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Abstract

The psychological autopsy approach to studying suicide is becoming an increasingly used research method. It presents
considerable methodological problems. In order to assist future researchers in this field and to help readers assess reports of
psychological autopsy studies the authors have reviewed these issues on the basis of their own experience and those of other
workers. The areas covered include research design, identification of subjects, sources of information and the particular
issues concerned with approaching relatives and other informants, choice and recruitment of controls, the difficulties of
conducting psychological autopsy interviews with relatives, problems for interviewers, the selection of appropriate measures
to obtain information, and achieving valid and reasonably reliable conclusions from diverse information sources.  1998
Elsevier Science B.V. All rights reserved.
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1. Introduction and, secondly, detailed study of individual cases in
order to shed light on reasons for suicide. This paper

The establishment by the Government of suicide is concerned with the latter approach to understand-
prevention targets within The Health of the Nation ing suicide, which has become known as the psycho-
strategy (Department of Health, 1992) and recent logical autopsy method (Schneidman, 1981). We
changes in the patterns of suicide have resulted in an have prepared this review on the basis of our
increase in research attention to suicide in the UK. experience of conducting psychological autopsy
The main study methods are, first, epidemiological studies and the work of others in the field (e.g.,
investigation which can identify possible risk factors, Rudestam, 1979; Schneidman, 1981; Brent, 1989;

Beskow et al., 1990; Clark and Horton-Deutsch,
1992; Henriksson et al., 1993) with the intention of

*Corresponding author establishing a consensus on key methodological
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issues to assist those who wish to use the method or especially the undetermined (‘open verdict’) cate-
appraise the increasing number of published studies. gory (Charlton et al., 1992). On the other hand, a

The overall aim of psychological autopsy is to sizeable minority of open verdicts are not suicides. A
gather enough information about the circumstances pragmatic approach is to start by including all open
of an individual’s death to try to understand the verdicts and, perhaps, certain accidental cases (e.g.,
reasons for the suicide. There was broad agreement drownings, single driver accidents) and after obtain-
in the findings of three influential early psychological ing preliminary information (e.g., from the inquest)
autopsy studies of suicides, two conducted in the to review each case and judge the likelihood that the
USA (Dorpat and Ripley, 1960; Robins et al., 1959) death was a suicide. Only those of moderate or high
and one in the United Kingdom (Barraclough et al., likelihood should then be included in the inves-
1974). Psychiatric disorder was identified in all but a tigation. There is a particular difficulty in Scotland
small proportion of suicides (93–100%), depression where verdicts are made in secret by the Procurator
being the most frequent (30–70%), then alcoholism Fiscal and their release requires the consent of
(15–27%) and schizophrenia (2–12%). Comorbidity relatives. In Northern Ireland coroners do not bring
of disorders was common, a feature that has been in a verdict but produce a descriptive finding which
emphasised in subsequent investigations (Henriksson is then interpreted and classified by experienced staff
et al., 1993; Conwell et al., 1996; Foster et al., in the central registry.
1997). In older suicides physical ill-health is also a In calculating sample size by power analysis,
risk factor (Carney et al., 1994; Henriksson et al., account should be taken of the likely proportion of
1995). High frequencies of psychiatric disorder have cases in which it will not be possible to obtain full
also been found in recent studies of very young information. Recent experience in the UK indicates
suicides, with the role of substance abuse, together that information from all sources, including inter-
with personality factors (including conduct disorder), views with relatives, can usually be obtained in at
emerging as especially important (e.g., Runeson, least 50–60% of cases. Limited information (i.e.
1989; Marttunen et al., 1991; Brent et al., 1993; coroners’ and medical records) can be obtained in
Shaffer et al., 1996). Some of these studies have also virtually all cases and can be used to answer some
highlighted the importance of psychosocial factors research questions (e.g., contact with general prac-
whose contribution to suicide risk is clearly addition- titioners and other clinical services before death). It
al to that of psychiatric and personality disorders is important to check for possible bias in the
(e.g., Gould et al., 1996). interviewed sample on variables such as age, sex,

A variety of sources of information are used in marital status, verdict, and contact with mental health
psychological autopsy studies. These include evi- services. A higher positive response rate from rela-
dence presented at inquest, medical records and tives is usually obtained for subjects who were in
information from general practitioners and hospital current or recent psychiatric care at the time of
clinicians. The most important source, however, is death.
interview of relatives and other informants. This is a
complex research approach which is beset with
considerable methodological and practical difficul-

3. Sources of information
ties.

Depending on the area covered by the study, cases
in England and Wales can be identified either

2. General research design
through individual coroners or the Office for Nation-
al Statistics, which will also supply death certificates.

The initial research questions and hypotheses will
determine the design of the study, including the areas
to be focused on in interviews and the choice of 3.1. Coroners
controls. Particular attention should be paid to case
definition. In the British Isles, suicides are frequently It is essential to establish a good working relation-
included in non-suicide categories of inquest verdict, ship with coroners and their officers. Experience has
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shown that coroners vary greatly in their attitudes to 3.4. Relatives and friends
this type of study, especially since demands on them
to cooperate with such work have increased, but A parent or partner, when these are available, will
most coroners respond positively when the purposes usually be the most appropriate informant. Where
of a study are fully explained. One of their major funding and time permit, researchers should consider
concerns will be to protect relatives. They will often approaching more than one informant (Beskow et al.,
require reassurance that researchers will not put 1990). For example, in the case of young suicides a
undue pressure on relatives to participate in inter- sibling or friend may be able to supply important
views. Before releasing inquest information, beyond information (e.g., about drug use, interpersonal prob-
the death information which is available to the lems) which parents are not aware of. Identification
public, they will need to be sure that the research of a suitable informant can sometimes be difficult if
workers can be appropriately included within the the subject lived in isolation or the individual or the
category of ‘persons having a legitimate interest’ in family were not known to the general practitioner.
the details of each case. Coroners can often supply A direct initial approach by personal visit or
contact details about relatives. telephone will result in higher participation but is

disliked by some relatives (Runeson and Beskow,
1991). The usual initial approach to informants (and

3.2. General practitioners one which most ethical committees demand) will be
by letter, followed by telephone discussion. The best

The general practitioners of subjects are usually time to approach relatives is between three months
identified either from coroners’ records or by ap- and a year after the death. This allows time for the
proaching the local District Health Authority. Most inquest and the most traumatic part of the bereave-
GPs are willing to make available the practice ment process to have occurred but is not beyond the
records for patients who have died by suicide. time when informants will be keen to discuss the
Usually the records will have been returned to the person and their death. Some workers have, how-
FHSA but the doctor’s written permission may be ever, approached relatives earlier than three months
required before they can be released. Some FHSAs (e.g., Conwell et al., 1996). One should avoid
destroy records a few years after the death. General approaching a relative close to the anniversary of the
practitioners can also help researchers identify and death, the birthday of the deceased, or at family
gain access to the most appropriate informants for occasions such as Christmas.
interview. As with coroners, GPs may advise against
approaching a relative because of their concerns
about the effects that an interview might have, 4. Controls
although this may be resolved with discussion. If
doctors harbour concerns about their clinical man- It is usually desirable to include controls, although
agement of a patient before death this may influence sometimes this will not be possible because of cost
their response and reassurances about how any or lack of a suitable control group. Selection of the
material will be used in reports will be necessary. most appropriate control group must be determined

by the hypotheses of the study. If, for example, the
study is primarily concerned with psychiatric illness

3.3. Other sources and personality factors the control group may be
relatively unselected. On the other hand, if social

Hospital records of individuals who were in influences on suicide are the main focus of in-
psychiatric care shortly before or at the time of death vestigation it may be necessary to match the control
can be an invaluable source of information. Usually group for the presence of psychiatric disorder. There
there is no problem in obtaining these. It can be is, however, danger of overmatching groups since
difficult to obtain information from social services, this can lead to loss of ability to detect certain
the armed forces, police and prisons; official approv- explanatory variables.
al will usually be required. Sometimes a study will have more than one focus
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of attention and this may necessitate the use of two logical needs of the informant. As in clinical inter-
control groups. For example, a study which is aimed views each area of enquiry should begin with open-
at, first, identifying the extent to which suicide is ended questions before moving on to closed ques-
associated with psychiatric disorder and, secondly, tions. One should start the interview by asking about
identifying social and other risk factors in depressed the circumstances of the death before collecting
individuals may require both an unselected control background information as the former will usually be
group and one matched with a subgroup of the uppermost in relatives’ minds. Excessive note-taking
suicides for presence of depressive disorder. should be avoided; tape-recording the interview is

Another important consideration is whether living acceptable to most informants (Beskow et al., 1991)
or dead controls should be used. Again this will be and allows the interview to flow more freely.
determined by the hypotheses to be tested. For The integrity of the deceased should be respected.
example, investigation of risk factors associated with Informants should feel free not to discuss sensitive
suicide within a specific diagnostic group will re- issues, and be allowed to stop at any time without
quire use of living controls whereas dead controls feeling guilty. It is important to be aware that not all
will be necessary for a study of the needs of relatives relatives will view the death as a suicide; their views
bereaved by suicide. Ideally, third party informants should be respected. Interviews should be paced,
should be used for obtaining information on controls with breaks to alleviate tiredness. The interviewer
so that one is comparing like with like. However, should try to end the interview on a positive note,
living controls have been unwilling for their relatives stressing how helpful the informant has been.
or friends to be interviewed (Beskow et al., 1990).
The resulting control group is then subject to bias, 5.1. Impact of interviews on relatives and other
which is difficult to assess. informants

Psychological autopsy interviews using informants
for controls can also have negative consequence for Detailed enquiry about deceased relatives and
families (Beskow et al., 1990). For example, the friends may uncover or evoke emotional reactions in
interviews may highlight current problems (e.g., informants. These include distress, anger and guilt.
psychiatric disorder and interpersonal difficulties). Suicidal ideas are also sometimes revealed. There is
Difficulties over confidentiality are likely to arise. In evidence that in spite of such emotional responses
practice, the response rate from informants for psychological autopsy interviews are not generally
controls is often less than that from informants for regarded as detrimental by informants, in fact usually

˚ ˚ ¨suicides. The potential biases resulting from this are the reverse. Thus Asgard and Carlsson-Bergstrom
difficult to ascertain as little or no information will (1991) found that most informants reported having
be available about the characteristics of controls benefitted from the interview, which has also been
where informants refuse to participate. our experience. Some informants have commented

that the interview provided them with their first
opportunity to discuss the death in detail. If an

5. Interviews informant becomes very distressed at the time of an
interview, the interviewer should ascertain whether

The interview with relatives and other informants support is available, such as through the general
will usually take place at the informant’s home or a practitioner. Offering to contact the general prac-
neutral setting such as the GP’s surgery. Timing of titioner on behalf of an informant will sometimes be
interviews is important as they may take between appropriate, especially if significant depression and/
two and five hours to complete. Relatives need to be or suicidal ideation are identified. Some of the
forewarned of this. present authors have offered a bereavement infor-

Studies have differed in the method of interview. mation pack to relatives and other informants, irre-
Use of an interview schedule provides structure to spective of whether they have agreed to be inter-
the interview and ensures all areas are covered, but it viewed. This pack, which has now been published by
is important to be flexible and adjust to the psycho- the Royal College of Psychiatrists (Hill et al., 1997),
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includes details of common experiences people have Interviewers may find it difficult to cope emotion-
during bereavement by suicide, sources of support ally with this type of work, particularly at first.
and useful reading. Some relatives find books on Regular debriefing sessions with a skilled supervisor
bereavement helpful, especially A Special Scar by are advised.
Wertheimer (1991).

Psychological autopsy interviews can raise im-
portant ethical issues which interviewers need to be 6. Information that can be obtained in
aware of. For example, asking specific questions psychological autopsy studies
about treatments received by the deceased can lead
to questions on the part of the informant about what A list of areas that can be covered is shown in
treatments the deceased should have received. Un- Table 1. Some areas of data collection present
less such responses are handled carefully there is a particular problems in psychological autopsy studies:
risk that informants might themselves feel guilty
about not having ensured that such care was pro- 6.1. Assessment of psychiatric disorder
vided and, or, angry towards healthcare agencies for
not having arranged this care. This should be tied into existing diagnostic sys-

tems, usually ICD or DSM. The schedule which is
5.2. Interviewers used should have a relatively brief screening section

with cut-offs for each diagnostic area in order to
Most studies have used psychiatrists or psycho- keep the interview as short as possible. Particular

logists as interviewers; some have used social work- problems arise in assessing symptoms such as guilt,
ers or nursing staff. Where psychiatric and social pessimism or thoughts of suicide since the informant
data are being collected joint interviews by a may not have knowledge of these. This means that
psychiatrically experienced interviewer and a sci- strict adherence to diagnostic criteria requiring a
entist with experience of qualitative research meth- certain number of symptoms and signs may under-
ods may be advantageous but might not be to the estimate the prevalence of psychiatric disorder in a
liking of some relatives. The interviewer should have sample. We suggest making psychiatric diagnoses
experience of clinical or in-depth social science which seem clinically likely given information about
interviewing, and the ability to empathise without the subject’s behaviour and manner. For example,
becoming too emotionally involved with the subject. where clear depressive delusions are elicited but only

Table 1
Potential areas which might be investigated in psychological autopsy studies

Details of death (including, for example, circumstances, access to method, premeditation)
Family background, including history of psychiatric disorder and suicidal behaviour
Childhood, adolescence, education
Relationships: partner, family, friends
Social support and isolation
Housing
Legal problems
Occupation and employment
Physical health
Psychiatric disorder
Psychiatric history
Personality disorder and characteristics
Exposure to suicidal behaviour
Religious commitment
Life events
Contact with clinical services and other helping agencies prior to death
Relatives’ response to the death
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three other depressive symptoms (e.g., weight loss, rence. This will provide far more information on
early morning waking, and psychomotor retardation) pathways to suicide and the suicidal process, and
a diagnosis of severe depressive episode with psy- help identify possible prevention strategies.
chotic symptoms (ICD 10) might be reached, pro-
vided no other diagnosis (e.g., schizophrenia) is
likely. 7. Achieving valid and reliable ratings

6.2. Assessment of personality disorder Two important problems may affect the validity
and reliability of information obtained through inter-

This presents particular difficulties in this type of views with relatives and friends. The first is recall
study. Some informants find this aspect of interviews bias. Because of the complex nature of both bereave-
the most distressing because the focus tends to be on ment following suicide and memory for emotion-
negative characteristics of the deceased. Again it is laden events and relationships, the recall of infor-
best to use a schedule which has brief screening mation about a close relative or friend may be
sections with cut-offs. We have found both the distorted. There may be selective recall of certain
Personality Assessment Schedule (Tyrer et al., 1988) aspects (e.g., positive characteristics) and selective
and the Structured Assessment of Personality (Mann forgetting of others (e.g., negative characteristics), or
et al., 1981) to be useful instruments. vice versa. Secondly, information may be unreliable

A variety of specific personality and behavioural for other reasons, including the informant being
characteristics have been linked to risk of suicidal unaware of certain factors (e.g., parents may not be
behaviour and may repay study in psychological aware of problems such as drug taking, concerns
autopsy investigations. Those for which measures are about sexual orientation and relationship difficulties),
available include, for example, impulsivity (Plutchik and deliberate withholding of information, especially
and van Praag, 1986), aggression (Brown et al., that which may cast the dead individual in a bad
1979, 1982) and hostility (Buss and Durkee, 1957). light.

What can be done to reduce the extent of these
6.3. Assessment of life events and problems problems? Interviewing more than one informant

will increase the extent of information that can be
Assessing life events is likely to be difficult obtained and its reliability, but this will greatly

because relatives may have little idea of the impact increase the cost of the research. The approach we
of events on the individual and the degree of causal have adopted is to assimilate information from
independence of events from other phenomena such several sources, including informants and official
as psychiatric disorder. A pragmatic approach may records, and then make ratings on the basis of what
have to be adopted whereby only major events are seems most likely to be correct in the context of the
assessed (Brugha and Cragg, 1990) and degree of overall history, the nature of the relationship between
independence of events is largely ignored. informants and the deceased, and on commonsense

A useful means of determining psychosocial fac- grounds.
tors associated with suicide is to identify particular As a minimum, information on each case, par-
‘problems’ faced by the deceased prior to death. This ticularly on psychiatric diagnoses, should be re-
necessitates the use of consensus or independent viewed by other members of the research team and
ratings on the basis of all available information. consensus reached. Completely independent review
Ratings can be made of, first, whether a particular of interviews is ideal but extremely time consuming.
problem (e.g., relationship difficulties, unemploy- Key items (e.g., psychiatric disorder, problems that
ment) was present, and, secondly, whether it was may have caused the suicide) might be given a
judged to have contributed directly to the suicide. probability rating (e.g., ‘definite’, ‘probable’ or ‘pos-

We recommend that researchers try to establish the sible’) on the basis of how confident the researchers
chronological sequence of events and development are about their presence or absence. This will allow
of psychopathology, rather than simply their occur- less reliable information to be omitted if necessary.
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Researchers should be aware that absence of in- dimensions. This approach also allows study of the
formation about specific items (e.g., a recent GP visit suicidal process (Runeson et al., 1996), especially
or presence of certain symptoms) does not necessari- the sequence of events and experiences which lead to
ly mean that these did not occur or were not present. death. Identifying the components of this process is

Further work on assessing the validity and re- likely to provide the most valuable information for
liability of information obtained in psychological determining potentially effective strategies for pre-
autopsy interviews is required. A partial check on venting suicide.
validity would be to interview living subjects, prefer-
ably ones with a range of severity of psychosocial
problems, and then for another interviewer to con- Acknowledgements
duct such interviews with relatives. The extent of
agreement between the information obtained from The original basis of this review was a research
the two sources could then be checked. There is workshop on the psychological autopsy approach to
evidence that reliability of scores regarding per- investigating suicide which was held at Green Col-
sonality as assessed by the Personality Assessment lege, Oxford, in October 1994. We thank all particip-
Schedule used in this way are satisfactory (Brothwell ants who contributed to the discussion. In Oxford,
et al., 1992). Of course such an approach would not psychological autopsy studies of suicide in high risk
control for bias caused by the death of the subjects. occupational groups have been funded by the Depart-
Reliability could be investigated by conducting ment of Health, and a similar study in young people
psychological autopsy interviews with two infor- was supported by the former Oxford Regional Health
mants (e.g., with parents separately) and checking Authority. In Manchester, the North West Regional
the degree of agreement between the information Health Authority has funded a psychological autopsy
from each. However, pooling information from all study of suicide in young adults.
available sources is likely to result in the most valid
and reliable findings.
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