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Suicidal behaviour: a continuing cause for
concern

DAVID ALDRIDGE

SUMMARY There is an increase in suicidal behaviour in the
western world providing a major challenge to health care pro-
viders. There is an increase in the number of suicides among
elderly people in Europe The problem of suicides among
elderly people is in itself a social problem, not solely a
medical one. The general practitionermay be the only source
of social contact for the elderly. Elderly individuals often pre-
sent their problems to doctors as somatic complaints; these
complaints must not be taken at face value but understood
as expressions of psychosocial and social distress. The rise
in suicide rates among young people is also alarming. The
warning signs of escalating distress in adolescents are
known and a treatment programme coordinating medical in-
itiatives, such that recidivism of suicidal behaviour in
adolescents is reduced, is necessary. The general practitioner
is urged to sense when the problem presented by the in-
dividual stems from a source which is predominantly social,
and to suggest an appropriate solution which may entail a
family intervention. The general practitioner is in the front
line of treatment and he or she may be better advised to treat
both the social situation and the individual person in cases
of attempted suicide. Medical initiatives must incorporate
aspects of social medicine whereby community solutions
are found for the management of individual distress. Social
disruption, isolation, conflict and neglect are the doors to
the house of despair. While medicine must respond to those
who enter that house, it is the social level at which we must
be the architects of change. People will die. It is what we
contribute to the quality of their living which is of importance.

Keywords: suicide; psychosocial factors; interpersonal rela-
tions; emotional problems; family relationships.

Introduction
HERE is an increase in suicidal behaviour in the western

l world, providing a major challenge to health care pro-
viders.' Not only are more young people engaging in suicidal
behaviour, 1-7 but there is also a corresponding increase in the
number of suicides among elderly people which is a new
phenomenon.8'9 It is estimated that in most western societies
15% of the general population are aged 65 years or more and
commit up to 30%o of all known suicides.'0 In the United States
of America, suicide rates among those aged between 15 and 24
years increased by 191% between 1950 and 1986.2 In Germany,
women over 60 years of age now commit 48% of all suicides
among women.9 While the acquired immune deficiency syn-
drome (AIDS) promotes much debate and active research, with
the articulate support of prominent society figures, the despair
and distress of the young, the disaffected and elderly people go
ignored.

One of the causes of this neglect is that all descriptions of
causes of suicidal behaviour are treated as if they were the same,
when there are a number of causal factors according to age and
social status. Suicidal behaviour is understood to be the choice
of the individual but this understanding is largely an artefact
of western culture. When the explanations and facts are con-
sidered it is found that the causes, while multifactorial, are essen-
tially social. With the rapid changes in continental Europe
leading to social upheaval and dislocation of families, and with
the progressive increase in longevity, the stage seems set for a
social tragedy.

Individuals become suicidal, and some of them commit
suicide, as a process of despairing in situations of social isola-
tion and loneliness. At some time in this process these individuals
will have come into contact with their general practitioner or
a helping agency."I General practitioners have, then, a dilemma.
It is the suffering individual who sits before the general practi-
tioner in the consulting room and shares his or her private grief,
domestic strife and social dislocation. Yet a component of this
grief is the social context of which general practitioners too are
part. It may be timely, therefore, to review how suicidal behaviour
is understood, and to consider how the' general practitioner may
best treat patients, focusing on the patient's family and social
situation, not just the patient alone.

Historical perspective
Suicide is a form of behaviour as old as man but the
phenomenon has been described in different ways according to
the attitudes prevalent within society at various times in
history.'2 The Greeks and Romans approved of suicide as a
means of maintaining one's honour to avoid capture, humilia-
tion, shameful death or slavery. '3 Although christians oppos-
ed suicide among pagans they regarded martyrdom as a
legitimate act. Even stoicism accepted and recommended suicide
under certain conditions: as an escape from evil, on behalf of
one's country, for the sake of friends, or if one is suffering from
intolerable pain or incurable disease. Suicide was tolerated
throughout the imperial period (AD 161-180) until it became
almost a social disease. The only groups which were actively
dissuaded from such actions were soldiers, slaves and those ac-
cused of crime, for whom there were practical and economic
reasons for keeping them alive.'3

In the middle ages there was a developing recognition that
mental and emotional disorder, rather than moral disorder, may
have been leading to suicide.'4 Suicide was condemned during
this period by the church, although there were exceptions made
for insane people and some suicides were considered to be more
justified than others, particularly the presence of protracted pain
or emotional disorders.14

In the 17th century the motives ascribed to suicidal behaviour
included sickness of mind, intemperance, gluttony, duelling and
foolhardiness.'5 However, by the 18th century causal factors
were related to the environment, such as-the seasons. Not only
was the climate blamed, but so too was the inactivity and seden-
tary occupations of the more wealthy citizens, as was living in
densely populated and unhealthy towns. So prevalent was suicide
in the 18th century that it was considered to be a problem con-
stituting a national emergency.'5
By the 19th century suicide was considered to be not only an
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emotional disorder associated with insanity, but also as a
disorder affecting the manual workforce. TWo diverging descrip-
tions of suicide developed: the statistical-sociological view and
the medico-psychiatric view.'6 In both cases it was noticed that
a number of interacting causal factors were present, including
predisposing factors, such as heredity, temperament and climate;
accidental direct factors, such as domestic problems; acciden-
tal indirect factors, such as bodily pain and illness; and general
factors, such as civil disorder and religious fanaticism. Social
factors were gradually developed and before the end of the 19th
century were recognized as including insanity, alcoholism, illness,
family troubles, love problems and poverty, and suicidal
behaviour was considered to affect umarried persons, old people
and men.16

Suicide was seen as a consequence of changes in society
leading to social disorganization and alienation. This view
heralded the possibility of a multiple perspective account of
suicidal behaviour, which linked personal distress with domestic
strife in a context of social turmoil. However, no such composite
description emerged, as the different disciplines of medicine,
psychology and sociology pursued their own theories of what
they considered to be true.

Ecological perspective
The most prevalent sociological explanation of suicidal
behaviour is that put forward by Durkheim.17 The process
leading to suicide is centred on a failure by the person to con-
form to the ecological niche he or she occupies. Individual well-
being is reflected in the balance of individual and social forces.
Should an imbalance exist then the forces oppose each other
and pathology is created. As the pathology of society (or the
individual) increases then the tendency to commit suicide will
also increase. Both individual and social factors are seen as
causative but only social factors are seen as being fundamen-
tally important in explaining suicide rates. More recent explana-
tions further this thesis, suggesting that an individual's ties with
society are dissolved, particularly those in the person's immediate
social milieu.'8"9 This loss is precipitated by rapid changes in
social circumstance resulting in individual isolation and loss of
social status.
Such changes are evident in the developing countries, and im-

mediately apparent in those countries of the former Eastern bloc
where rapid social change is taking place. When such disrup-
tive social change takes place, then suicidal behaviour could be
seen both as a means of coping with the stress generated by such
changes, and as an effective way of altering the behaviour and
expectations of significant others such that rapid change is ac-
commodated. This will be most evident in those cultural groups
who must be relocated, particularly when families are disrupted
and adolescents demand that they have access to the same rights
as their peers in a new culture.2&22 In Greece, the suppression
of adolescent personal freedom by parents is considered to be
a major factor for suicide attempts among adolescent females.3

Motivational perspective
Coping with the stress of change is a common feature of descrip-
tions of causes of suicidal behaviour. The explanations offered
by those who practise suicidal behaviour have been neglected
in research studies.23 Marital disharmony and relationship con-
flicts are present in two thirds of sucicidal patients, and suicidal
behaviour is seen by these patients as an effort to re-establish
a close dependent relationship with a loved one, or an attempt
to change that person's behaviour. The resolution of conflict
by verbal means is seen by patients as a sensible but personally
diffi'cult solution to a problem which exists in a context of com-
municational difficulties or a disrupted relationship.24 Relation-

ship problems are characterized in adolescent suicidal
behaviour.2'-23
When women were asked to write to the author about their

own experience of attempting suicide, most located their dif-
ficulties within a difficult relationship.25 26Their distress was
seen as part of a process of escalation within a conflicting rela-
tionship, and the suicidal behaviour was seen as an act of
avoiding direct confrontation. Strikingly, the women in the sam-
ple who had a history of repeated suicidal behaviour described
their behaviour as their own individual responsibility, of no con-
cern to anyone else.

In their letters, the women wrote that they were best helped
by having someone objective to talk to who would listen to them,
financial or practical social support, such as being invited out
by friends, and some concrete activity in which to engage
themselves. While the problem is presented to the general prac-
titioner in a medical setting, a successful solution to the prob-
lem is often delivered in a social setting. Loneliness and the lack
of friendship are painful. The doctor cannot be asked to pro-
vide the friendship, but he or she can be asked to recognize the
lack.

Personal psychology perspective
Traditionally, psychological descriptions of suicidal behaviour
have reiterated the concept of conflict, either intrapsychically
or relationally.27-29 Adler30 considered suicidal behaviour as an
attempt to win over a significant other, which is reflected in the
idea of a language of suicidal behaviour where the behaviour
is seen as a cry for help.31'32 However, not all commentators see
the behaviour in such a light and regard suicidal behaviour as
a perverse communication strategy, by which individuals
manipulate others to gratify their own needs, to obtain atten-
tion,33 to influence social agencies,34 to gain access to institu-
tions or to modify the environment.35-37

'Suicidal threats ... whether carried out successfully or un-
successfully pervade our entire social structure. Our study
has disclosed that the threat of suicide forces persons to
marry, prevents marriage dissolutions, coerces companion-
ships between persons despite their mutual infidelity,
prevents marriages, forces parents to acquiesce in their
offspring's vicious habits, precludes institutionalization,
is rewarded by escape from further military duty, is used
to obtain favoured treatment over siblings, is employed
as a device to avoid military induction. It should be
significantly stated that these by no means represent an
inventory of all factual situations embracing suicidal
threats'.38

While admitting the relational nature of the problem, the focus
is always on the individual and not on the relationship itself.
More importantly for the general practitioner, it is this implica-
tion of emotional blackmail, manipulation and coercion which
casts the patient in a negative light. The sociologist Talcott Par-
sons offers a series of conditions which the patient must fulfil
to achieve the status 'sick':39 the individual is not responsible
for his or her own sickness and some curative process other than
self motivation is necessary for recovery; the individual is ex-
empt from normal social obligations; being ill is conditional on
recognition that such a state is undesirable; and the sufferer is
expected to seek competent help and cooperate with attempts
to get well. Clearly those engaged in suicidal behaviour are
violating conditions by which they can be considered sick.

Rather than seeing suicidal behaviour as pathological or non-
sensical, perhaps it would be better to look at the act itself and
see what it accomplishes for the person who performs it. As
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observers, certain actions are called suicidal because we predict
our own category of consequences upon behaviour. However,
if it can be established what the behaviour was intended to ac-
complish for the patient in his or her own terms, and what the
behaviour accomplished for those with whom they live, we may
discover a clue to the necessary treatment.40

Family interaction perspective
Suicidal behaviour appears to be a strategy of controlling change
and coping with distress as it occurs in a family setting.23 The
factors associated with suicidal behaviour are:
* Marked family hostility with one member not being allowed
to respond with overt hostility./4"42 Crises are not tolerated and
are handled with hostility. The handling of crises is related to
family organization and a family tradition of crisis management
which develops over the years. '4344
* Role disturbances and role failure in every area of personal
functioning where failure by one family member functions to
stabilize the family. This stability is obtained at the price of
estrangement and isolation from the broader social contexts of
family and community.22'45,46
* A process of escalating distress where life cycle changes47 are
managed by symptomatological behaviour to reduce conflict.
In such families individual" change is seen as disloyal. For
adolescents in developing countries, or changing communities,
their parents appear to be restricting their freedom in the light
of modern culture.
* Partners are symbiotically attached and tolerate no strivings
for autonomy on the part of either partner; intinacy and separa-
tion are mishandled.4&50
* A pattern of communication which attempts to control the
rate of personal and familial change.23

Suicidal behaviour appears to be a way of managing
developmental change. There is a tradition of distress or con-
flict management by one member becoming symptomatic. In
adolescent suicide there has often been a previous attempt and
a history of suicidal behaviour in the family.23 While suicidal
behaviour appears to be deviant and negative from an understan-
ding of personal behaviour, at a familial level the behaviour can
be seen as positive, attempting to regulate change and maintain
family coherence. Isolation of the family prevents any therapeutic
intervention until an act of suicidal behaviour occurs, thereby
rendering the behaviour, to external observers, as impulsive,
unpredictable or irrational.
When patients who were admitted to a general hospital were

seen with their families the problem was rarely that the person
felt suicidal, rather that there was a specific problem that had
proved intractable to change. The problem was usually in the
context of marital or family strife where three factors were
predominant: the threat of a massive family change, usually with
someone about to leave; one member of the family, usually the
patient, was seen negatively in everything they did which con-
tributed to a sense of low self esteem; and a history of one per-
son in the family developing symptoms at a time of family crisis
or conflict.26 Involving family members in the early assessment
of the suicidal patient can help identify both problems and solu-
tions and can be successfully replicated in community
practice.5t-53

Conclusion
Although the general practitioner is in the front line of treat-
ment, he or she may better be advised in the future to treat both
the social situations and the individual rather than just the
individual person.

First, while the result of social disruption and relocation in
Europe may be increased suicidal behaviour, which must be
medically handled in its occurrence, the long term solution will
be social, involving the coordination of various agencies and
political will. Medical initiatives must incorporate aspects of
social medicine whereby community solutions are found for the
management of individual distress.

Secondly, the rise in suicide rates for young people is, and
has been, alarming.54'55 The warning signs of escalating distress
in adolescents are known: a history of mental illness and suicidal
behaviour, in a family context of estrangement and hostility
where suicidal behaviour may have also occurred in the family.

It is possible to apply a treatment programme coordinating
medical initiatives such that recidivism of suicidal behaviour in
adolescents is reduced.56 This entails treating the family situa-
tion and ensuring that the network of treating practitioners have
a common strategy.40 While they may not wish to be social
workers, psychologists or family therapists, they can develop
strategies of treatment which involve those professionals. Perhaps
more importantly, the general practitioner is being urged to sense
when the problem presented by the individual stems from a
source which is predominantly social and to suggest an
appropriate solution.

Thirdly, the problem of suicides among elderly people has until
recently been hidden, and is difficult to determine in that these
deaths are likely to be mistakenly categorized among other causes
of death.9 The resolution of such a problem is in itself social,
not solely medical. Old people become isolated and lonely. Such
alienation cannot be treated with medication. It is a sad reflec-
tion on our medical understandings of elderly people that the
medication which is prescribed for the relief of their problems
is the agency of their deaths. In Norway where suicide has in-
creased in elderly people, benzodiazepines are the toxic agent
in 56% of attempted suicide cases.8
We must be aware that elderly individuals, and men in par-

ticular, present their problems as somatic complaints to doc-
tors.5758 These complaints must not be taken at face value but
be understood as expressions of psychological and social
distress.59 Elderly men living alone are at risk.58 The general
practitioner may be their only source of social contact, and that
contact is not solely medical. Any treatment strategy should
therefore include suicidal risk assessment, psychiatric initiatives
and contact with the relevant social agencies. For elderly women
it is imperative that the somatization of distress expressed as
sleeplessness and chronic pain be understood in the context of
increased isolation and loneliness.60
As a society we stand to blame for the way in which elderly

people are neglected and the general practitioner can not be
blamed for that neglect. Yet, it is the general practitioner to
whom distress is presented and who is responsible for identify-
ing what treatment initiative is necessary. Such an initiative must
involve an understanding of the social causes of distress. While
we may accept that individuals have the right to decide upon
their own life and death, this argument surely does not apply
to Polish children and adolescents where 50% of deaths are by
suicide.6 Similarly, can we be sure that the elderly person con-
templating suicide has made an existential decision about dy-
ing, or is it simply that the conditions of living have become
so miserable?

Social disruption, isolation, conflict and neglect are the doors
to the house of despair.62 While medicine must respond to
those who enter that house, it is at a social level that we must
be the architects of change. People will die. It is what we
contribute to the quality of their living which is of importance.
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