the intention was to 

examine the probable chronology of factors in a sample of suicides occurring among 

individuals with mental illness as a means of commenting on the relative worth of the models 

postulated by Mishara and Chagnon (22). However, consistent with the other studies, Study 4 

could not determine whether these trajectories or chronologies of events were significantly 

more common in those who died by suicide than in those who did not.  

Some other limitations were specific to Study 3 which used the ABS General Social Survey 

(GSS) as a source of exposure data. Firstly, the study could only examine the stressors that 

are included in both the VSR and the GSS. This meant that some stressors that could 

reasonably be expected to increase suicide risk, as identified in previous literature such as 

social isolation, educational stressors, exposure to suicide, previous self-harm, or military 

exposure could not be examined in this study. Further, data was not available in the GSS for 

specific mental illnesses so the relative risk of suicide associated with different mental 

illnesses could not be examined. In addition, the specific question regarding exposure to 

stressors in the 12 months prior to the population survey, asked whether the stressor occurred 

to the individual or a close family member and therefore results may not pertain exclusively to 

the individual’s experience of the stressor. However, the impact of this is that the calculated 

rates and relative risks for any stressors that are overrepresented among the suicide cases 

are likely to be underestimated. Another limitation in using population-level exposure data is 

that it does not relate to individual-level exposures. Finally, the risk estimates calculated for 

each factor could not be adjusted for the influence of other factors and as such all estimates 

were unadjusted. 

11.4 Contributions to knowledge 

11.4.1 A consideration of findings with respect to previous research  

Some of the key findings from the studies that constitute this thesis are relatively unsurprising, 

and confirm the results of previous international and national studies. However, by utilising 

data collected in a purpose-built suicide register, this research has allowed various factors 

involved in suicide in Victoria to be quantified. Furthermore, the reproduction of results in 

another population provides evidence of the ability to generalise these associations across 

populations. 

A 2017 report regarding research priorities in suicide prevention in Australia (194) advocated 

most strongly for intervention studies and studies that might help to develop effective 

interventions. However, it was also acknowledged that there was a need for more information 

regarding priority setting relating to target groups and that additional information was required 
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to guide decisions in these areas. It was suggested that decisions about the attention that 

should be afforded to particular target groups might be influenced by objective measures of 

the significance of the problem for different groups (194). The studies that constitute this thesis 

contribute to knowledge by doing just this - by identifying target groups through quantifying 

which stressors are prevalent, and overrepresented in the Victorian population. 

Studies 1 and 2 showed that the overall prevalence of diagnosed mental illness among 

Victorians who died by suicide over the period 2009-2013 was 52%. This is much lower than 

the prevalence reported in PA studies (i.e., 90% or more) but it is fairly consistent with three 

recent Australian studies which used data from suicide registers or the National Coronial 

Information System (NCIS). These studies found 43.9% (23), 49.2% (111) and 55.0% (24) of cases 

had a diagnosed mental illness at the time of death. A recent US study using the National Vital 

Statistics System determined 46% percent of cases in 2015 had a known mental health 

condition at the time of their death by suicide (112). Although results of Study 1 were not 

unexpected given previous research that used similar data sources, utilising the systematically 

collected VSR data allowed quantification of the presence of diagnosed mental illness among 

the population of Victorians who died by suicide.  

It must be acknowledged that utilising coronial data most likely provides an underestimate of 

the mental illness involvement in suicide due to only including cases where there is evidence 

of diagnosis of mental illness. Therefore, mental illness involvement could be underestimated 

by virtue of lack of existing information regarding presence of mental illness diagnosis being 

present in the coronial brief and also due to the fact that not everyone who has a mental illness 

has been diagnosed. However, the PA methodology is also likely biased due to the potential 

for people to look for a reason for the suicide after the event, particularly people who had close 

relationships with deceased who are generally the ones interviewed in such studies.  

Consolidating this evidence, suggests that the real prevalence of mental illness involvement 

in suicide is probably somewhere in between the estimates produced by researchers using 

the coronial and PA methods, but where exactly the true prevalence lies, is hard to determine. 

A large cohort study followed up over a long period of time and involving regular assessments 

of mental illness could be used to determine this accurately but this type of research has not 

been conducted in Victoria – and even if it were to be conducted the study would presumably 

still suffer from the potential for under-diagnosis of mental illness.  

With regards to identified differences between people who died by suicide who did and did not 

have a diagnosed mental illness, it was established that people who had a diagnosed mental 

illness at the time of their suicide were more likely to have been exposed to isolation, family-
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related, work, educational, and substance-related stressors when compared to people who 

did not have a diagnosed mental illness. Interestingly, no stressors were identified that were 

significantly more common in people without diagnosed mental illness when compared to 

people with diagnosed mental illness. A 2018 US study included a similar analysis comparing 

suicide decedents who did and did not have a known mental health condition. In contrast to 

the findings from Study 1, relationship problems/loss, life stressors, and recent/impending 

crises, were significantly less likely among those with known mental health conditions than 

among those without mental health conditions (112). This could reflect actual differences, which 

is perhaps not that surprising given that suicide and associated factors are known to differ 

across cultures, but it could also reflect differences in the data collection and quality of data 

used for the two studies.  

Cluster analysis for Study 2 identified typologies among Victorians who died by suicide. 

Importantly, the groups identified appear consistent with existing knowledge in suicide 

research and also make clinical sense, e.g., older persons with physical problems with or 

without an accompanying mental illness diagnosis, younger persons with complex mental 

health needs often in combination with significant and multiple life stressors, younger males 

experiencing significant stressors without a diagnosed mental illness. A previous Australian 

study (23) used a similar data source and method to examine subtypes of suicide in Victoria 

and Australia and although the current study used a more detailed data source it was expected 

that groups found in the current study would be broadly similar. Although it was difficult to 

directly compare the identified subgroups due to inconsistency in both the number of groups 

identified and the variables included across the two studies, the largest groups identified were 

similar – both had a mean age of 38 years, were approximately 85% male, and contained 

either no or a very small number of cases with diagnosed mental illness. Similarly, both studies 

identified a group characterised by older age, mostly male with very low incidence of mental 

illness. The previous study identified two mental illness subgroups whereas the current study 

identified four, which in addition to making it difficult to directly compare groups, suggests there 

is more variation among persons who have a diagnosed mental illness who die by suicide than 

could be determined in the previous study.   

Previous international studies in England (195), Scotland (196), Ireland (197), Hong Kong (198), the 

USA (199) and Canada (200) all identified subgroups among cases of suicide in those specific 

locations. While, again, it is not feasible to directly compare the groups found in this study with 

those identified in previous international studies due to differences in methodology, variables 

included and the number of groups identified, there are some important similarities and 

differences between the identified groups. Consistent with findings from this study, 
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international studies have found that subtypes or groups of persons who died by suicide differ 

with regards to proportions of cases with mental illness (195-200) and in addition to the previous 

Victorian study, two international studies also found that the largest groups identified had the 

lowest rates of identified mental illness (196, 200). Suicide in the context of physical illness is a 

recognised issue (23, 195) and was a feature in the current study. A group characterised by a 

high proportion of females, with diagnosed mental illness and high numbers of previous 

suicide attempts as identified in this study was also identified in a Canadian study (200). Finally, 

many studies found that in cases with and without diagnosed mental illness, individuals were 

usually exposed to at least one, if not multiple, other stressors prior to the suicide (195-197, 199, 

200). The high prevalence of stressors documented in almost all cases in this study emphasises 

the complex interplay between factors associated with suicide. 

A major contribution of the work that constitutes this thesis, is that exposure to various 

stressors was taken into account for Study 3. Although there were some limitations with the 

approach taken, this research constitutes a step forward with regards to understanding suicide 

in the Victorian context. Preventing suicide relies on prediction of suicide to identify appropriate 

individuals for targeting countermeasures. It has recently been argued that prediction of 

suicide will be better achieved by understanding proximal rather than distal risk factors (201). 

Proximal risk factors for suicide were examined in a number of the studies included in this 

thesis but were the specific focus of Study 3 which examined suicide risk associated with 12-

month exposure to 14 stressors. This study underscored the importance of mental illness as 

a risk factor for suicide but also identified exposure to many other stressors as increasing 

suicide risk in the Victorian population. In some populations the risk conferred by other 

stressors was significantly higher than that conferred by mental illness.   

The life charts method has only recently begun to be used to examine suicide in Australia (185, 

186) and Study 4 is the first Victorian study to be published that has used the method. While 

there were some noted limitations associated with this study, the analysis allowed for more 

detailed conceptualisation of the pathways to suicide among Victorians with diagnosed mental 

illness and provided an example that these kinds of studies can be conducted using data from 

purpose-built suicide registers.  

Taken as a whole, the findings from the current thesis confirm some things that were expected, 

but importantly, the research quantified some of this in a tangible way. The research quantified 

the presence and nature of mental illness in Victorian suicides, but importantly, this was 

established in the context of other factors and stressors that also occur in people’s lives. While 

previous research (23, 24) has made reference to the fact that not all who die by suicide in 

Victoria have a mental illness, it has not been quantified in such a way, with such a detailed 
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data source and in the context of the other stressors that people are experiencing. The data 

contained in the VSR made this possible and consequently the studies in this thesis provide 

more reliable results than those which have used other data sources. The research was able 

to demonstrate that while mental illness is indeed a risk factor for suicide in Victoria, the picture 

is much more complex than mental illness alone. Even within the population with mental illness 

who die by suicide, people and their experiences are clearly not homogenous, there is much 

variation regarding factors that individuals are exposed to prior to suicide. Without research 

such as the studies that constitute this thesis, the oft-cited statistic that 90% of people who die 

by suicide have a mental illness will continue to be largely unchallenged which therefore has 

the potential to have negative flow-on effects. Those that are at risk may be missing vital 

warning signs and messages as they do not have a mental illness and therefore may think 

suicide is not a concern for them. There is even a risk that continuing to overstate the role of 

mental illness could lead to decreased help seeking, i.e., suicide helplines, access to 

healthcare professionals may not be utilised by individuals when they do not have a mental 

illness.  

The findings from this research show that the medical model, and the mental illness 

explanation are not the only explanation for suicide and that continuing to focus on only the 

mental illness and the role it plays in suicide will be detrimental to suicide prevention efforts in 

Victoria.  

11.4.2 A consideration of findings with respect to contemporary theories of 

suicide  

Chapter 5 provided an overview of some influential theories of suicide. Advantages of theories 

of suicide are that they enhance our understanding of the mechanisms of suicidal behaviour 
(167) and can lead to conceptualisation of how suicide may be prevented by highlighting 

potential intervention strategies. Some theorists have emphasised the importance of 

constructs that are considered modifiable risk factors, for example feelings of hopelessness 
(156) or thwarted belongingness (28), while others have highlighted personality characteristics 

such as impulsivity and aggression, as they are also amenable targets for intervention (165).  

Contemporary theories of suicide acknowledge the importance of mental illness as a risk factor 

for suicide, however it is argued that suicide is an outcome of a complex process which 

involves many factors and stressors and is not always, or simply, a result of mental illness (29, 

147). Others more strongly argue for a clear distinction to be made between mental illness and 

suicide emphasising that people do not die as a result of mental illness, they die from suicide 
(158).  
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Findings from the studies that constitute this thesis clearly support these arguments. Some 

Victorians are dying by suicide not in the context of mental illness and even among those who 

do have diagnosed mental illness there are clear and distinct differences between exposures 

to stressors among different groups of Victorians who die by suicide. Further, analysis 

identified complex and varied trajectories to suicide among Victorians who had a diagnosed 

mental illness, supporting the theories that emphasise the importance of other constructs and 

not simply mental illness.  

11.4.3 Implications for suicide prevention 

Outcomes from the research presented in this thesis have implications for suicide prevention. 

The first two studies in particular, have shown that there are a significant number of people 

who die by suicide in Victoria who do not have a diagnosed mental illness at the time of their 

death, lending support to the argument that suicidal behaviour should be examined as a 

behaviour that is related to, but also distinct from, mental illness. Notwithstanding the limitation 

that the lack of evidence of a diagnosed mental illness is not necessarily evidence of the 

absence of mental illness, these studies show that it is highly likely that at least some people 

are dying by suicide in the absence of mental illness. This statement will likely be considered 

as equivocal by some researchers. In fact, some have argued that efforts to promote suicide 

prevention via access to high-quality mental health care may be undermined if researchers 

suggest that not all those who died by suicide experienced a mental illness in the days and 

weeks before their deaths (191). However, a potential counterargument is that pathologising 

those with suicidal ideation through consistently stating that 90% of those who die by suicide 

have a mental illness could conceivably lead to decreased help seeking for suicidality whether 

it occurs in the context of mental illness or not if a person does not think they have a mental 

illness or does not want to accept that they do. In this way, placing all emphasis on mental 

illness could actually be discouraging help seeking by alienating people who are struggling 

with particularly stressful life events and who may be experiencing very strong negative 

emotions in the absence of mental illness. It could also lead to others not looking for suicide 

warning signs in instances where someone is struggling with particular events/stressors but is 

known or considered not to have a diagnosed mental illness. In addition, there is currently no 

evidence that increasing awareness or access to treatment is working to reduce suicide rates 

given that rates in Victoria and the rest of Australia are either stable or increasing (2) despite 

awareness raising efforts, increases in treatments such as antidepressant medications (202) 

and no identifiable increase in the prevalence of common mental illness in Australia (203). 

Clearly, any suicide prevention plan or strategy needs to be multifaceted and cannot only be 

about increasing access to, and effectiveness of, psychiatric treatment for mental illness.  
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Study 1 also showed that the ten most common specific stressors recorded for both the group 

comprised of people with diagnosed mental illness, and the group comprised of people without 

diagnosed mental illness, were the same albeit with a slightly different ranking. A substance-

related stressor was the most common specific stressor documented for both groups and 

overall, separation from and/or conflict with a partner were also very commonly recorded 

stressors, as were family conflict, current treatment for a physical condition and stressors 

related to work, finances and legal issues. While it is not possible to realistically eliminate 

these kinds of stressors from people’s lives, strengthening an individual’s personal resources, 

such as self-esteem, self-efficacy and locus of control, to help cope with difficulties associated 

with these stressors may present an important component of suicide prevention programs (103). 

In addition, effective social support within communities could help protect vulnerable people 

from suicide by building and improving social connectedness and skills to cope with difficulties 

when they occur (1). 

Study 2 showed that to view those who die by suicide as a single population without 

recognising apparent subpopulations (identified in that study) would be to ignore useful 

information that may be pertinent to success in decreasing the frequency of suicide in Victoria. 

People who die by suicide cannot be considered a homogenous group. Specific 

recommendations related to each of the typologies identified were outlined in Chapter 8. 

Recommendations when treating people with a mental illness included that professionals 

should be mindful that even in the absence of prior suicidal behaviour and in individuals with 

seemingly stable mental illness, exposure to stressorsparticularly multiple stressorsin this 

population can leave individuals vulnerable to suicide. Further, results point to the need for 

health professionals to ensure that among older people, in addition to treating physical aspects 

of an individual’s health, focus is also placed on their mental health. Among the population 

without a diagnosed mental illness, stressors recorded were mostly related to substance use, 

work and finances suggesting it may be likely that many in this population could be in contact 

with other services, such as drug and alcohol, human resources, workplace counselling 

services or welfare services. Therefore, there is a likely benefit in these kinds of services being 

aware of an individual’s potential vulnerability to suicide even in the absence of diagnosed 

mental illness. It is crucial that these support services focus on suicide prevention within the 

context of their service, whether it be services relating to relationship breakdown, financial 

hardship, legal or work-related issues. It is essential to ensure that regardless of their mental 

illness status, people reaching out to all relevant services are able to access support for 

potential suicidality. In addition, it is important to imbed support services in processes that 

occur around these events in individuals’ lives for example in work places and family law 
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services. These supports would then target people at their potential point of need and would 

not rely on the person actively seeking help. 

Study 3 showed that the presence of exposure to some other stressors was at least as 

overrepresented in the suicide cases as mental illness. Some of these included the presence 

of substance use and removal of children in certain populations. However, mental illness was 

the only stressor associated with significantly increased suicide risk across all age groups and 

in men and women – other stressors appeared to increase suicide risk only in certain 

populations. This study showed that in addition to focusing on people experiencing mental 

illness, suicide prevention programs and initiatives should focus on individuals experiencing 

other significant life stressors and should be targeted based on stressors found to be 

associated with increased suicide risk in certain populations. Clearly, males experiencing 

mental illness and/or alcohol and other drug problems should be a particular priority but those 

exposed to other stressors such as contact with the police and divorce/relationship separation 

also warrant attention as do certain populations of people experiencing specific combinations 

of co-occurring stressors.   

In contrast to the first three studies which examined only the presence of factors and stressors 

prior to suicide, Study 4 additionally examined the chronology of the factors and stressors. 

This analysis revealed two distinct pathways to suicide in this sample of Victorians who had 

diagnosed mental illness. One pathway was characterised by life trajectories where diagnoses 

of mental illness appeared to follow life events or stressors such as abuse, violence, 

interpersonal loss and physical illness. The other trajectory identified was where diagnoses of 

mental illness appeared to precede exposure to events or stressors. Importantly exposure to 

some events seemed to act as distal factors related to suicide, other events were more 

common as proximal factors and yet others appeared to act as both distal and proximal factors. 

These findings have important implications for suicide prevention as strategies to reduce 

suicide clearly need to be different depending on the category of factor being targeted (i.e., 

distal versus proximal) and need to consider the chronology of stressors that occur in people’s 

lives. 

Overall, the findings of this research suggest that interventions at the universal, selective and 

indicated levels are all needed to prevent suicide and also support previous researchers that 

have argued for public health responses, interventions and upstream prevention to decrease 

suicide (1, 38, 204-208) . The most common suicide prevention approach used to date has been 

indicated interventions which aim to identify and treat individuals already in crisis or with 

symptoms and disorders linked to suicide (204). However, universal interventions such as those 

that may reduce risk by removing barriers to care, increasing access to help, and 
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strengthening family and community protective factors would benefit those at risk for suicide 

regardless of whether they have been diagnosed with a mental illness. Clearly, good supports 

need to be available when people are going through stressful times and while these supports 

need to be available to people with diagnosed mental illness (as they often experience these 

stressors more often than people without mental illness), support also has to be available for 

the entire population. Further, the supports cannot only be available for those who seek them 

out, support has to be available and made known to those that do not seek help. Reducing 

access to means has been shown to be effective for preventing suicide (35) and is going to 

continue to be an important component of suicide prevention initiatives. If increased support 

is available for people having difficulty with stressful life circumstances and the potential 

avenues to suicide are made more difficult by reducing access to means, then one could be 

reasonably confident of saving at least some people from suicide.  

11.4.3.1 A consideration of current suicide prevention initiatives in Victoria, Australia 

The Victorian government has a suicide prevention framework that supports a strong effort to 

reduce suicide with a goal of halving Victoria’s suicide rate by 2025. The two key initiatives 

being implemented are Place-based trials and Assertive outreach trials (HOPE Initiative).  

For the place-based trials the Victorian government is partnering with 12 Primary Health 

Networks to support local communities to develop and implement coordinated place-based 

approaches to suicide prevention. The trials bring together different parts of the community, 

including people with lived experience of suicide, schools, businesses, local council, police, 

health services, community agencies and others to identify what is needed to prevent suicide 

and what types of initiatives will best support people locally. This may include initiatives like 

raising awareness of mental health issues and support services, general practitioner training, 

school-based programmes, frontline staff training, reducing access to lethal means and 

training people with lived experience to talk about suicide in the community.  

Under the Assertive Outreach trials - HOPE initiative - six health services were originally 

funded to design and implement flexible and person-centred care for people that present to 

the emergency department for intentional self-harm. The HOPE initiative has recently been 

rolled out at a further six health services. The initiative involves tailored, person-centered 

support that is responsive to the unique needs and circumstances of the individual. Individuals 

are provided with practical, psychosocial support in addition to direct mental health or other 

medical treatment for up to three months after their discharge from hospital. In addition, 

assertive outreach workers work with, and provide support to, families, friends and carers so 

that they can better support their loved one.  



142 
 
 

Importantly neither of these initiatives preclude people without a diagnosed mental illness from 

benefiting from the interventions. Place-based trials, should in theory, benefit the entire 

community in which the trial is occurring through imbedding support services in broad 

community-based interventions. For example, interventions such as reducing access to 

means in areas known for frequent suicides in certain communities should benefit people 

regardless of mental illness status. In addition, there is no requirement that people engaged 

in the HOPE trials have a diagnosed mental illness meaning all people who present to the 

relevant health services will be able to be included in the trials.  

11.4.4 Implications for future research 

By relying on the VSR which is a population-based dataset, the four studies in the current 

thesis had the advantage of being comprehensive and large in scale. However, the main 

disadvantage of relying on this dataset is that all research that constitutes this thesis was 

limited by what information is available in the VSR.  

Future research could address this limitation by analysing a linked dataset. That is, by linking 

the VSR data to other data sources such as hospital administrative, community mental health, 

and alcohol and drugs related datasets, some of the gaps in data in the VSR could potentially 

be addressed. A linked data study using the whole population (or a sample such as all 

Victorians who have used hospitals) could also address the other major limitation of some of 

the studies – the lack of a population-based control group.   

In relation to Study 4, which examined life trajectories in a sample of people with diagnosed 

mental illness who had died by suicide, future research could replicate the study among 

individuals who died by suicide without diagnosed mental illness in order to determine whether 

there are distinct life trajectories in the two populations. While it is possible that the life charts 

of people with a diagnosed mental illness were more informative by virtue of mental health 

and general practitioner reports being a major source of detailed information that contributes 

to the VSR, future research could assess the utility of using the life charts to examine the lives 

and trajectories to suicide in other groups in the Victorian context.  

While the life chart study and the pathways identified, showed aspects of all the explanatory 

models for the association between mental illness and suicide were apparent in the sample, 

it was essentially very difficult to clearly and confidently assign a case to one of the models. 

Interviews with suicide attempt survivors may make this more achievable as the complex 

interaction between mental illness and suicidal behaviour may be better understood by the 

individuals themselves rather than health professionals or people close to someone who has 

died by suicide. 
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All studies showed that most people who died by suicide were undergoing multiple stressors 

preceding, or at the time of, their death. Although the life charts study was able to give insight 

into the chronology of factors and exposures to stressors in people’s lives, it is not possible in 

studies such as these to determine the actual causal mechanisms related to suicide and the 

exact motivations that led someone to die by suicide. Large scale cohort studies would be the 

best option but there are ethical and practical implications around these. Perhaps qualitative 

studies conducted with a representative sample of people who have survived a suicide attempt 

might be the best way to address some of the limitations of the studies included in this thesis, 

other register-based studies, and of psychological autopsy studies in general. Interviews with 

people who have survived an attempt would be beneficial in understanding the impact of 

various stressors and their contribution to suicide. In addition, detailed interviews with people 

who made a serious suicide attempt and had a diagnosed mental illness would further help to 

elucidate the association between mental illness and suicide and would make it possible to 

better assess the explanatory models for the association that were proposed by Mishara and 

Chagnon (22). 

11.5 Conclusion 

The four studies in the current thesis have advanced knowledge regarding suicide among the 

Victorian population which in turn informs the global context. These studies have 

demonstrated people exposed to stressors other than mental illness are dying by suicide and 

this is, at least sometimes, in the absence of any diagnosed mental illness. In addition, the 

studies constituting this thesis showed that even within the population who have a diagnosed 

mental illness, these individuals are not a homogenous group and the pathways or life 

trajectories to suicide are complex and varied.   

Given that mental illness is a risk factor for suicide, then ignoring the psychiatric reasons that 

one might choose to die by suicide and consequently, ignoring psychiatric interventions would 

be negligent. However, the same can be said for ignoring the psychological and social 

stressors related to suicide, particularly when mental illness is not a factor. In addition to 

focusing on people experiencing mental illness, suicide prevention programs and initiatives 

should focus on individuals experiencing other significant life stressors and should be targeted 

based on stressors found to be associated with increased suicide risk in certain populations. 
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