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What Is suicide?

Suicide is influenced by ecological and
environmental characteristics, social fabric,
Individual predispositions and current
circumstances.

Causes for suicide are mdi@ctorial,
interlinked, cumulative, often repetitive and
progressive over a period of time, pushing an
Individual through stages of helplessness,
hopelessness and worthlessness. The impac
of these factors often stands on the pedestal
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. . ofvalues, traditions and support systems for
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B the individual(Gururaj et al, 2001).
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SUICIDE PATHWAYS: Micro -level
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Suicide: A Case of Socially
HomeostatiCAPOPLOSISee teoos

Apoptosigss the process of programmed cell death that
may occur in multcellular organisms, incl. human
beings. It occurs when a cell is damaged beyond repal
Infected with a virus, or undergoing stressful conditions
such as starvation. In contrast to necrosis, which is a
form of traumatic cell death that results from acute
cellular injury, apoptosis, in general, confers advantage
during an organism's life cycle.
Homeostasiss the property of a system, either open or
closed, that regulates its internal environment and
tends to maintain a stable, constant condition. Multiple
dynamic equilibrium adjustment and regulation
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- = mechanisms make homeostasis possible (Wikipedia)j
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Social Phenomena
Influencing Suicide Trends

0 Unemployment/economic depression
0 Alcohol consumption
o War
o Fertility rate
0 Divorce (+)
i promoion i 0 Religious beliefs (+/
0 Social Fragmentation (-/
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Suicide In Australian males

In 1907, the rate of suicide In males was
27 per 100,000 of population.

The peak rate was in 1930 (30/100,00), t
lowest was 12/100,000 during WWII.

The average rate during the second part
the century was 20/100,000.

The average rate ratio m/fis 4 to 1. ‘
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Drinking Patterns: Europe
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Interpreting trends In suicide rates

The main identified influences on trends over
the course of the last century have been
periods of economic recession and watr,
together with changes in the toxicity of
domestic gas, car exhaust emission and
psychotropic medication (barbiturates).
Changing levels of substance misuse (alcohol)
separation/divorce and antidepressant
prescribing may also contribute.

Life Promotion Clinic

However, adverse trends in unemployment,
Proenion divorce and substance misuse are not inevitab

i
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' accompanied by rises in suicide.
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Interpreting trends In suicide rates

The number of suicides occurring in a
population is not simply the sum of a series

of independent events, but may be seen as

I Wwaz2 oAl f -lideicatie ivf gayt,2 Y G
of the social fabri¢Durkheim 1897).
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Interpreting trends In suicide rates

On the Stability of Suicide Rates:

A¢CKS NI UGS 2F adzA OARS
02 O2dzyUNE X8 I|yR &S
the rate remains remarkably constant from yea
to year, except when some major event such a
world war supervenes. This has prompted
sociologists, from the time of Morselli and
Durkheim to the present day, to try to identify
.. some of the cultural and environmental factors
' GKF G F NB NSéLJQVé)\Gfi

Prevention

World Health Organization
Collaborating Centre for

I (Carstairs, 1964).




Standardised suicide rates in Australia, by
birthplace, 1982 to 1992

Year Australia UK and Southern Eastern Western Oceania Asia Total

Ireland Europe Europe Europe Overseas
Born
1982 11 12 7 31 19 14 8 13
1983 11 12 8 21 16 10 12 12
1984 11 11 5 17 17 17 9 11
1985 11 12 6 20 17 14 7 12
1986 12 13 6 17 19 14 8 12
1987 14 14 7 28 17 17 8 13
1988 13 15 8 20 14 17 9 13
1989 12 13 7 16 16 14 8 12
1990 13 12 5 14 19 14 8 11
1991 14 14 9 22 19 13 8 12
1992 13 13 8 24 17 14 7 12




Suicide rates according to religion (per 100,000]&
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Interpreting trends In suicide rates

The incidence of suicide in a society has no
clear correlation with the prevalence of mental
disorders, and no clear correlation with
different forms of mental disorder®urkheim,
1897).
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Interpreting trends In suicide rates

Estimated impact of psychiatric disorders on suicide
20
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Suicide rate (per 100,000)

World average  Alcohol - Depression  Schizophrenia  All three
suicide rate related disorders
(1996)

[treatment effectiveness index of 52% (WHO, 2001) on 50¢
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Data quality

For the year 2007 Australian official statistics
recorded 1,884 suicide deaths, with
approximately 75% involving males (ABS, 2009

Since the peak year 1997, suicide has been

reported as globally (and markedly) declining. T
reason and the extent of such decline have bee
- = debated (Goldney, 2006; De Leo, 2007; Elnour

National Centre of

- Harrison, 2009).
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Data quality

The accuracy of suicide statistics directly
Influences policymaking in mental and public
health, planning and funding of preventative
strategies, and research reports.

Community awareness and support services

depend on reliable reporting.

. ... Delineating the extent and costs of suicide Is
Important for combating stigma and addressin

Prevention
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. the needs of those bereaved.




Data quality

Some (constant) degree of suicide undeporting
IS usually accepted by the scientific community,
AVISNYIFGA2Y I ft& oO0hQ52
Stengel, 1964).

.. However, especially from 2002 to 2007, a
... substantial decline in data quality has been n

Prevention

. InAustralia (De Leo et al, submitted).
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Data quality

Ubiquitous causes of undegporting

w Chroniclliness (Elderly)

w Euthanasia / Assisted Suicide

w Particular Suicide Methods (e.g. Accidents)
w Dubious Circumstances of the Act

w Social Conditions (Insurance Policy)

w Social Position of Deceased

... wPolitical Pressures

o wlLack of Standardised Certification Procedure:!

Prevention

.. . wRemoteness of Reportable Deaths ‘
U
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Data quality

For the years 2000 2005, Elnour and Harrison
(2009) evidenced that 8.9 % of cases coded or
National Coroners Information System (NCIS) ¢
Intentional selfharm (ISH) cases was attributed
ABS to noantentional codes. Authors believe
that this iIssue was mainly due to cases not yet
. Dbeing completed by the coroner and/or
completed on the NCIS at the time of KCD

Excellence in Suicide
~ Prevention

.. classification (EInour and Harrison, 2009). l
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Data quality

An unpublishedreview of 20052007 NClSdata
on a random sample of 988 cases involving
external causes of death (all jurisdictions)
showed that, in 284 caseswith no coronial
mention of intent, 111 (39%) were actually
codedaslIntentional SelfHarmon the NCIS

Seventyseven per cent of these cases(n=86)
Involvedstronglyindicativecausesof death (e.g.

Life Promotion Clinic

National Centre of

Excellence in Suicide

hanging, motor vehicle exhaust or plastic bag

World Health Organization

=~ asphyxia]NCIS2008). ‘
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Data quality

Issues affecting quality in Australia

w Changes in policies or legislations

w Delays in coronial processes

w S EGu]v S]}v }(/vs vs C }(
w Changes in Coding (e.g. 4D from IC9)

w Timing of data compilation

w Multiple causes of death

w Unreported cases of deaths

w Issues related to staff (e.g. number or training
w Data validation procedures
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