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INTRODUCTION

GPs have long been regarded as having a key role to
play in suicide prevention through the identification
and clinical management of individuals at risk.1–3

Three-quarters of those who commit suicide are not
in receipt of specialist mental health care at the time
of death4 and for this group a visit to their GP
represents the sole opportunity for medical
intervention. However, the extent to which, in
practice, GPs can intervene to prevent individual
suicides is debatable, given low consultation rates5–8

and the absence of clear indicators of risk.6,7,9

The decision to consult is the first, and arguably
the biggest, obstacle on the pathway to medical care
for the suicidal.10 Little is known about why so few
seek medical help at this time of crisis. We used
qualitative methods to explore how help-seeking
decisions were made (or not made) in the period
leading up to suicide, drawing on accounts given by
close relatives of the deceased. In particular, we
examined the way in which the individual’s emotional
distress had been construed by family members and
what actions had been taken to try to deal with it. 

METHOD

Semi-structured interviews with relatives or close
friends of 100 suicide victims were conducted as
part of a case-controlled psychological autopsy
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and preventing suicide. A balanced approach to
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strategies. 
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study. The psychological autopsy is a well-
established method of investigating completed
suicides and uses interviews with relatives, together
with medical and coroners’ records, to construct a
detailed picture of each deceased individual, the
circumstances of his/her life and the events leading
up to the death.11,12 This study focused specifically on
individuals who were not in contact with secondary
mental health services. A detailed account of the
original sampling and data-collection methods has
been given elsewhere, together with results of
quantitative data analysis.4,10

We transcribed the audiotapes of interviews with
family members verbatim and subjected them to
thematic analysis using qualitative techniques. We
excluded informants who were medical or health
professionals (n = 6), since the focus was on lay
understandings of suicide and antecedent distress.
Seven interviews were not taped at the informants’
request, 12 were discarded because of poor tape
quality and 9 remained untranscribed at the end of
the study period. The last group contained minimal
narrative. This yielded 66 transcripts out of the
original 100 cases. We used purposive sampling in
the initial selection of cases for analysis to ensure
maximum variation in respect of age and sex of
cases, chosen means of death and the relationship
of informant to deceased. 

All four members of the research team read
several transcripts and independently identified
key themes. An agreed coding frame was drawn up
and applied to further transcripts. Themes were
redefined, amalgamated or subdivided as new
transcripts were worked through. Data pertaining
to each theme were examined closely using
methods of constant comparison to identify
important similarities and differences and establish
interpretive categories. Cases that contradicted
emergent findings were sought, examined and
used to refine the analysis as it proceeded.
Detailed descriptive accounts of the major themes
were produced, illustrated by extensive quotations.
These were discussed at regular team meetings
and formed the basis for the analysis presented
here. Analysis continued until data saturation was
reached; that is, until additional transcripts yielded
no substantially new ideas. All names used are
pseudonyms.

RESULTS

The 66 cases were evenly divided; exactly half had
consulted their GP in the month before suicide.
Characteristics of the sample are given in Table 1. 

Consulters 
Some of those who sought medical help did so of
their own accord (self-referral). Others were
persuaded to do so by a close friend or relative (lay
referral). While not all accounts made it clear how the
consulting process had been initiated, in at least 12
of the 33 consulting cases it is obvious that
significant others played a key role. In the following
example, the parents picked up both physiological
and behavioural clues and deduced that urgent
medical attention was required:

‘She was on the phone crying her eyes out …
and so of course we knew something was
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How this fits in
Half or more of those who take their own lives do not consult a doctor in the
month before suicide. Little is known about how help-seeking decisions are
made at this time. Members of the family and immediate social network may
play a key role in determining whether or not suicidal individuals seek help from
a medical practitioner or try alternative ways of alleviating distress. The potential
role of lay networks in suicide prevention has received insufficient attention.

Male Female
(n = 45) (n = 21)

Age

18–30 years 14 4

31–65 years 23 10

≥66 years 8 7

Informant

Parent 14 7

Partner 15 6

Child 7 6

Sibling 7 1

Other 2 1

Mode of death

Poisoning: analgesics 1 7

Poisoning: psychotropic agents 3 5

Poisoning: gases and vapours 14 5

Hanging, strangulation, suffocation 16 3

Drowning 2 —

Firearms 3 —

Cutting and piercing 2 —

Jumping from high places 3 1

Jumping in front of moving object 1 —

Burning — —

Consulted a GP in the month before death

For any reason 20 13

Psychological problem recorded in notes 12 9

Treatment offered 10 9

Table 1. Characteristics of cases included in qualitative
study (n = 66).



Original Papers

wrong … Then she came back here and stayed
for a week, very depressed. We’d never seen
her like it before, had we? Her eyes were
darting all over the place and she was slow with
her speech … and we said, “You’ve got to get
down the doctor’s”.’ (Father of 073, female
aged 24 years.)

Another informant had taken full responsibility for
organising her husband’s medical care:

‘He wasn’t a person that was willing to go to the
doctor, you know. I would go with him, get him
to the doctor … I got tablets for him. Yes, I got
some tablets because he seemed down again
… When I went to the doctor the last time with
him I said something ought to be sorted out,
you know, he should see a specialist or
something … And then on the Tuesday … he
said to Paul [son], “I can’t go on with the
business,” and then Paul broke down and I
came in and rung up the doctor …’ (Wife of
047, male aged 57 years.)

In each case there was recognition, either by the
individual or by someone close to them, not only that
the situation was serious enough for action to be
taken, but also that it constituted a medical problem
and was an appropriate case for the doctor. 

Consulting a doctor did not prevent any of these
cases from taking their lives. Some relatives
attributed this to the deceased individual; others
blamed individual doctors or the healthcare system.
Non-disclosure of psychological distress was
implicated in several accounts, particularly where the
distressed individual consulted alone: 

‘I don’t think he told him, when he went there,
the whole story. I didn’t go with him. I felt that …
it shouldn’t be necessary for me to go with him
… Perhaps that was a mistake on my behalf …’
(Wife of 042, male aged 40 years.)

In just over a third of cases (12 out of 33), the
consultation appears to have focused on physical
complaints alone, with no mention of psychological
problems in the GP notes (Table 1). Non-compliance
with suggested treatments was also reported by
several relatives:

‘He stopped taking the medication because it
gave him nightmares, made him sweaty, feel bad
and gave him dizzy spells.’ (Father of 077, male
aged 18 years.)

‘She had appointment after appointment to

attend clinics but she just didn’t go, didn’t go at
all.’ (Father of 088, female aged 38 years.)

In a few cases, relatives described a pattern of
long-term help seeking that was highly
dysfunctional and unlikely to lead to a satisfactory
outcome. These individuals were said to have
sought medical attention compulsively or
inappropriately, made excessive demands or
manipulated the medical system for their own ends.
The informants present this behaviour as
symptomatic of psychological problems that were
never fully addressed:

‘She was always at the doctor’s surgery … She
always seemed to be in pain and ill. Whether it
was real or not, it’s very difficult to say … She
used to imagine she had multiple sclerosis and
things like that. She was a hypochondriac, there
was no doubt about that. I’m sure the doctor
would say so … But the doctors were good and
tried to go into everything. She was well served
by the doctors. They were wonderful, they had
such patience with her.’ (Mother of 079, female
aged 37 years.)

‘He was involved in drugs … hard drugs as well
… It’s been a problem for well over 20 years …
He was being given lots of drugs, analgesics,
diazepam, [laughs] he was on them all. He was a
great manipulator of people. The fact that he
could walk into a doctor’s and get a regular
prescription of a whole cocktail of things … I
think it’s quite shocking … The doctor hadn’t
even asked, “Why’s this guy needing all these
repeat prescriptions for things?”.’ (Brother of
019, male aged 43 years.)

Several relatives expressed anger with individual
doctors for failing to assess the situation fully and to
treat the individual as at risk, even when specific
concerns had been voiced:

‘Next day I took her to the doctors… and he just
ignored what I was telling him. He just gave her
a packet of antidepressants and that was all. I
mean, after she died he come down and he
apologised and I said, “It’s too late now … If
you’d helped her when I asked you to this may
never have happened.”’ (Mother of 065, female
aged 24 years.)

Others blamed organisational factors, particularly
the slowness of the referral process. Several cases
were waiting for appointments with mental health
specialists at the time of their death:
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‘He recommended her for counselling, which
she wanted … She wanted someone to help her
… but she was thinking it would be within days.’
(Mother of 073, female aged 24 years.)

There were accounts in which a combination of
these factors was present and others in which no
reason was given for the lack of effective outcome.

Non-consulters
Half the sample had not sought medical advice in
their final month. They had neither consulted of their
own accord nor been persuaded to do so by others.
A number of barriers to consultation were discernible
within their relatives’ accounts. Some individuals
were characterised as ‘help-resisters’ by nature.
These cases, typically middle-aged to older males,
were depicted as self-reliant, resourceful characters
who expected to be able to solve their own
problems, or as stoical individuals who were
determined to soldier on unaided:

‘He was always a man that did. He would put
things right … If the roof fell in he would be the
first to strike, “I’ll sort it out,” you know, very self-
reliant, very independent, very practical … Not
the sort to go running off to get help.’ (Wife of
083, male aged 56 years.)

‘He never complained. I mean he had a tummy
ulcer from when he was 14 but he never
complained about it … He’d go to work even on
the days he felt really, really bad.’ (Wife of 025,
male aged 52 years.) 

Some were described as having a deep-seated
distrust of the medical profession and aversion to
medication:

‘She wasn’t a person to take medicine if she
could avoid it … Mother never thought very much
of doctors at all, you see. Very over-rated people,
she thought.’ (Son of 013, female aged 77 years.)

Many relatives confessed to having been unaware
of the severity of the individual’s distress. Again, this
was often attributed to the character of the deceased
person. Cases were portrayed as habitual non-
confiders or as having practised deliberate
deception, artfully concealing the true nature and
extent of their troubles from those around them:

‘He was a man that would always keep things to
himself … I tried to get things out of him … but
he just couldn’t discuss it.’ (Daughter of 072,
male aged 65 years.)

‘Well, she didn’t open up easily … She says in
her diary that she’d just go into the loo and cry
there, which I had absolutely no idea about.’
(Mother of 095, female aged 25 years.)

‘Everything was just brushed off with a very calm
and convincing answer … He fooled us all.’ (Wife
of 087, male aged 47 years.)

Several relatives discovered afterwards that
conspiracies of silence had operated within the
family. One 24-year-old, for example, had been
covering up frequent episodes of self-harm with the
collusion of her partner. Many admitted to having
been deceived by the deceased’s ability to appear to
function normally. 

Other informants blamed their own character or
circumstances. Several admitted to having been too
busy with their own lives or preoccupied with other
problems to heed signs of distress:

‘I was away quite a bit … I was very busy working
from August to December so I wasn’t around that
much.’ (Wife of 083, male aged 56 years.)

‘I was worried about the OTHER daughter.’
(Mother of 095, female aged 25 years.)

Relationships built on mutual trust were also seen
as having acted as a barrier to awareness:

‘There was no reason at all for me to doubt him
… I suppose if I was one of these people that
delved into everything that came through the
letter-box, um, I might have picked up on a few
things but … we’d always been so open with
each other. We’d been together for so long.’
(Wife of 087, male aged 47 years.) 

Habituation to psychological disturbance had
occurred within many families, so that deviant
behaviours ceased to be regarded as such and came
to be defined as normal and entirely characteristic of
the person: 

‘We sort of learned to live with it really. There was
no way we were going to tie him down. He
wasn’t conventional like other people, if you
know what I mean, so we just … we got so used
to him that we didn’t really expect anything else.’
(Mother of 026, male aged 24 years.)

Several adult children confessed that they had
grown tired of what they saw as the distressed
‘performances’ of their elderly parents and had
learned to ignore them:
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‘One always had the “here-we-go-again” kind of
feeling.’ (Son of 049, female aged 85 years.) 

Almost all the relatives had been aware that
something was wrong and many had picked up signs
of distress, ranging from unusual quietness and
increased alcohol consumption to explicit talk of
suicide, but not all had seen these as indicating a
need for intervention. Many had interpreted them as
a perfectly normal response to adverse events and
had assumed that the individual would simply ‘get
over it’ in their own time or cheer up when
circumstances improved:

‘Couples when they break up, they ARE down,
aren’t they? You don’t think, “Oh, is he going to
commit suicide?” … Relationships break up all
the time.’ (Mother of 070, male aged 24 years.)

‘There were times when he was low when he
would say that, you know, he couldn’t see any
point in going on … I didn’t really take it seriously
because under the circumstances … considering
the situation, the pain and the discomfort and
everything else, it was within normal boundaries
… It seemed, you know, just healthy moaning.’
(Daughter of 045, male aged 77 years.) 

Even when relatives recognised that the distress
was serious enough to require intervention, it
frequently did not occur to them to seek help from
the doctor. Their interventions and coping strategies
fall into three categories: practical problem-solving,
talking solutions and distractions. Many focused
their attention on the causes of distress (for example,
joblessness, debt and loneliness) and took pragmatic
measures to tackle these:

‘He said he was lonely and fed up … and we
found him the dog.’ ... ‘Yeah, because he said, “I
could do with a dog for some company.” So we
said, “Oh, all right then.” So we spent the
weekend looking for a dog, didn’t we, for him.’
(Parents of 026, male aged 24 years.)

‘She wouldn’t let him see Thomas [baby son] …
That week he said to me, “I’ll never be able to do
the things with Tom that Dad did with me.” … I
said, “Yes you will. Just get yourself sorted out.
See a solicitor.” And he did. He made an
appointment with a solicitor.’ (Mother of 080,
male aged 25 years.)

Distressed individuals had consulted a range of
non-medical professionals, including financial
advisors, solicitors, relationship counsellors and

employment agencies. The assumption underlying
these actions was that if the source of unhappiness
was removed or dealt with then the distress would
resolve itself automatically, as the following quotation
clearly indicates:

‘He was in despair at the collapse of his business
[but] if there had been a complete turnaround,
like someone had said, “Here’s a good contract
for you,” a bit like winning the lottery I suppose,
then it all would have changed instantly.’ (Wife of
083, male aged 56 years.)

Other relatives judged that some kind of talking
therapy might help. Some had made private
arrangements for counselling rather than going
through their GP, while others had tried to provide it
themselves: 

‘And we talked and counselled and sometimes it
went on for days like this, a massive counselling
session … and I’d say, “Let’s go and sit on the
moor.” We’d sit on the moor and talk about it,
you know, a high-energy place … and he would
be fine for a few days, and then it would build up
again.’ (Wife of 062, male aged 46 years.)

The remaining interventions were diversions of
various kinds. Several relatives believed that fresh
experiences or pleasures would be sufficient to lift
the mood and convince the unhappy individual that
life was worth living:

‘I kept organising holidays … I kept trying to find
another focus … you know, “We’re going to
London for the day.” We did all sorts of things …
and what I kept trying to show him was that
actually there is a very good life out there.’ (Wife
of 062, male aged 46 years.)

Relatives’ accounts often revealed a striking
absence of ‘illness thinking’. Emotional distress,
while it may have been a cause for concern, was not
construed as a medical problem, nor was the doctor
seen as an obvious source of help. In many of these
cases there was no decision not to seek medical
advice; questions of health and illness simply did not
enter the discourse within the family. 

DISCUSSION

Summary of main findings
Members of the family and immediate social network
may play a key role in determining whether or not
suicidal individuals seek help from a medical
practitioner. Half the sample had consulted in their
final month and many of these were persuaded to do
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so by a relative or friend. Being accompanied by a
family member may also make it more likely that
psychological problems are disclosed. Of those who
did not consult, some were characterised as help-
resisters but many others did not do so because no-
one around them was aware of the seriousness of
their distress or considered it to be medically
significant. We identified a range of lay interventions
and coping strategies, including seeking non-
medical help.

Comparison with existing literature
Medical sociologists have repeatedly drawn
attention to the fact that doctors and lay people have
different ideas about what is medically relevant,13–15

and that a complex, culturally-dependent process of
symptom evaluation precedes every decision to
consult.16–19 Both the sufferer and significant others
play a part in that process. Lay referral and
sanctioning by family members, friends or colleagues
are known to be important influences on help-
seeking behaviour.14,18,20–23 In the case of mental
disorders, it is often only when it becomes apparent
to others that an individual’s mood or behaviour is
deviating from normal that medical help is sought.24

Our findings illustrate how difficult it is for lay
people to know where the boundary between normal
and abnormal mental states lies and when it has
been crossed. Secrecy on the part of distressed
individuals, their apparent ability to perform normal
work and social functions and the fact that emotional
distress is, after all, a predictable response to
adverse circumstances all militate against
intervention on the part of relatives and friends. It
would also appear that families develop raised
thresholds in response to long-term psychological
disturbance and that living together may predispose
them to accept each other’s behaviour without
question. 

Our findings suggest that there may also be
individuals at risk of suicide at the opposite end of
the readiness-to-consult spectrum, who over-
emphasise the significance of symptoms and engage
in compulsive help seeking. Pilowsky’s concept of
‘abnormal illness behaviour’ may be appropriate to
this group.25

Strengths and limitations of this study
The views represented in this study are those of
bereaved persons. Their accounts of what happened
in the weeks leading up to suicide are retrospective
and are inevitably coloured by the event itself and its
impact upon their own lives. Their grief, anger and
sense of guilt are apparent throughout and make
them less than impartial informants. Nevertheless,
their stories offer important insights into the micro-

social contexts in which these suicides occurred, the
way in which the victim’s distress was interpreted by
significant others and the knowledge and beliefs that
influenced help-seeking decisions. An understanding
of these factors provides a valuable basis from which
to widen opportunity for suicide prevention. 

Implications for clinical practice
Jorm has drawn attention to the low level of mental
health literacy in the general population26 and this
would appear to be supported by our data on non-
consultation. Few relatives in the non-consulting
group had any awareness of the possibility of mental
illness. However, it is not clear how such knowledge
would have helped. Those who consulted a doctor
also died. We have no measure of how many
suicides are prevented by consulting a doctor, but for
the individuals in the study it was not an effective
strategy. Equally, it may be that many suicides are
prevented by lay interventions, such as practical
problem solving, family counselling sessions and
diversions. Such intuitive lay responses to despair
should not be dismissed. There is evidence that they
are preferred to medical interventions27 and, if
effective, they may also help to reduce the burden on
health services.

Further work is needed to explore the potential
role of lay networks in managing psychological
distress and preventing suicide, particularly in those
not in contact with specialist services. We currently
know little about this. Identification of risk is likely to
remain problematic in both lay and medical
contexts. However, where individuals do consult,
with or without family members, concerns about
psychological health should be taken seriously and
referrals, where appropriate, need to be swift. 
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