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The morning I wrote this, I read my post. 
I had received five letters informing me 
that clients had attended the Emergency 
Department because of drug overdoses. 
All of them had been discharged without 
any intervention. It was remarked in two 
letters that the clients had reported a 
sense of hopelessness. This reminded me 
of so many of my clients who repeatedly 
overdosed and who, when I emphasised the 
risk of death with them, told me that they 
did not care. 

The taking of one’s life whether 
intentionally or through one’s own reckless 
actions is a tragedy. All victims, young and 
old, deserve our sympathy. Unfortunately, 
as a society we do not deal this compassion 
out equally. There is a hierarchy of empathy 
that has resulted in an unequal provision 
of care to those who subsequently die 
through their own actions. Those who gain 
most sympathy are the men and women 
who go on to take their life having had a 
clear and unambiguous intention to die by 
their own actions. Usually, they take their 
own lives as they feel a deep depression 
and hopelessness about their prospects 
for happiness. This person can come from 
any background or class. By contrast, those 
to whom we mete out the least sympathy 
are those who act recklessly by taking 
an overdose of drugs, aware that it may 
result in their loss of life, but not actively 
seeking to die. Usually, they also feel a 
deep depression and hopelessness about 
their future prospects for happiness. This 
person usually comes from a background 
of poverty and (in the US) is more likely to 
be black.1 In 2020 there were 5224 deaths 
in England and Wales due to suicide. This 
represented a rate of 100 deaths per million 
of the population.2 In the same year there 
were 2996 registered poisoning deaths 
related to drug misuse, which represented 
a rate of 52.3 deaths per million.3

SO WHY DO WE DISTINGUISH BETWEEN 
THESE TWO TRAGIC SELF-INFLICTED 
WAYS OF DYING? 
We distinguish not based on outcome but 
because of intentionality. Intentionality is 
of importance to philosophers, particularly 
ethicists, and lawyers. If a person commits 
an act, then to determine their moral or 
legal culpability, it is important to know if 
they intended to commit that act or not. If 
they committed the act totally accidentally, 

then they are ‘innocent’. If they committed 
the act intentionally, they are ‘guilty’. If they 
acted recklessly, that is, they knew that 
their actions may result in the undesired 
outcome but still acted irrespective of the 
risk, then they are usually ‘guilty of a lesser 
crime’. In the Middle Ages right up to the late 
19th century, suicide was viewed through the 
lens of religion as a sin of such magnitude 
that often the deceased was denied a burial 
on church grounds. In this circumstance, it 
was important to decide whether a person 
had committed intentional suicide as it 
had implications for the destination of their 
corpse and celestial soul. It is still often 
important from a legal perspective to decide 
whether someone acted intentionally, for 
example, in the case of life insurance. In the 
late 19th century, the emphasis shifted from 
morality. Despite this shift from a moral to a 
psychosocial understanding of suicide, the 
concept of intentionality was maintained as 
a core requirement.

Nowadays, views of suicide are 
more nuanced — the act is no longer 
simplistically illegal or immoral. It is a 
tragedy of unquantifiable proportion, which 
leaves a devastated family and community 
behind. And the knowledge that the 

person was highly depressed and did not 
envision a future of joy and hope offers 
little or no relief. However, the loss of 
someone who died recklessly because of 
an illicit-drug overdose is equally a tragedy, 
leaving devastation behind that is also not 
relieved by the knowledge of the person 
experiencing hopelessness.

IS THE CONCEPT OF INTENTIONALITY OF 
RELEVANCE TO A MEDICAL DEFINITION 
OF SUICIDE?
The question of intentionality needs to be 
considered. What is important for clinicians 
is to reduce the amount of (predominantly 
young) people who die because of their 
own actions. It does not matter if it was 
done intentionally or recklessly. This is 
not to say intentionality is not important. 
It is known that intentionality is a good 
predictor of completed suicide and so 
important for assessing suicide risk. 
However, intentionality to overdose again or 
suicidal thoughts are also good indicators 
of risk of a repeat overdose. And there are 
other indicators of risk that are common to 
both suicide and illicit-drug overdose such 
as a previous suicide/overdose attempt, 
hopelessness, and mood disorders. It has 
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Figure 1. The suicide hierarchy. The spectrum of intentionality to recklessness and interventions for those who put 
their lives at risk.



The suicide hierarchy

been argued that a history of repeated 
illicit- drug overdoses implies an intention 
to harm or kill oneself or a carelessness 
about one’s life due to hopelessness.4

THE SUICIDE HIERARCHY
The suicide hierarchy (Figure 1) starts at the 
top with intentional suicide. Taking one’s 
life when under the influence of alcohol or 
drugs is next down the hierarchy, as it is 
hard to assess intentionality when capacity 
is reduced due to alcohol misuse. Non-
suicidal-self-injury (NSSI), also known as 
parasuicide, is further down. NSSI is where 
there is self-inflicted injury where there is no 
suicidal intent and for purposes not socially 
sanctioned. The fundamental differentiating 
feature between suicide and NSSI is 
intention to die.4 However, this distinction is 
muddied by the fact that most patients with 
NSSI go on to attempt suicide and some die 
as a result. The long-term suicidal risk is 
between 3–7%.5 Further down the hierarchy, 
so far down it is not even called suicide, 
is when people intentionally put their lives 
at risk by repeatedly overdosing on illicit 
drugs. At the very end of the spectrum is 
where people act recklessly (for example, 
dangerous driving) knowing it puts their 
lives at risk. This structural stigma is best 
described by comparing the health care 
provided to those who have had an attempted 
suicide because of mood disorder compared 
with those who have attempted suicide while 
under the influence of alcohol; those who 
engage in NSSI; and those who have had 
multiple non-fatal illicit- drug overdoses.

Attempted suicide 
If you attempt suicide, you will automatically 
receive a psychiatric assessment. If you are 
judged to be at risk of a repeat attempt, 
you will be admitted to a psychiatric unit 
to ensure your safety. If you have repeated 
suicide attempts, the likelihood is you will 
be admitted.

Attempted suicide while under the influence 
of alcohol
If you attempt suicide while under the 
influence of alcohol, you will automatically 
receive a psychiatric assessment. However, 
the assessing doctor will wait for you to 
sober up, as alcohol is presumed to affect 
your capacity to make intentional decisions. 

Yet, as Klimkiewicz et al suggest, if one 
is focusing on prevention of death, it may 
be inappropriate to evaluate intentionality 
when sober, as most suicide attempts when 
inebriated are unplanned. An evaluation of 
the risk of relapse on to alcohol may be a 
better indicator.6 We know that clients with 
alcohol misuse disorder are up to 4.6 times 
more likely to die by suicide when intoxicated 
than when sober.6 It has been claimed that 
risk factors for suicide under the influence of 
alcohol are under-researched in comparison 
with those for sober suicide.

Non-suicidal-self-injury
Patients who engage in NSSI will receive 
an assessment. However, they are often 
subject to stigmatising attitudes from health 
professionals. This stigma has been shown 
to cloud physicians’ judgement, reduce their 
compassion, on occasions result in punitive 
behaviours, and to result in poor outcomes 
(for example, clients self-discharging from 
emergency departments before completion 
of assessment or clients doing further self-
injury as a result of feelings arising from 
the lack of compassion). This stigma exists 
despite the known higher rate of completed 
suicide in this population.7

Non-fatal illicit-drug overdose
If you have a non-fatal illicit-drug 
overdose, you will not receive an automatic 
assessment. This is even though we have 
interventions that are known to reduce 
the risk of subsequent overdose. If you are 
judged to be at risk of a repeat overdose, you 
will not be admitted to a place of safety. It is 
known that people who use drugs (PWUD) 
are subject to significantly worse stigma 
than almost any other stigmatised group 
(including people with a mood disorder) and 
that this experience of stigma increases 
the risk of a fatal and non-fatal overdose. 
It is further known that healthcare workers 
often display this societal stigma, often 
believing PWUD to be at fault for their own 
lifestyle and that this stigma often results in 
poorer health care for PWUD.

This is not to argue either for or against 
the suggestion that PWUD who overdose 
frequently should be compulsorily admitted 
to a place of safety. It is to point out the 
disparity in attention and safeguarding we 
offer those who attempt suicide compared 

with those who overdose. If we were to 
address this disparity we would provide 
appropriate assessment, support, and 
treatment for those who do not fit the 
present definition for suicide (Figure 1).

CONCLUSION
We have over-relied on a legalistic/moralistic 
definition of suicide that serves us poorly in 
present-day medicine. We should group 
these deaths under self-inflicted deaths of 
despair. Then we could identify the varying 
risk factors for those who put their lives at 
risk because of their own actions and come 
up with an appropriate clinical and social 
response to help prevent them putting their 
lives at risk again. This could offer a more 
clinically effective response and a more 
humane and less stigmatising one as well.
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“The taking of one’s life whether intentionally or 
through one’s own reckless actions is a tragedy. All 
victims, young and old, deserve our sympathy.”
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