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Abstract 

 

This paper is the result of two decades of studies by a small group of clinician/academics, 

with an interest in the aetiology of suicide. We find the notion that all or almost all those who 

complete suicide are suffering a mental disorder to be too restricting. We developed the 

concept of Predicament Suicide, in which suicide is conceptualized as an escape from 

unacceptable predicaments. One of these is painful, unresponsive mental disorder. Another is 

distressing social circumstances. We have used the public record (historical texts through to 

newspapers and electronic resources) to demonstrate that people with no evidence of mental 

disorder may suicide in unacceptable predicaments. We have developed the Operationalized 

Suicide Predicaments (OPS) framework, a means of classifying suicide. The OPS allows for 

suicide to be classified (as appropriate) as triggered by social factors. It has been found to 

have face validity and acceptable correlation. It is hoped the OPS may encourage scholars and 

clinicians to think beyond the medical model. 
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1. Introduction  

Suicide is the tenth leading cause of death from a global perspective (Levi et al, 2003), but 

remains to be incompletely understood.  

For half a century, the academic view has been that all, or almost all those who complete 

suicide are suffering from a mental disorder. This has led to two unfortunate outcomes. First, 

this view has logically led to all suicide prevention efforts to be focused on the early detection 

and treatment of mental disorder. Second, in some jurisdictions, when suicides occur they are 

been frequently followed by attacks by authorities who have accepted that all suicide is the 

result of mental disorder, and thus the occurrence of a suicide indicates health workers are 

failing to do their duty. 

 

Most lay people easily accept that people may suicide without having a mental disorder – they 

point to the occasional deaths of a jilted lover and the suicide of the person with painful 

incurable disease.  

 

2. The Problem 

The social science academic community has refused to accept common sense and has 

steadfastly maintained that suicide is always or almost always the result of mental disorder. It 

is necessary to present some of the usually cited ‘evidence’, to confirm that a problem exists.  

This evidence comes from psychological autopsies, in which evidence is taken from all 

surviving contacts of the deceased (family, friends and medical personnel) and the attempt is 

then made to determine whether mental disorder was present or absent. In 1960, Dorpat & 

Ripley examined a series of suicides and concluded that 100% had been the result of mental 

disorder. In 1984 Robins examined 134 cases and concluded that 94% were the result of 

mental disorder. In 1997 Mosicki stated that “a psychiatric disorder is a necessary condition 

for suicide to occur”. In 1999 Jamison stated that there is ‘unequivocal presence of severe 

psychopathology by those who die by their own hand”. In 2004 Bertolette et al reviewed the 

psychological autopsy studies and concluded 98% of those who suicided suffered a mental 

disorder. Also in 2004 Ernst et al examined 10% of cases for whom there was no evidence of 

psychiatric disorder and concluded that there was “probably have an underlying psychiatric 

process”, which the investigators “failed to detect”. 

In the face of such evidence, those in authority accepted that suicide was almost exclusively 

the result of mental disorder. Our group contested this evidence. 



 

 

 3

Azienda Ospedaliera Nazionale  
“SS. Antonio e Biagio e Cesare Arrigo”  

Working Paper of Public Health 
nr. 6/2012 

 

3. Issues with the psychological autopsy 

The psychological autopsy was seen as being ‘scientific’ and hence, unassailable. However, 

shortcomings have been reported.  

These are retrospective studies and retrospective studies are not accepted as being of high 

scientific value in any area of social science. Many (Robbins, 1984) did not include control 

samples. Those who gather and evaluate the information used in psychological autopsies have 

an investment in the outcome of these studies, and while we aspire to objectivity, avoiding 

bias is always a difficult task (Selkin & Loya, 1979). There are different types of 

psychological autopsy (Scott et al, 2006), leading some authors to state that one study cannot 

be compared to another (Abondo, et al, 2008). Many authors have raised concern about the 

validity and reliability (Ogloff and Otto, 1993; Biffl, 1996; Hawton et al, 1998a; Werlang & 

Botega, 2003, Snider et al, 2006). In addition, Pouliot & De Leo (2006) state that “the vast 

majority have used ill-defined instruments”, which means the formulas used to make the 

diagnoses of mental disorder in “the vast majority” studies were probably not valid.  

In view of these and other objections and the frequent findings in Asia that mental disorder 

was frequently found to be absent in over 50% of completed suicides (Phillips, 2010), there 

have been recommendations to standardize psychological autopsies (Conner et al, 2011 

&2012). While this may help in future studies, the impression is now created that the solution 

to suicide is medical, and will take a long time to correct. 

 

3. Sociological/sociocultural autopsy 

Emile Durkheim (1897) wrote what may still be called the most important contribution to 

suicide studies. While he acknowledged that in some cases, suicide was the result of mental 

disorder, he contended the major factors were sociological: the ability of society to give the 

individual values and goals, and the degree of integration (attachment) gained by the 

individual from society. He described ‘anomie’ a situation in society where the usual rules 

and regulations do not apply and people lack a moral compass – he described this occurring 

during the Industrial Revolution and other periods of social upheaval. It is seen with 

devastating effect today in the high suicide rate of some disadvantaged indigenous people 

(Pridmore & Fujiyama, 2009). 

Durkheim (1897) also described egoistic suicide. This has been much misunderstood. In 

egoistic suicide the individual has inadequate ‘integration’, meaning attachments and support 



 

 

 4

Azienda Ospedaliera Nazionale  
“SS. Antonio e Biagio e Cesare Arrigo”  

Working Paper of Public Health 
nr. 6/2012 

from society. This of course applies when there is social disorganization (anomie), however, it 

can also be a function of the individual. Durkheim clearly stated people with neurasthenia 

(difficulty dealing with the stresses of life) were at greatest danger, he also advised against 

‘excessive individualism’ (an attitude of the individual rather than society, that exposes the 

individual to lack of support and fellowship). 

Space does not allow a full discussion of the work of this genius. The important issue is that 

he drew attention to the influence of society on the suicide rate. An issue which has been 

assiduously ignored by those who promote mental disorder as the sole/major factor in suicide. 

Risk factors are of little use in predicting the suicide of the individual (Caine, 2010; Sher, 

2011, Large, 2011; Pridmore, 2011) but epidemiologically, risk factors for community 

samples can be identified. In addition to mental disorder, the risk factors include being male, 

single, unemployed, poor (in societies where there is misdistribution of wealth), elderly, 

physically unwell, excessive use of alcohol. The list of risk factors is extensive, and varies 

somewhat from one study to the next, but social factors are always found to be important. 

The breakdown of an important interpersonal relationship is a clear social risk factor (Wyder 

et al, 2008; Cupina, 2009; Vieira et al, 2009). 

Two decades ago, Shneidman (1993) concluded that suicide was not always the result of 

mental disorder, but always the result of “intolerable psychological pain”. This could arise 

from a variety of factors, including social factors. 

Models have begun to emerge which take a broader view of suicide. The ‘Cry of pain/ 

Entrapment’ model has been described by Stark et al (2011), in rural settings in Great Britain. 

Here, in addition to mental disorder and genetic factors, are described the particular stressors 

related to rural life (such as isolation and social and political exclusion). A similar ‘Strain 

Theory’ of suicide has been described by Zhang et al (2011) in rural China. Here, the stressors 

are listed as relative deprivation, unrealized aspirations and lack of coping skills. It is 

interesting that these authors claim, “The strain theory of suicide forms a challenge to the 

psychiatric model popular in the West”. Many in the West applaud such efforts. 

Recently a ‘Sociological Autopsy’ has been described by Scourfield et al (2010), which draws 

on the tradition of psychological autopsies. They recommend the use of coroner’s files, which 

in spite of some limitations, contain a wealth of relevant information. This group (Shiner et al, 

2009) used the sociological autopsy to demonstrate that for mid-life men, that when 

investments fail and social bonds are broken, suicide may offer a viable escape. A 

“Sociocultural Autopsy” was reported by Parkar et al (2009) to describe important factors in 
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suicide in a Mumbai (India) slum. Important factors included victimization of women, 

problem drinking and the impact of beliefs regarding possession and sorcery. 

 

4. Predicament suicide 

Our group developed the concept of “Predicament Suicide” (Pridmore, 2009). A predicament 

is an uncomfortable position from which escape is difficult if not impossible, and suicide is an 

escape option. 

We suggest there are (for the sake of discussion), two main triggers for suicide, 1) where there 

is painful mental disorder which is unresponsive or untreated, and 2) where the major trigger 

for suicide is social factors. 

The first of these triggers, mental disorder, is well established as a trigger. Suicide is more 

common among those with than without mental disorder. For example, the life-time risk of 

suicide for those with major depressive disorder is around 3-4% (Blair-West & Mellsop, 

2001), while the life-time risk for people with schizophrenia may be as high as 9-13% 

(Pinikahana et al, 2003). 

We were interested in searching for evidence of social factors as the trigger for suicide. We 

closely studied the public record (historical texts through to newspapers and electronic 

resources) for accounts of suicide in people with no apparent history of mental disorder. 

We studied Ovid’s “The Metamorphoses”, about 250 Mediterranean stories from mythic 

times to about the 8th century BCE (Pridmore & Majeed, 2011).  There are 15 accounts of 

suicide, predominantly by humans, but also by a god, a nymph and a centaur, none of whom 

were stated to have suffered a mental disorder. The motives were numerous and included loss 

of a loved individual, physical pain, defeat and loss of status. The Metamorphoses is an 

important place in Western culture, and the attitudes and examples contained therein are 

influential.   

We also studied Old Norse and Finnish folk stories (Pridmore et al, 2011). The Poetic Edda 

described one example, and The Kalevala described three examples of suicide by people, 

none of whom were stated to have suffered mental disorder. The motives include escape by a 

young woman from marriage to an aged man, and guilt. These stories have represented in 

visual art and music and have influenced the thinking of the people of the region. 

We studied suicide in the West by examining 10 suicides by public figures from one to three 

millennia ago, and 10 suicides of public figures of the last 3 decades (Pridmore & McArthur, 

2009). A comparison revealed the same motives: shame, guilt, sorrow and anger. We were 
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able to trace the story of the first 10 people through to the time of the second 10 people 

through paintings, sculpture, prose, poetry, songs, opera, theatre and cinema. Thus, we were 

able to illustrate the means by which suicide has been transmitted through Western culture to 

the present time. 

We studied the public record of the suicide of 18 people who died in recent decades and 

found that loss of reputation was the triggering event (Pridmore & McArthur, 2008). We 

found on the public record, 15 accounts of people who had suicided in the aftermath of huge 

financial loss (Pridmore & Reddy, 2012). While these people would have suffered loss of 

reputation to some degree, this was compounded by other significant material losses. We 

found from the public record, 20 examples of men who had completed suicide immediately 

after being apprehended for paedophilia (Walter & Pridmore, in press). While these men 

suffered reputation loss, they also faced incarceration and further harassment. 

We studied the public record of the suicide of 12 couples who died by suicide (pact; Pridmore 

& Reddy, 2010). Seven (over half) of these cases involved old people, and in each case, one 

or both of the individuals were suffering terminating or painful chronic disease. A smaller 

group of young people who had a history of or had been charged with violent acts was also 

described.  

Predicament Suicide is conceptualized as escape from an unacceptable predicament. There are 

two main triggers, 1) painful unresponsive or untreated mental disorder, and 2) social 

factors/stressors. That painful mental disorder predisposes to suicide is beyond doubt. The 

above paragraphs detail studies which we contend that establish beyond doubt, that suicide 

may be triggered by social factors/stressors.  

 

5. Protest suicide 

Recently we have studied the public record with respect to people who have suicided as a 

protest/political statement (Pridmore & Walter, in press). There are 100-200 cases reported 

(usually by self-immolation), and this appears to be a discrete entity. Accordingly we have 

added the words “or attempt to change” to our earlier definition. Predicament Suicide may be 

better conceptualized as a means to escape or attempt to change an unacceptable predicament. 

 

6. Operationalized Predicament Suicide (OPS) 
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We have recently operationalized predicament suicide (OPS) by an arrangement of 4 

categories, which may assist in the conceptualization and classification of triggers/drivers of 

suicide (Pridmore et al, in press): 

 Category (Cat) A. A mental illness is clearly or probably present, and probably played 

a major role in triggering the suicide. No environmental/social (non-mental illness) 

stressor played a major role. 

 Cat B. An environmental/social (non-mental illness) stressor/s is clearly or probably 

present, which probably played a major role in triggering suicide. No mental illness 

played a major role. For current purposes, terminal illness and intractable pain are 

considered as ‘external’ stressors. 

 Cat C (combined). 

Mental illness and environmental/social (non-mental illness) stressors are both 

present, and both probably played a role in triggering the suicide. In these 

circumstance it is difficult to decide which (if either) was the main trigger for the 

suicide. If the influence of one is clearly predominant and the other is clearly trivial, 

another category may be chosen. 

 Cat U (unclassifiable). 

There is insufficient or contradictory information. Also, if there is no evidence for 

either mental illness or environmental/social (non-mental illness) stressor, this is the 

appropriate designation. Cat U can be used when dealing with uncertainty. 

As a result of subsequent investigations, we are considering adding a 5th category, Cat P, to 

accommodate protest suicide. However, although there are over 100 cases of protest/political 

suicide on the public record, they are extremely rare and none have been encountered in the 

clinical experience of the first author. 

In Pridmore et al (in press), 18 experienced psychiatrists (from six different countries) read 12 

coroner’s reports and categorized them according to the OPS. There was acceptable 

correlation and the raters found the OPS had face validity and was easy to use. It is hoped the 

OPS will give people the opportunity to take a broader view of suicide, and ease them away 

from the belief that all those who suicide do so as a result of mental disorder (although, of 

course, mental disorder is often an important trigger).  

  

6. Discussion 
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This is an account of the thinking about suicide of a small group of people over a period of 

two decades. The central theme is that the current social science view that all or almost all 

those who suicide do so as a consequence of mental disorder. While mental disorder is an 

important factor, it is not the only factor, and focusing on the medical approaches will not 

serve the community well. As expected, suicide prevention strategies which focus on medical 

aspects have failed to reduce suicide rates anywhere around the world (De Leo & Evans, 

2004; Page et al, 2012). It is time to rethink the role of mental illness in suicide (Phillips, 

2010).  

We have introduced the concept of predicament suicide, which holds that individuals use 

suicide to escape (in rare instances, change) unacceptable predicaments/circumstances.  

We have given evidence of people taking their lives to avoid loss of reputation, loved ones, 

health, and finances. Our methods of using the public record (historical texts through to 

newspapers and electronic resources) can be criticized as not being sufficiently ‘scientific’, 

which is to say, there is no place in science for common sense. Such records contain a vast 

volume of valuable information. 

We have developed an objective system (Operationalized Predicament Suicide; OPS) which 

can be used to classify suicide, it has 4 categories, one of which allows the suicide to be 

classified as due to social factors. It is hoped the existence of the OPS will encourage scholars 

and clinicians to take a broader view of suicide other than the predominant suicide-is-always-

due-to-mental-disorder view. 
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