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1. Do we have a theoretical framework to 
understand suicide?

2. What is the real dimension of this 
phenomenon in Australia?

3. Are there emerging groups of subjects at risk 
of suicide?

4. What really works in suicide prevention?
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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 multi-factorial, 
interlinked, cumulative, often repetitive and 
progressive over a period of time, pushing an 
individual through stages of helplessness, 
hopelessness and worthlessness. The impact 
of these factors often stands on the pedestal 
of values, traditions and support systems for 
the individual (Gururaj et al, 2001).
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Suicide: A Case of Socially 
Homeostatic Apoptosis (De Leo, 2003)

Apoptosisis the process of programmed cell death that 
may occur in multi-cellular organisms, incl. human 
beings. It occurs when a cell is damaged beyond repair, 
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 advantages 
during an organism's life cycle.
Homeostasisis 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 
mechanisms make homeostasis possible (Wikipedia).



Social Phenomena

Influencing Suicide Trends
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o Unemployment/economic depression
o Alcohol consumption
o War 
o Fertility rate
o Divorce (+/-)
o Religious beliefs (+/-)
o 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), the 
lowest was 12/100,000 during WWII.

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

The average rate ratio m/f is 4 to 1.

Australian Institute 
for Suicide Research  and 
Prevention

Life Promotion Clinic

National Centre of 
Excellence in Suicide 
Prevention

World Health Organization 
Collaborating Centre for 
Research and Training in 
Suicide Prevention 



Australian Institute 
for Suicide Research  and 
Prevention

Life Promotion Clinic

National Centre of 
Excellence in Suicide 
Prevention

World Health Organization 
Collaborating Centre for 
Research and Training in 
Suicide Prevention 

AIHW, GRIM BOOKS, 2008



Unemployment, Australian males, 1978 - 2002
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Drinking Consequences
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Alcohol-related mortality & alcohol consumption

per capita in Ireland, 1970-2001
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Interpreting trends in suicide rates
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The main identified influences on trends over 
the course of the last century have been 
periods of economic recession and war, 
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.

However, adverse trends in unemployment, 
divorce and substance misuse are not inevitably 
accompanied by rises in suicide.
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The number of suicides occurring in a 
population is not simply the sum of a series 
of independent events, but may be seen as 
ŀ ΨǎƻŎƛŀƭ ǇƘŜƴƻƳŜƴƻƴΩ  - indicative, in part, 
of the social fabric (Durkheim 1897).
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On the Stability of Suicide Rates:

ά¢ƘŜ ǊŀǘŜ ƻŦ ǎǳƛŎƛŘŜ ǾŀǊƛŜǎ ƎǊŜŀǘƭȅ ŦǊƻƳ ŎƻǳƴǘǊȅ 
ǘƻ ŎƻǳƴǘǊȅ ώΧϐ ŀƴŘ ȅŜǘ ƛƴ ŜŀŎƘ ǎŜǇŀǊŀǘŜ ŎƻǳƴǘǊȅ 
the rate remains remarkably constant from year 
to year, except when some major event such as 
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 
ǘƘŀǘ ŀǊŜ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ǘƘƛǎ ŎƻƴǎƛǎǘŜƴŎȅέ 
(Carstairs, 1964).



AISRAP, 2002

 
Year 

 
Australia 

 
UK and 
Ireland 

 
Southern 
Europe 

 
Eastern 
Europe 

 
Western 
Europe 

 
Oceania 

 
Asia 

 
Total 

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 
 

Standardised suicide rates in Australia, by 
birthplace, 1982 to 1992
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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 disorders (Durkheim, 
1897).
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Estimated impact of psychiatric disorders on suicide
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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. The
reason and the extent of such decline have been
debated (Goldney, 2006; De Leo, 2007; Elnour &

Harrison, 2009).
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Data quality

The accuracy of suicide statistics directly
influences policy-making 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 addressing

the needs of those bereaved.
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Data quality

Some (constant) degree of suicide under-reporting
is usually accepted by the scientific community,
ƛƴǘŜǊƴŀǘƛƻƴŀƭƭȅ όhΩ5ƻƴƴŜƭƭ ϧ CŀǊƳŜǊΣ мффрΤ
Stengel, 1964). 

However, especially from 2002 to 2007, a
substantial decline in data quality has been noted
in Australia (De Leo et al, submitted). 
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Data quality

Ubiquitous causes of under-reporting

ωChronic Illness  (Elderly)
ωEuthanasia / Assisted Suicide
ωParticular Suicide Methods  (e.g. Accidents)
ωDubious Circumstances of the Act
ωSocial Conditions  (Insurance Policy)
ωSocial Position of Deceased
ωPolitical Pressures
ωLack of Standardised Certification Procedures
ωRemoteness of Reportable Deaths

De Leo et al, 2008



Australian Institute 
for Suicide Research  and 
Prevention

Life Promotion Clinic

National Centre of 
Excellence in Suicide 
Prevention

World Health Organization 
Collaborating Centre for 
Research and Training in 
Suicide Prevention 

Data quality

For the years 2000 ς2005, Elnour and Harrison 
(2009) evidenced that 8.9 % of cases coded on the 
National Coroners Information System (NCIS) as 
intentional self-harm (ISH) cases was attributed by 
ABS to non-intentional codes. Authors believe 
that this issue was mainly due to cases not yet 
being completed by the coroner and/or 
completed on the NCIS at the time of ICD-10 

classification (Elnour and Harrison, 2009).
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Data quality

An unpublishedreview of 2005-2007 NCISdata
on a random sample of 988 cases involving
external causes of death (all jurisdictions)
showed that, in 284 cases with no coronial
mention of intent, 111 (39%) were actually
codedasIntentionalSelf-Harmon the NCIS.

Seventyseven per cent of these cases(n=86)
involvedstronglyindicativecausesof death (e.g.
hanging, motor vehicle exhaust or plastic bag
asphyxia)(NCIS,2008).
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Data quality

Issues affecting quality in Australia

ωChanges in policies or legislations
ωDelays in coronial processes
ω�����š���Œ�u�]�v���š�]�}�v���}�(���/�v�š���v�š�����Ç�����}�Œ�}�v���Œ�•�[��
ωChanges in Coding (e.g. ICD-10 from ICD-9)
ωTiming of data compilation
ωMultiple causes of death 
ωUnreported cases of deaths
ωIssues related to staff (e.g. number or training)
ωData validation procedures

ABS, 2007; De Leo et al, 2008


