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Based on psychological autopsy data, the study compared awareness of
suicide risk in the deceased among next-of-kin (NOK) and health care profes-
sionals (HCPs), and communication between these two groups in the month
before death. The NOKs had significantly more knowledge about the dece-
dent’s suicide warning signs than the HCPs (90.5% vs. 44.6%). Contact
between NOK and HCP was initiated more often by the family than the HCPs
(29.4% vs. 5.9%). The study found communication gaps between HCPs and
NOK and stresses the need for suicide prevention strategies strengthening com-
munication between these two groups.

The majority of suicidal persons explicitly
or indirectly communicate their suicidality
in the months before death (Isomets€a,
2001). Proximal suicide prevention strate-
gies rely on the identification of such indi-
viduals by family, friends, gatekeepers, and
health professionals, followed by interven-
tions to reduce suicide risk. For family,
friends, and gatekeepers, this often involves
connecting the suicidal person with a
health care professional (HCP), usually the

general practitioner (GP) or a mental
health professional. There are challenges
for laypersons in interpreting and acting on
the communication of suicidal ideas from
family and friends. Psychological autopsy
(PA) studies involving interviews with lay
informants of suicides have identified a
number of barriers to interventions being
enacted (Kjølseth & Ekeberg, 2012; Orbach
et al., 2007; Owens et al., 2011; Owen
et al., 2012).
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In younger suicides, difficulties were
encountered in the communication of
distress from the suicidal person, which
extended to there being mixed messages with
uncharacteristic changes in emotions or
behavior indicating distress intermingled
with efforts to get on with their normal life
(Owens et al., 2011). Similar duality was
reported in military suicides where there was
an emotional deterioration occurring along-
side stable military functioning (Orbach
et al., 2007). These conflicting messages
made it difficult for lay informants to deter-
mine the seriousness of the situation. The
informants found it difficult to interpret the
meaning and intention of utterances related
to suicide resulting in a misunderstanding
and closure of communications and thus lim-
iting opportunities to get professional sup-
port (Owen et al., 2012).

When the communication is more
explicit, there are a range of explanations for
lack of an intervention. For some, it involves
not taking the warning seriously due to
impairment in their own judgment, compet-
ing demands in their lives, or simply because
the informant does not believe that an older
person would attempt suicide (Kjølseth &
Ekeberg, 2012; Owens et al., 2011). A sec-
ond theme involves not knowing what to do
or who to contact, often temporizing or
delaying taking action, in part through con-
cern about upsetting the suicidal person or
their resistance to receive help (Orbach
et al., 2007; Owens et al., 2011). Feelings of
helplessness due to uncertainty and sense of
powerlessness were reported by informants
of older suicides, sometimes due to exhaus-
tion from the frequency of suicidal commu-
nications (Kjølseth & Ekeberg, 2012). Some
relatives of older people reported an accep-
tance that this was the older person’s wish
and that they should respect it (Kjølseth &
Ekeberg, 2012). A study utilizing vignettes of
warning signs of heart attacks or suicide
ideation found that participants were signifi-
cantly less comfortable, less sure, and less
hopeful when responding to a suicidal crisis
when compared to a heart attack (Rudd,
Goulding, & Carlisle, 2013). In the pilot

study for this current project, family infor-
mants were more likely than HCPs to be
aware of the person’s suicide ideation, but
infrequently communicated this to the health
professional (Draper, Snowdon, & Wyder,
2008).

Those who die by suicide have fre-
quent contact with health professionals in
the months before death (Luoma, Martin,
& Pearson, 2002). We have previously
reported that nearly 90% of suicides aged
35 years and over visited a HCP, mainly a
GP, in the 3 months before death (De Leo,
Draper, Snowdon, & K~olves, 2013). Studies
also show that people who die by suicide
(Isomets€a et al., 1995) or make a suicide
attempt (Coombs, Miller, & Alarcon, 1992;
Wolk-Wasserman, 1986) frequently com-
municate their intent during their contact
with a HCP. There is evidence that those
HCPs are less likely to be aware of suicidal-
ity than family members (Draper et al.,
2008; Kjølseth & Ekeberg, 2012). When
HCPs are aware of risk, they either believe
it is manageable or are unsure of what to
do (Draper et al., 2008; Kjølseth & Eke-
berg, 2012). Guidelines for the management
of suicide risk recommend that contact that
breaches the patient’s confidentiality should
only be made with family or friends to
address the patient’s safety (APA, 2003).
How often HCPs contact family or friends
to get collateral information when they are
concerned about suicide risk is unclear.

The main aims of this study were as
follows: first, to compare the awareness of
explicit and indirect suicide communications,
such as suicide warning signs, past history of
suicide ideation and suicide attempts, and
psychiatric diagnosis, of next-of-kin (NOK)
informants with that of HCPs who had con-
tact with a person who died by suicide in the
month before death; second, to establish how
frequently NOK communicated their con-
cerns to a HCP; and third, to determine how
often HCPs obtained collateral information
from family or friends or mental health ser-
vices used by the deceased. We also explored
whether characteristics of the deceased, the
NOK, and HCP and type and quality of the
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relationship between the informant and the
deceased affected the informant’s knowledge
and communication between the HCP and
NOK.

METHODS

Design

This study is part of a larger project
that aimed to examine the last clinical con-
tact subjects who died by suicide had with
HCPs in order to determine whether this
contact offers the opportunity for suicide
prevention. This study utilized the PA
method to investigate suicide cases aged
35 years and older from two Australian
states: Queensland and New South Wales.
Data collection ended in 2008.

Data Collection Process

Initial information about the deceased
was gathered from the Queensland Office
of State Coroner, the Queensland Police
Service, and Glebe Coroner’s Court (Syd-
ney). A letter introducing the study to poten-
tial informants, along with the study
information sheet and a consent form, was
sent to NOKs. Clinical interviewers con-
ducted semistructured interviews with con-
senting NOK of the deceased that lasted
between 1 and 3 hours. These interviews
aimed to establish the presence, or absence,
of recognized factors predictive of suicide.
The interviewers from the two centers had
1-day training together.

Demographic information was
obtained from the NOK informant about
the deceased, including age, marital status,
education, employment, and ethnicity.
Other information collected included mea-
sures of psychopathology, personality, phys-
ical health status, health care contacts within
the previous 3 months, life circumstances,
prior suicidal behavior, and social support
(De Leo et al., 2013). The NOK also pro-
vided information about his/her relationship
to the deceased, whether he/she lived with

the deceased, how well he/she knew the
deceased (very well to not very well at all),
and the quality of relationship (very satisfac-
tory to very unsatisfactory). The NOK pro-
vided information on frequency of contact
(every day to 1–2 times a year) and when the
last contact with the deceased took place
(day of death to 1 month before death).

Health care professionals were identi-
fied through interviews with the NOK and
other HCPs, as well as from coroners’ files
and other medical files. In order to focus
on communication proximal to the suicide,
this study analyses information only from
suicide cases in which both the NOK and
the HCP had contact with the deceased
within a month of death.

Demographic data obtained from the
HCPs included age (under/over 50), sex,
state, type of health profession, private or
public setting, and years in practice. The
HCPs were asked about the length of con-
tact with the deceased (first consultation to
more than a year), and circumstances and
details of their last contact with the person
who died by suicide. These included when
the last contact took place (day of death to
1 month before death), type of location and
length (5–10 min to over 1 hr) of the last
consultation, reason for consultation (in-
cluding mental and/or physical health, and
recent suicide attempt and/or ideation),
type of appointment, and whether a follow-
up appointment was scheduled.

The NOK and HCPs reported
whether the deceased was ever diagnosed
with mental illness by a mental health pro-
fessional (NOK)/had a psychiatric diagnosis
at time of last consultation (HCP), on
deceased’s past history of suicide attempts,
and ideation (HCP)/communication of sui-
cide intent in past year (NOK). Both infor-
mant groups provided information on
suicide warning signs observed in the
deceased: changing will, disposing of pos-
sessions, stockpiling pills, acquisition of
firearm, statements of hopelessness, and
other suicidal behaviors and statements,
including recent or ongoing stressful life
events, health problems, ongoing suicidal
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ideation, statements of worthlessness, and
helplessness. There were also questions
regarding the HCP contact with family in
general and who initiated it. The HCP also
provided information about whether he/she
contacted the deceased’s family if he/she
observed suicide warning signs during the
last contact. The NOK reported whether
he/she communicated his/her concerns
about suicide warning signs to the HCP.

Ethics

The Griffith University, South East-
ern Sydney Northern Hospital Network,
Northern Sydney Central Coast, and Uni-
versity of NSW human research ethics
committees approved the study.

Statistical Analysis

Descriptive statistics were used to
characterize the study population; that is,
suicide cases, NOK, and HCPs. McNe-
mar’s test for paired nominal data was used
to determine whether there were differences
between NOK and HCP reports on psychi-
atric diagnosis of the deceased, his/her his-
tory of suicide attempts and ideation, and
suicide warning signs. A probability level of
.05 was used for McNemar’s test. Chi
square test (or Fisher’s exact test where cells
had counts <5) was applied to compare
communication between NOK and HCP in
relation to selected characteristics of the
deceased, NOK and HCP, and type and qual-
ity of their relationship (in total 13 compar-
isons). To account for multiple testing, we
used the Bonferroni correction and applied a
significance level of p < .05/13 = .0038 in chi
square test (or Fisher’s exact test where cells
had counts <5). The analyses were performed
with SPSS (version 22).

RESULTS

In the overall study, 277 NOK were
interviewed in relation to 261 suicide cases,
and information was gathered from 211

HCPs in relation to 152 suicide cases (De
Leo et al., 2013). Of these suicide cases, 74
had contact with both NOK and a HCP in
the month before death and these analyses
focus on this cohort. Demographic details
of the suicide cases are presented in
Table 1, while details of the NOK infor-
mants, their relationship with the deceased,
frequency of contact, and their last contact
with the deceased are presented in Table 2.

Eleven suicide cases had contact with
two HCPs in the last month, with the
analyses utilizing the contact closest to the
death, and in cases where this was unclear
(n = 3), the contact with a mental health
professional was chosen. Information about
the HCP, the HCP specialty, setting of
practice, length of time the deceased was
known to the HCP, and details of the last
consultation with the deceased are pre-
sented in Table 3.

A comparison of the understanding
that NOK and HCPs had of the presence
of mental disorder in the deceased, history
of suicidal behavior, and the expression of
behaviors that are regarded as potential
warning signs of impending suicide is pre-
sented in Table 4. There was no statistically
significant difference in regard to NOK and
HCP knowledge of formal mental health
diagnoses in the deceased and his/her past
suicide ideation/attempts. The NOK had
significantly more knowledge about suicide
warning signs (p < .0038 for all warning
signs, except for acquisition of firearms and
other suicidal behaviors/statements) than
the HCPs. NOK knowledge of at least one
warning sign was not related to the type
(partner vs. other) and quality (very/satisfac-
tory/good vs. bad) of the relationship with
the deceased, frequency of contact (at least
once a week vs. other), or whether the
NOK lived with deceased. There were 41
decedents (55.4%) where there was no men-
tion of any suicide warning signs in their
contact with HCPs, while the NOK were
not aware of any warning signs in only
seven cases (9.5%). In six cases (8.1%) nei-
ther the HCP nor the NOK reported any
suicide warning signs.
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TABLE 1

Demographic Details of Suicides Who Had
Contact with a Next-of-Kin and a Health Care
Professional in the Month Before Death
(N = 74)

n %

Age
M 54.3
SD 13.8

Sex
Males 46 62.2
Females 28 37.8

Region
Qld 59 79.7
NSW 15 20.3

Country of birth
Australia 55 74.3
Other 19 25.7

Non-English-speaking
background
No 62 83.8
Yes 12 16.2

Ethnicity
Caucasian 70 94.6
Other 4 5.4

Marital status
Married 26 35.1
Separated 15 20.3
Single/never married 14 18.9
Divorced 8 10.8
De facto 7 9.5
Widowed 4 5.4

Living arrangements
With immediate family member 42 56.7
Alone 27 36.5
With friends or relatives 4 5.4
Other 1 1.4

Employment status
Out of workforce 36 48.6
Employed (FT, PT, or casual) 21 28.4
Unemployed 17 23.0

Psychiatric diagnosis at
time of last consultation
None 14 18.9
Multiple diagnosis, mostly
comorbid depression

27 36.5

Depression 22 29.7
Schizophrenia 3 4.1
Anxiety disorder 2 2.7
Bipolar affective disorder 1 1.4
Other 4 5.4
Unknown 1 1.4

Qld, Queensland; NSW, New South
Wales; FT, full-time; PT, part-time

TABLE 2

Next-of-Kin Informants and Their Last
Contact with Suicide Cases

n %

Sex
Female 39 52.7
Male 35 47.3

Relationship to deceased
Spouse/de facto 31 41.9
Child 13 17.6
Sibling 10 13.5
Parent 9 12.2
Friend/other 8 10.9
Ex-spouse/de facto 3 4.1

Living with deceased
Yes 38 51.4
No 36 8.6

How well did informant know the deceased
Very well 54 73.0
Well 16 21.6
Moderately well 2 2.7
Not very well at all 2 2.7

Quality of relationship with deceased
Very satisfactory 42 56.8
Satisfactory 17 23.0
Good 14 18.9
Very unsatisfactory 1 1.4

Frequency of contact with deceased
Every day 40 54.1
At least once a week 17 23.0
Few times a month 8 10.8
Every few months 5 6.8
At least once a month 2 2.7
Once a month 1 1.4
1–2 times a year 1 1.4

Last saw deceased
Day of death 25 33.8
Week of death 37 50.0
2 weeks before death 6 8.1
1 month before death 4 5.4

>1 month before death* 2 2.7
Last spoke to deceased
Day of death 27 36.5
Week of death 42 56.8
2 weeks before death 3 4.1
1 month before death 2 2.7

*The NOK spoke to the deceased within
1 month prior to death.
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Communications between HCPs and
NOK were explored in the 68 individuals
with information available. In these cases,
HCPs had general contact with the family
in 26 (38.2%) cases, with contact initiated
by the family in 20 of those (29.4%), HCP
in 4 (5.9%), and both in one (1.5%) (miss-
ing data n = 1). The HCP contacted family
specifically for concerns about recent suici-
dality in six individuals (8.8%). Of the 40
individuals (58.8%) in which the NOK had
concerns about suicidality, communication
with an HCP occurred in 29 (72.5%) (miss-
ing data n = 12). The HCP response to the
NOK communication is not known. Nei-
ther knowledge of suicide warning signs nor
communication between HCPs and NOK
depended on sex or gender of the deceased,
the NOK, or the HCP; deceased’s past his-
tory of suicidal behavior or psychiatric diag-
nosis; the length of time the HCP knew the
deceased; the type/quality/frequency of con-
tact between NOK and the deceased; or
whether the NOK and the deceased lived
together.

In the eight individuals (11.8%)
where the HCP consultation related to a
recent suicide attempt (n = 5) or current
suicide ideation (n = 3), two HCPs initiated
contact with the family in general, and one
HCP contacted family when the person was
showing suicide warning signs.

TABLE 3

Health Care Professionals (HCPs) and Their
Contact with Suicide Cases

n %

HCP sex
Male 57 77.0
Female 17 23.0

HCP age
Under 50 34 45.9
Over 50 39 52.7
Unknown/missing 1 1.4

HCP specialty
General practitioner 40 54.1
Psychiatrist 18 24.3
Psychologist 10 13.5
Mental health nurse 6 8.1

Setting of HCP practice
Private 57 77.0
Public 12 16.2
Community mental health 3 4.1
Both private and public 2 2.7

How long had HCP known
the deceased
More than 1 year 43 58.1
3 months–1 year 14 18.9
1–3 months 9 12.2
Less than 1 month 6 8.1
First consultation 2 2.7

When did last contact occur?
During month prior to death 32 43.2
3–7 days prior to death 31 41.9
1–2 days prior to death 10 13.5
Same day as death 1 1.4

Length of last consultation
5–10 min 8 10.8
10–20 min 26 35.1
20–30 min 14 19.2
30–60 min 21 28.4
Over an hour 4 5.4
Unknown/missing 1 1.4

Reason for consultation
Mental health 39 52.7
Physical health 16 21.6
Mental and physical health 11 14.9
Recent suicide attempt 5 6.8
Current suicide ideation 3 4.1

Type of appointment
Scheduled 65 87.8
Unscheduled 6 8.1
Other (i.e., inpatient consultation) 3 4.1

(continued)

TABLE 3

(continued)

n %

Location of last consultation
Doctor’s surgery 53 71.6
Mental health facility 11 14.9
Patient’s home 3 4.1
General hospital 2 2.7
Community health center 2 2.7
Other 3 4.1

Was follow-up appointment made
Yes 37 50.0
No 33 44.6
Unknown/missing 4 5.5

HCP, health care practitioner.
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In the 28 GPs who were treating a
person who had a psychiatric diagnosis and
was being managed by a mental health ser-
vice, we additionally explored communica-
tions between the GP and mental health
services. In 12 (42.9%) of these cases there

had been no communication received by
the GP.

In 59 cases (79.7%), the deceased had
a diagnosed mental illness at time of last con-
sultation, mostly depression (29.7%) or mul-
tiple diagnoses with comorbid depression

TABLE 4

Suicide Warning Signs and Psychopathology Reported by HCPs and NOK

Health care
professional

Next-of-kin
informants

Differences
in proportions

(p value*)
n % n %

Psychiatric diagnosis at time of last consultation (HCP)/ever (NOK)
Yes 59 79.7 47 63.5 .078
No 14 18.9 22 29.7
Unknown/missing 1 1.4 5 6.8

Past history of suicide attempts or DSH (HCP)/subject previously attempted suicide (NOK)
Yes 33 44.6 43 58.1 .035
No 38 51.4 29 39.2
Unknown/missing 3 4.1 2 2.7

Past history of suicide ideation (HCP)/communicated suicide intent in past year (NOK)
Yes 50 67.6 43 58.1 .185
No 21 28.4 30 40.5
Unknown/missing 3 4.1 1 1.4

Changing will
Yes 2 2.7 18 24.3 .000
No 71 95.9 55 74.3
Unknown/missing 1 1.4 1 1.4

Disposing of possessions
Yes 1 1.4 16 21.6 .000
No 71 95.9 57 77.0
Unknown/missing 2 2.7 1 1.4

Stockpiling pills
Yes 2 2.7 21 28.4 .000
No 71 95.9 51 68.9
Unknown/missing 1 1.4 2 2.7

Acquisition of firearm
Yes 0 0 1 1.4 –
No 74 100 72 97.3
Unknown/missing 0 0 1 1.4

Statements of hopelessness
Yes 24 32.4 53 71.6 .000
No 49 66.2 20 27.0
Unknown/missing 1 1.4 1 1.4

Other suicidal behaviors/statements
Yes 10 13.5 39 52.7 .020
No 64 86.5 35 47.3

HCP, health care practitioner; NOK, next-of-kin; DSH, Deliberate self-harm.
*McNemar’s test; bold results indicate a significance level of .0038.
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(36.5%). In 31 (52.5%) of these cases, there
was communication between the HCP and
mental health services.

DISCUSSION

This study provides corroboration
that NOK of persons who die by suicide
are often aware of explicit and indirect
communications about suicide, including
suicide warning signs, in the month before
their death and that this level of awareness
is greater than that recalled by the treating
HCPs. Communication between HCPs and
NOK was initiated mainly by NOK, with
no communication occurring in around a
quarter of cases identified as being at risk.
These findings suggest that there is the
potential to improve proximal suicide pre-
vention by focusing on strategies that
address communication between HCPs and
family members.

The findings are consistent with pre-
vious studies of the last HCP contact before
suicide where it has been noted that suicide
intent is discussed in the minority of cases
(Draper et al., 2008; Isomets€a, 2001). Yet
NOK reports indicate that they had con-
cerns about suicidality in the majority of
cases. While it is unclear whether these
concerns were present before the last HCP
contact, better communication between
HCP and NOK might have enabled a more
focused suicide risk assessment in the HCP
contact or precipitated a further contact to
address these concerns. One study of family
members bereaved by suicide found that
even when they communicated their con-
cerns about the person’s suicide risk, they
were disappointed by the responses of
health services and often felt excluded from
treatment information (Peters, Murphy, &
Jackson, 2013). In some cases, reassurance
is provided by the HCP regarding suicide
risk (Draper et al., 2008). What is unclear
is the extent to which HCPs explore family
member initiated contact about concerns of
suicide risk as opposed to just providing
reassurance. In this study, family NOK

were more likely to be aware of indirect
communications about suicide, including
suicide warning signs, than HCPs, suggest-
ing that the HCP would need to review the
person in light of the new knowledge. The
responses of the HCP to NOK concerns
are not known, as these were not explored
in the protocol. Also, education about sui-
cide warning signs and relevant communi-
cation skills are important components of
suicide prevention training and should be
widely available to HCPs, including GPs
(Zalsman et al., 2016). Nonetheless, the
present study found a small group of dece-
dents for whom neither the NOK nor the
HCP were aware of any detectable signs of
increased suicide risk (Rudd et al., 2006).
Given the retrospective nature of the PA
study, it is not clear whether the informants
did not have a recollection of such signs or
the deceased had not communicated their
suicide plans.

When a HCP identifies suicide risk
in a patient, guidelines recommend obtain-
ing collateral information and informing
family NOK of the concerns (American
Psychiatric Association, 2003; NCCMH,
2004). Although some patients provide con-
sent for this contact, others object and this
can place the HCP in an ethical dilemma—
is there sufficient concern about suicide risk
to breach confidentiality as recommended
in the guidelines? Some HCPs feel that they
put themselves at risk of a medico-legal
complaint from their patient for breaching
confidentiality in making such contact.
These issues might be sufficient to prevent
or delay family contact.

Apart from providing collateral infor-
mation about suicide risk, HCP initiated
contact with family members at a time of
suicide crisis can provide family members
with hope. A qualitative study from Norway,
in which family members were interviewed
during a psychiatric admission precipitated
by a suicide crisis, reported that this contact
had a positive impact by indicating that they
were trusted by the HCPs, that their con-
cerns were being heard, that there was an
opportunity to be consoled, and that there
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was hope for their relative (Talseth, Gilje, &
Norberg, 2001).

There was also evidence in this study
of poor communication between mental
health services and GPs. For those individu-
als who had been under the care of a mental
health service, in around 50% of cases their
GP had received no communication from
the mental health service. A review of audits
of communication between mental health
services and primary health care involving
the examination of referral requests and dis-
charge summaries found that there were defi-
cits in the quality of communications,
although the specific issue of suicide risk was
not examined (Durbin et al., 2012).

Overall this study suggests that there
is the potential to improve proximal suicide
prevention by focusing on better communi-
cation strategies. Adherence to guidelines
recommending that HCPs communicate
with families and for specialist services to
communicate with GPs when there are con-
cerns regarding suicide risk appear to be an
issue, and efforts are needed to improve this,
perhaps via repeated audits and clinician
feedback (American Psychiatric Association,
2003; NCCMH, 2004). The more challeng-
ing area is in establishing how to better sup-
port families in their communications with
HCPs when they are concerned about the
safety of their relative. A public health
educational campaign aimed at identification
of at-risk individuals, as well as how to

communicate concerns and reduction of
stigma, seems warranted. Improvement of
communication from mental health services
to GPs might require a multifaceted
approach, such as one Australian study
which included executive support, clinical
leadership, stakeholder commitment, align-
ment of reporting on performance standards
with organization-wide safety reporting, and
creation of standardized clinical handover
process (Wood et al., 2009).

There are a number of limitations to
be noted. The study sample size is relatively
small and limited to the NOK and HCPs
of people who died by suicide aged 35 and
over. We cannot be sure that the inter-
viewed NOK contacted the interviewed
HCP and vice versa; we may be missing/
mismatching some communication. Further,
the actual content of the communication is
not clear. We restricted the investigations
to HCPs and NOK who reported contacts
within a month of death, but this ascertain-
ment was based on self-report. The study
focused on suicides aged 35 years and over
and may not be representative of communi-
cation in younger adults.

In conclusion, this study has demon-
strated that family NOK have greater
awareness of suicide communications in the
month before death than HCPs, and that
there are significant gaps in communication
between NOK and HCPs and mental health
services and GPs about suicide risk.
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