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Chapter 31
SUICIDE: A BROAD VIEW
[Suicideisa very complex, multicausal human behavior with many [GausesCand

several biological aswell as psychosocial and cultural components(]
Rihmer, 2007

Illustration. Wolfgang Priklopil suicided in 2006. He had kidnapped Natasha Kampusch
when she was 10 years of age, and k ept her captive for 8 years. When she escaped, and the
police were summoned, he threw himself under atrain. Priklopil had a good work history
and owned his own house and car . His death appears to have been motivated by the fear of
apprehension.

A word of caution

Most psychiatric suicide experts believe that psychiatric disorder underpins most if not all
suicide. From this perspective, suicide can be considered preventable (as long as optimal
psychiatric treatment is available).

The current author believes that psychiatric disorder underpins much, but by no meansall,
suicide. From his perspective, suicide within the community is unlikely to be extinguished
by psychiatric treatment alone. For that end, societal changes will be necessary.

The difference between these two views may be a matter of emphasis and diagnostic
systems.

The first part of this chapter presents the orthodox psychiatric view. The latter part deals with
related topics of interest.
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Orthodox psychiatric view

The orthodox psychiatric view isthat suicideis primarily the result of psychiatric disorder
and is therefore predictable and preventable (Barraclough et al, 1974; Mann et a, 2005).

Suicide represents [@ huge h uman tragedy[] with arate of 3 (Greece) to 16 (Australia) to 31
(Russian Federation) per 100 000 per year (De Leo & Evans, 2004). Major depressive
disorder and bipolar di sorder are associated with at least 60% of suicides (Bertolote et al,
2003; Goldney, 2003). The lifetime risk of suicide of people with major depression is 3.4%
(Blair-West & Mellsop, 2001); thisis much lower than the commonly cited 15%, but till
considerably higher than that of people free of psychiatric disorder. Up to 83% of people
who perform suicide have had contact with a physician in the year before their death (Luoma
et a, 2003).

Research groups dedicated to the understanding and prevention of suicide conduct
[Psychological autopsies]sifting through all the information availa ble regarding the events
of theindividual(Slife prior to suicide. They report evidence of diagnosable mental disorder
in almost 90% of those who suicide ( Arsenault-Lapierre et al, 2004) and argue that the
remaining 10% probably suffered a mental disorder which they were unable to detect ( Ernst
et a, 2004). (Such investigations are biased, in so far as the investigators know that suicide
has been completed, and retrospective investigations are notoriously difficult. It is possible
that distress is diagnosed as depression.)

The prevention strategy drawn from these observationsis for limproved screening of
depressed patients by primary care physicians and better treatment of major depression [
(Mann et a, 2005).

Suicide rates peak immediately after admission and discharge from psychiatric wards (Qin &
Nerdentoft, 2005). The prevention strategy drawn from these observationsis for [enhanced
follow-upll

Evidence indicates that in certain areas the introduction of antidepressants has reduced the
suicide rate among depressed individuals (Nettelbladt et al, 2007). However, this has not
reduced the overall suicide rate (in fact, there has been an increa se in the overall suicide
rates).

Schizophreniais associated with alifetime risk of completed suicide of 9-13% (Pinikahana et
al, 2003) and may be more lethal than depression. Other diagnoses, including anxiety, are
also associated with greater risk (Friedman et a, 1999).

In recent research, psychiatric disorder leading to hospitalization was the most promine nt
risk factor, but unemployment, low income, marital status, and family history of suicide
additional important risk factors (Qin et al, 2003; Rihmer, 2007).

As mental disorders are associated with a higher risk of suicide, those treating patients need
to be aware and when possible, take appropriate action to prevent this unfortunate outcome.

There islittle opposition to the orthodox psychiatric view of suicidein the western academic
literature. Stengel (1970) estimated psychosis, neurosis or personal ity disorder to be absent
in 66% of cases, Nettelbladt et al (2007) found no evidence of psychiatric or alcohol disorder
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inonly 7% of cases. Things may be different elsewhere, arecent editorial stated, [the crucial
and causal role of depression in suicide has limited validity in Asial{Vijayakumar, 2006).

From Possession to Psychiatry

Suicide isknown in all cultures and periods of history. It is known in the Jewish, Christian
and Islamic faiths (Lester, 2006).

The Bible provides accounts of suicide and suicidal thinking. Mathew 27: 5 details the
actions of Judas when the priests refused to allow him to retract his betrayal of Jesus: [And
he cast down the pieces of silver in the temple and departed, and hanged himself.[]
Revelations 9: 6 refers to ati me when the air will be filled with smoke and flying scorpions:
[And in these days shall men seek death and shall not find it, and shall desire to die, and
death shall flee from themLI These excerpts indicate that individuals with feeling of guilt
may choose suicide, and individuals faced with severe adversity may desire death.

In ancient Greek and Roman times suicide was permissible (Anthony and Cleopatra
suicided). However, for most of history, suicide, like homicide, was forbidden. Among East
African tribes the tree from which self -hanging had occurred had to be felled and burnt
(Bohannan, 1960).

The Koran is said to condemn suicide. (However, two separate imams were unable to point
the current author to a precise statement.)

While the Bible does not contain a clear prohibition (Koch, 2005), the Christian church has
considered suicide to be the result of satanic possession, and refused to bury the body with
the usual religious rites. From pre-Christian times, in various countries, a stake was driven
through the body, which was then buried at the crossroads. This custom was last performed
in Britain, in London, in 1823.

After the 1820(S, the moral/religious debate became [medicalizedlJAt atime when the
recognized mental disorders were mainly the or ganic mental states and the psychoses, the
notion was advanced that every person committing suicide was suffering a mental disorder.
Berrios (1996) designated this position, the [psychiatric thesislJand the contrasting view,
that suicide is not always due to psychiatric illness, the [Standard viewllHe summarized the
arguments and concluded that by the end of the 19 ™ century, the debate had been decided in
favor of the standard view.

In the 20" century the debate flared up again, as a consequence of the neuroses and
personality disorders being described and included under the rubric of mental disorders.
Berrios (1996) points out that on this occasion the [psychiatric thesisCivas displaced by the
sociological explanation of suicide. Nevertheless, the [psy chiatric thesisCkurvivesto the
present time.

Acute and chronic risk

Suicide risk may increase rapidly (acute suicide risk) as aresult of sudden overpowering
distress, in people both with and without mental disorder .
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Wyder (2004) examined individuals who had survived a suicide attempt; 51% reported
acting after thinking about their actions for 10 minutes or less. Of those who had been
affected by alcohol, 93% had thought about their actions for 10 minutes or less. Impulsive
acts make prevention problematic.

Acute suicide risk may occur in mental disorders, particularly psychotic depression, in which
delusions of guilt and loss are prominent features. Mental disorders may be complicated by
personality difficulties and the ready availability of alcohol. Dumaiset al (2005) investigated
cases in which suicide was completed during an episode of major depression. They found
that impulsive-aggressive personality disorders and acohol abuse/dependence were two
important independent predictors of suicide in major depression.

In acute suicide risk in people with a mental disorder, appropriate treatments (outlined in
other chapters) should be administered without delay. Compulsory admission and treatment
may be necessary.

Some individuals are at long term (chronic) risk of suicide. Chronic risk isacommon feature
of personality disorder, particularly borderline personality disorder. The personality disorders
differ from conditi ons such as major depressive disorder, which manifest episodes of
difficulties. (Personalityllrefers to the characteristic (long-term) manner in which the
individual responds to the environment. Personality disorder is diagnosed when features of
the personality lead to [Histress and impairment({DSM -1V).

While personality disorder is a chronic condition, there may be superimposed periods of
more acute distress and risk of suicide. Borderline personality disorder, characterized by a
pervasive pattern of instability of interpersonal relationships and mood, and marked
impulsivity, has a 10% lifetime risk of suicide (Plakun et al, 1985). Impulsive suicideis
usually triggered by adverse life events (Zouk et al, 2006).

The personality of the patients with personality disorder may mature and distress may lessen
over aperiod of years, particularly with the assistance of ongoing outpatient care. Lengthy
inpatient periodsin psychiatric facilities are at best useless and at worst, damaging; they
remove individuals from the real world in which they must learn to function, and delay the
development of a sense of personal responsibility. However, brief hospitalization of
individuals with personality disorder may be helpful during crisis periods (no longer than 72
hours) to allow the settling of acute episodes of distress (Krawitz & Watson, 2000). Wyder
(2004) reports that of those who attempt suicide, in 79% the impul se has passed within 12
hours.

The management of patients with borderlin e personality disorder is legally perilous for
doctors because of the lack of understanding in the community of the chronic risk of suicide
and the optimal treatment mentioned in the above paragraphs (Gutheil, 1985). There are
some informed jurisdictions, however, and the Ministry of Health (New Zealand) Guidelines
(1998) state, [In order to achieve therapeutic gain , it is sometimes necessary to take risks. A
strategy of total risk avoidance, could lead to excessively restricted management, which may
initself be damaging to the individual ]
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Distress

Not infrequently, newspapers report that people have suicided f or no apparent reason.
Tenacious journalists sometimes fail to find any evidence of mental disorder whatsoever
(Pridmore et a, 2006). This does not prove that mental illness was not present in those cases,
but it makes it unlikely, and indicates that suicideis a complex matter. There is generd
agreement that all those who perform suicide are emotionally distressed at the time. This
probably includes those who suicide [{lor the greater goodCof their community, such as
political protesters, Kamikaze pilots and suicide bombers, who anticipate an entree to
heaven.

Illustration. Thich Quang Duc burned himself to death in Saigon (Vietnam) in 1963. He was
protesting the way, in his view, the government was oppressing the Buddhist religion.

Not infrequently, we learn of the suicide of people who are suff ering intractable physical
pain. Chronic pain doublesthe risk of suicide (Tang & Crane, 2006)



