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Introduction

	 In	 the	 West,	 suicide	 has	 been	 viewed	
differently	over	time.	When	Greece	was	the	centre	
of	the	Western	civilisation,	suicide	was	viewed	as	
a	moral	response	to	disgrace	and	an	appropriate	
method	 of	 making	 a	 political	 statement.	 Later,	
throughout	 Europe,	 suicide	 became	 a	 legal	
matter,	a	disgraceful	act,	an	insult	to	God,	and	a	
legally	 punishable	 offence.	The	bodies	 of	 people	
who	had	completed	suicide	were	desecrated,	they	
could	 not	 be	 buried	 in	 graveyards	 with	 others,	
and	 their	estates	could	not	be	 inherited	by	 their	
families,	but	were	 forfeited	to	the	state.	In	1821,	
the	 influential	 French	 physician	 Esquirol	 (1)	
declared	 that	 suicide	 was	 a	 medical	 problem.	
Since	 about	 that	 time,	 throughout	 the	 West,	
suicide	has	been	understood	 in	 terms	of	mental	
disorder.	This	paper	contends	that,	while	suicide	
is	 more	 common	 among	 people	 with	 mental	
disorder,	it	also	occurs	in	people	without	mental	
disorder,	 and	 medicalisation	 prevents	 a	 more	
comprehensive	view	of	this	behaviour.	Countries	
in	Asia	are	now	conducting	important	studies	 in	
this	field,	 and	 the	 view	 that	 all	 suicide	 is	due	 to	
mental	 disorders	 needs	 to	 be	 approached	 with	
caution.	
	 The	 concepts	 which	 underpin	 this	 paper	
include	 that	 suicide	 is	medicalised	 when	 any	 of	
the	 following	 apply:	 1)	 suicide	 is	 believed	 to	 be	
a	medical	 disorder	 per	 se,	 2)	 suicide	 is	 believed	
to	 be	 the	 direct	 result	 of	 a	 medical	 disorder	
when	 no	 medical	 disorder	 actually	 exists,																																																													
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and	 3)	 the	management	 suicidal	 behaviour	 that	
is	 not	 associated	with	 severe	mental	 disorder	 is	
deemed	to	be	the	role	and	responsibility	of	mental	
health	professionals.
	 The	 first	 circumstance	 can	 be	 immediately	
excluded	 because	 suicide	 is	 not	 a	 medical	
diagnosis;	 it	 is	 a	 legal	 finding.	 The	 second	 and	
third	 circumstances	 frequently	 depend	 on	 the	
medicalisation	 of	 distress,	 that	 is,	 distress	 is	
misclassified	 as	 a	 mental	 disorder.	 Therefore,	
the	 medicalisation	 of	 distress	 needs	 also	 to	 be	
examined.

Medicalisation

	 Medicalisation	 is	 the	 misclassification	 of	
non-medical	 problems	 as	medical	 problems	 (2).	
It	has	been	discussed	over	recent	decades	 in	the	
Western	 social	 science	 literature	 (3).	 The	 Asian	
literature	(4),	however,	suggests	some	awareness	
and	resistance	to	this	process.
	 Van	 Praag	 (5)	 described	 medicalisation	 as	
a	 process	 by	 which	 “normal”	 human	 behaviour	
and	 experience	 is	 “re-badged”	 as	 a	 series	 of	
medical	 conditions.	 Chodoff	 (6)	 stated	 that	 “the	
human	 condition”	 is	medicalised	 by	 application	
of	 a	 “diagnostic	 label	 to	 various	 unpleasant	 or	
undesirable	 feelings	 or	 behaviors”	which	 are,	 in	
reality,	 “inescapable	 aspects	 of	 the	 fate	 of	 being	
human”.	
	 Examples	include	1)	shyness	being	classified	
as	“social	anxiety”,	2)	promiscuity	being	classified	
as	“sexual	addiction”,	3)	everyday	worrying	being	
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classified	as	“anxiety	disorder”,	and	4)	low	sexual	
desire	in	females	being	classified	as	“female	sexual	
arousal	disorder”.
	 When	medicalisation	 occurs	 and	 a	medical	
explanation	 is	 accepted,	 it	 follows	 that	 a	
treatment	will	be	provided	(7).	Examples	include	
when	ordinary	emotional	distress	 is	classified	as	
psychiatric	disorder	and	treated	with	psychotropic	
medication,	 and	 when	 ordinary	 physical	
conditions	(such	as	baldness	and	overweight)	are	
classified	as	pathological	 states	and	 treated	with	
surgery.	
	 A	number	of	factors	prepared	the	way	for	the	
emergence	 of	 medicalisation.	 Most	 prominent	
among	them	are	1)	the	universal	acceptance	of	a	
very	broad	definition	of	health,	and	2)	the	absence	
of	precise	definitions	for	the	terms	mental	health,	
mental	disorder,	and	mental	health	problems.
	 The	 World	 Health	 Organization	 (WHO)	
defined	“health”	as	“a	state	of	complete	physical,	
mental	and	social	well-being	and	not	merely	the	
absence	 of	 disease	 or	 infirmity”.	 Well-being,	 in	
turn,	 is	 defined	 as	 “a	 contented	 state	 of	 being	
happy,	 healthy	 and	 prosperous”	 (8).	 Thus,	 the	
terms	health	and	well-being	are	interchangeable.	
More	 recently,	 the	WHO	Commission	 on	 Social	
Determinants	of	Health	(9)	advocated	not	only	for	
healthy	lives,	but	also	for	all	individuals	to	live	a	
“flourishing	life”.	Thus,	very	high	expectations	are	
encouraged,	and	a	hangover	following	drinking	or	
a	loss	of	money	at	the	races,	both	of	which	impact	
on	 happiness	 or	 well-being,	 could	 be	 classed	 as	
health	issues	needing	treatment.	
	 “Mental	 health”	 has	 also	 been	 described	
in	 positive,	 optimal	 terms.	 For	 example,	 one	
authority	 states,	 “In	 general,	 mentally	 healthy	
individuals	value	themselves,	perceive	reality	as	it	
is,	accept	its	limitations	and	possibilities,	respond	
to	 its	 challenges,	 carry	out	 their	 responsibilities,	
establish	 and	 maintain	 close	 relationships,	 deal	
reasonably	 with	 others,	 pursue	 work	 that	 suits	
their	 talent	 and	 training,	 and	 feel	 a	 sense	 of	
fulfillment	 that	 makes	 the	 effort	 of	 daily	 living	
worthwhile”	(10).
	 Very	 importantly,	 “mental	 disorder”	
lacks	 a	 satisfactory	 definition.	 The	 Diagnostic	
and	 Statistical	 Manual	 of	 Mental	 Disorders,																													
4th	Edition	(DSM-IV,	11)	states	“…	no	definition	
adequately	 specifies	 precise	 boundaries	 for	 the	
concept	 of	 mental	 disorder”	 (p.	 xxx).	 In	 the	
absence	of	a	definition,	 it	provides	a	description	
which	 begins	 “…each	 of	 the	 mental	 disorders	
is	 conceptualized	 as	 a	 clinically	 significant	
behavioural	or	psychological	syndrome	or	pattern	
that	occurs	in	an	individual	and	that	is	associated	
with	 present	 distress	 or	 disability…”	 (p.	 xxxi).	

This	description	employs	vague,	undefined	terms	
including	 “clinically	 significant”,	 “psychological	
syndrome”,	and	“distress”.	Using	this	description,	
it	 is	 impossible	 to	differentiate	mental	disorders	
from	normal	human	experiences	such	as	guilt	and	
grief,	 although	 the	 man	 in	 the	 street	 and	 most	
health	professionals	believe	a	distinction	can	and	
should	be	made.
	 The	 category	 “mental	 health	 problem”	
has	 been	 used	 (and	 may	 have	 been	 invented)	
in	 Australia	 (12).	 An	 Australian	 Government	
publication	(13)	states,	“A	mental	health	problem	
also	 interferes	 with	 how	 a	 person	 thinks,	 feels,	
and	behaves,	but	to	a	lesser	extent	than	a	mental	
illness.	Mental	health	problems	are	more	common	
and	 include	 the	 mental	 ill	 health	 that	 can	 be	
experienced	 temporarily	 as	 a	 reaction	 to	 the	
stresses	of	life”.	Thus,	the	temporary	reactions	to	
the	stresses	of	life	have,	in	Australia	at	least,	been	
designated	 as	 forms	 of	 “ill	 health”	 and	 thereby,	
the	responsibility	of	the	mental	health	services.	
	 Medicalisation	 	 was	 initially	 blamed	 on	
doctors,	 who	 were	 described	 as	 attempting	
to	 increase	 their	 power	 (and	 the	 term	
“medical	 imperialism”	 was	 coined).	 However,	
balanced	 views	 now	 identify	 many	 “drivers”	 of	
medicalisation	 (14),	 including	 drug	 companies	
who	 seek	 to	 sell	 their	 products	 (15).	 Other	
drivers	 include	 the	 advantages	 of	 the	 sick-role;	
Mechanic	 (16)	 described	 the	 benefits	 of	 the	 sick	
role	as	relief	from	the	responsibility	of	caring	for	
oneself	and	family,	and	from	going	to	work.	Other	
commentators	 believe	 governments	 encourage	
medicalisation	 as	 a	 means	 of	 dealing	 with	
difficult	 social	 problems	 (for	 example,	 lowering	
unemployment	 figures	 by	 placing	 people	 on	
sickness	pensions).
	 The	WHO	has	a	broad	view	of	“health”	and	
advocates	 a	 “flourishing	 life”.	 However,	 health	
departments	have	little	influence	over	most	of	the	
things	 that	 foster	 a	 “flourishing	 life”:	 freedom,	
democracy,	 fairness,	 justice,	 educational	 and	
employment	opportunity,	affordable	housing	and	
transport,	 et	 cetera.	 Medical	 practitioners	 and	
services	 have	 extended	 their	 traditional	 roles	 to	
remove,	 wherever	 possible,	 distress	 associated	
with	 the	 “human	 condition”.	 The	 minimisation	
of	 distress	 is,	 of	 course,	 desirable;	 whether	 this	
should	 be	 achieved	 via	 medicalisation,	 which	
distorts	 some	 medical	 tenants,	 is	 a	 matter	 for	
debate.
	 This	 section	 closes	with	 the	Buddha	 on	 the	
ubiquity	of	pain	in	life:	“Birth	is	painful;	old	age	
is	 painful;	 sickness	 is	 painful;	 death	 is	 painful;	
sorrow,	 lamentation,	 dejection,	 and	 despair	
are	 painful.	 Contact	 with	 unpleasant	 things	 is	
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painful;	 not	 getting	what	 one	wishes	 is	 painful”	
(The	 Sermon	 at	 Benares).	 A	 current	 challenge	
is	 to	 decide	 which	 human	 problems	 are	 health	
problems	and	which,	if	any,	are	not.

Distress Medicalised into Depression

	 The	 term	 “depression”	 has	 at	 least	 two	
meanings,	 one	 is	 colloquial	 and	 another	 is	
technical.	 In	 contemporary	 discussions,	 the	
term	 “depression”	 is	 frequently	 used	 without	
clarification	 about	 which	 meaning	 is	 intended.	
This	is	a	leading	contributor	to	medicalisation	of	
distress.
	 The	 colloquial	 meaning	 of	 “depression”	 is	
low	mood/spirits	of	any	degree,	and	as	a	result	of	
any	cause.	At	one	extreme,	it	can	be	applied	when	
the	mood	is	slightly	lowered	for	a	brief	period,	as	
the	result	of	a	trifling	loss.	At	the	other	extreme	is	
more	severe	lowering	of	mood,	as	the	result	of	a	
great	loss.	
	 When	 used	 in	 a	 technical	 sense	 by	 mental	
health	 professionals,	 the	 term	 “depression”	 is	
used	 to	 refer	 to	 a	mental	 disorder	 (or	 sickness)	
featuring	low	mood/spirit	most	often	called	major	
depressive	 disorder	 (MDD).	 This	 is	 a	 serious	
and	 usually	 recurring	 disorder,	 characterised	
by	 episodes	which	 often	 last	months,	 but	which	
may	 be	 shortened	 by	 treatment.	 Early	 episodes	
of	mood	 disorder	may	 be	 triggered	 by	 unhappy	
events	such	as	 loss	and	 later	episodes	 (relapses)	
may	 occur	 without	 detectable	 triggering	 events	
(losses).
	 Most	 importantly,	 the	 diagnosis	 of	
MDD	 can	 only	 be	 made	 when,	 in	 addition	 to	
persistent	 depressed	mood	 or	 loss	 of	 the	 ability	
to	 experience	 pleasure,	 other	 symptoms	 are	
present.	For	a	diagnosis	to	be	made,	at	least	four	
additional	symptoms	are	required:	these	include	
a	 significant	 change	 in	appetite,	 sleep	problems,	
agitation	 or	 retardation,	 loss	 of	 energy,	 feelings	
of	 worthlessness,	 inability	 to	 concentrate,	 and	
thoughts	of	suicide	(11).
	 A	 common	 example	 of	 the	 way	 distress	 is	
medicalised	is	when	an	individual	who	is	distressed	
by	 an	 everyday	 event	 (for	 example,	 a	 cheating	
lover)	reports	that	he/she	feels	“depressed”,	and	
this	is	taken	to	indicate	“depression”	in	the	mental	
disorder	sense,	even	though	the	other	diagnostic	
criteria	have	not	been	satisfied.	Accordingly,	 the	
sick	 role	 is	 granted	 (paid	 leave	 from	 work	 and	
psychotropic	 medication	 become	 options).	 The	
individual	 may	 not	 claim	 the	 sick	 role;	 it	 may	
be	 that	 well-meaning	 others	 who	 observe	 the	
distress,	 with	 good	 intentions,	 thrust	 the	 sick	
role	on	the	individual.	There	may	be	some	initial	

advantages	 to	 the	 distressed	 individual	 in	 the	
form	of	increased	social	support,	but	in	the	long	
term,	the	disadvantages	of	the	sick	role	out-weigh	
any	advantages.
	 A	 major	 facilitating	 factor	 in	 the	
medicalisation	of	distress	is	that	the	DSM-IV	(11)	
pays	no	attention	to	the	context	in	which	symptoms	
occur	(except	in	the	case	of	bereavement).	If	your	
house	burns	down,	your	spouse	runs	off,	and	you	
are	diagnosed	with	cancer,	all	 in	the	same	week,	
as	long	as	you	have	five	MDD	symptoms	for	two	
weeks,	 you	 can	 be	 diagnosed	 with	 MDD.	 The	
making	of	such	a	diagnosis	is	justified	(according	
to	the	DSM-IV),	even	though	your	friends	believe	
you	 are	 dealing	 very	 well	 with	 a	 nasty	 run	 of	
bad	 luck.	Horwitz	 and	Wakefield	 (17)	make	 this	
criticism	 in	 their	 important	 monograph, The 
Loss of Sadness: How Psychiatry Transformed 
Normal Sorrow into Depressive Disorder.	

How Suicide is Medicalised

	 Suicide	is	not	a	medical	diagnosis;	it	is	a	legal	
finding.	 The	 central	 features	 are	 that	 the	 death	
occurs	as	a	result	of	actions	taken	by	the	deceased,	
and	these	actions	were	taken	with	the	intention	of	
causing	death.
	 As	 mentioned,	 Esquirol	 (1)	 was	 influential	
in	 the	 medicalisation	 of	 suicide	 in	 the	 early	
19th	 century	 (18);	 others	 describe	 this	 process	
commencing	in	the	late	18th	century.	Our	concern	
here,	however,	is	with	current	practices.
	 Much	 Western	 academic	 writing	 has	
contributed	 to	 the	medicalisation	of	suicide.	For	
example,	Moscicki	 (19)	states	 that	“a	psychiatric	
disorder	 is	 a	 necessary	 condition	 for	 suicide	 to	
occur”,	 and	 Jamison	 (20)	 states	 that	 there	 is	
“unequivocal	presence	of	severe	psychopathology	
in	 those	 who	 die	 by	 their	 own	 hand”.	 Some	
authors	state	that	a	psychiatric	disorder	is	present	
in	100%	of	cases	of	suicide	(21,22),	and	estimates	
of	above	90%	are	widely	reported	(23,24).	These	
findings	 are	 based	 on	 psychological	 autopsies:	
evidence	 is	 gathered	 about	 the	 thinking	 and	
actions	 of	 the	 deceased,	 and	 conclusions	 are	
drawn	as	to	whether	or	not	a	mental	disorder	was	
been	present.	These	are	retrospective	studies,	and	
there	are	serious	reservations	about	their	validity	
and	 reliability	 (25–27)	 and	 the	 quality	 of	 the	
diagnostic	 instruments	that	are	used	(28).	Thus,	
the	scientific	quality	of	psychological	autopsies	is	
not	proven.
	 Even	 if	 the	methodological	 issues	 could	 be	
overcome	with	 certainty,	 the	possibility	 remains	
that	distress	may	be	medicalised	and	recorded	as	
a	mood	disorder.	It	is	reasonable	to	assume	that	
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all	 those	 who	 complete	 suicide	 are	 distressed,	
and	therefore,	psychological	autopsy	provides	the	
opportunity	for	misclassification.
	 Recent	 Asian	 psychological	 autopsy	 studies	
have	provided	different	 results.	An	Indian	study	
(29)	 found	mental	 disorder	 in	 less	 than	 40%	 of	
decedents,	and	studies	of	young	people	in	China	
(30,31)	 have	 found	 an	 Axis	 I	 disorder	 in	 less	
than	 50%	 of	 decedents.	 A	 report	 from	 Korea	
(32)	 found	 that	 “the	current	suicide	epidemic	 in	
Korea	has	social	origins”.	Given	the	potential	for	
psychological	 autopsies	 to	 medicalise	 distress,	
findings	 that	 psychiatric	 disorder	 is	 present	
in	 less	 than	 50%	 of	 the	 deceased	 suggests	 that	
medicalisation	of	suicide	is	much	less	common	in	
Asia	than	in	the	West.	
	 Another	opinion,	based	not	on	psychological	
autopsies	 but	 on	 historical	 documents	 and	
qualitative	material,	acknowledges	that	suicide	is	
more	common	among	those	with	mental	disorder,	
but	holds	 that	 suicide	 can,	 and	 likely	 frequently	
does	 occur,	 in	 the	 absence	 of	 mental	 disorder	
(33,34).	 It	 should	 be	 mentioned	 that	 Western	
sociological	autopsies	and	reviews	have	provided	
support	 for	social	 factors	contributing	 to	suicide	
(35–37).
	 In	 addition	 to	 the	 psychological	 autopsy	
studies,	 a	 range	 of	 other	 actions	 encourage	 the	
medicalisation	of	suicide.	
	 Officials	 (coroners,	 magistrates,	 et	 cetera,	
depending	 on	 local	 regulations)	 closely	 examine	
cases	of	suicide	for	evidence	of	health	professional	
negligence	 or	 neglect,	 and	 frequently	 make	
negative	 findings	 (usually	 considered	 by	 the	
involved	 health	 professionals	 to	 be	 unjustified).	
By	 this	 process,	 officials	 reinforce	 the	 view	
that	 suicide	 is	 a	 psychiatric	 phenomenon	 and	 a	
matter	 of	 medical	 responsibility.	 Newspapers	
report	these	findings	and	supplement	them	with	
additional	 details.	 The	 police	medicalise	 suicide	
by	 seeking	 to	 transfer	 everyone	 they	 apprehend	
who	 mentions	 suicide	 into	 the	 hospital	 system.	
They	 are	 motivated	 by	 the	 reasonable	 desire	
to	 avoid	 the	 hassles	 associated	 with	 a	 death	 in	
custody.	
	 Suicidal	 thoughts	 (whether	 arising	 out	 of	
mental	 disorder	 or	 non-disorder	 distress)	 are	
terrifying	to	the	individual	and	his/her	associates,	
leading	to	a	rush	to	a	place	of	“safety”	(the	hospital).	
This	 is	an	understandable	and	often	appropriate	
response	 in	 contemporary	 life,	 but	 can	 also	 be	
viewed	in	the	context	of	medicalisation.
	 Self-help	 groups,	 some	 researchers	 and	
clinicians,	and	policy	writers	promote	the	notion	
that	 suicide	 is	 universally	 the	 result	 of	 mental	
disorder,	 because	mental	 disorder	 is	 potentially	

treatable,	 and	 this	 notion	 allows	 the	 welcome	
belief	that	a	path	to	suicide	prevention	is	readily	
available.
	 When	 suicide	 has	 occurred,	 family	
members	may	prefer	to	believe	and	promote	the	
explanation	that	the	deceased	must	have	suffered	
an	unrecognised	or	untreated	mental	disorder,	as	
a	means	of	deflecting	responsibility	away	from	the	
deceased	and	survivors.
	 The	 great	 disadvantage	 of	 all-suicide-is-
caused-by-mental-disorder	 thinking	 is	 that	
important	social,	cultural,	economic,	and	political	
factors,	 about	 which	 much	 might	 be	 done,	 are	
neglected	 in	 favour	 of	 the	 medical	 solution.	
Relevantly,	 the	 medical	 solution	 has	 been	 the	
focus	 of	 national	 suicide	 prevention	 strategies	
around	the	world,	but	none	of	these	have	reduced	
national	suicide	rates	(38).	
	 Another	 disadvantage	 of	 the	medicalisation	
of	 suicide	 is	 that	 it	 leads	 to	 suicidal	 behaviour	
becoming	a	socially	acceptable	response	to	distress	
(certainly,	this	is	the	case	among	young	people	in	
the	West).	Thus,	medicalisation	of	suicide	makes	
suicidal	responses	more,	rather	than	less,	likely.
	 Those	 individuals	 who	 have	 a	 mental	
disorder	and	are	at	a	risk	of	suicide	should	receive	
all	 possible	 help.	 At	 times	 of	 acute	 risk,	 they	
should	be	kept	as	safe	as	possible	and	the	mental	
disorder	treated.	Special	supervision	and	support	
may	 be	 necessary	 and	 involve	 admission	 (at	
times,	involuntary)	to	the	hospital.	The	individual	
who	 has	 lost	 all	 interest	 in	 food	 and	 fluid	 may	
need	 special	 treatment	 for	 malnutrition	 and	
dehydration,	 with	 a	 view	 to	 preserving	 life	 long	
enough	for	treatment	to	take	effect,	and	emergency	
electroconvulsive	therapy	may	be	necessary.	This	
is	 not	 medicalisation,	 but	 appropriate	 medical	
care.
	 Support	can	come	from	family,	friends,	clergy,	
teachers,	 and	 a	 range	 of	 people	with	 experience	
of	 the	world.	However,	 the	 traditional	 extended	
family	 and	 religion	 currently	 provide	 less	 social	
support	 than	 formerly	 (certainly	 in	 the	 West),	
and	 scholars	 (39,40)	 describe	medicalisation	 as	
compensating	for	this	social	change.

Limitations of This Paper

	 The	 limitations	 of	 this	 study	 include	
that	 it	 is	 the	 opinion	 of	 one	 individual,	 and	 as	
such,	 incorporates	 biases.	 Nevertheless,	 it	 is	
based	 on	 decades	 of	 clinical	 observations	 by	 a	
trained	psychiatrist.	 It	 takes	 a	 rigid	 view	on	 the	
nature	 of	 mental	 disorders.	 It	 conceptualises	
the	 responsibilities	 of	 mental	 health	 services	
as	 primarily	 the	 treatment	 of	 mental	 disorders,	
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while	 current	 thinking	 is	 tending	 to	 broaden	
these	 out	 to	 include	 mental	 health	 and	 mental	
health	 problems.	 More	 flexible	 views	 of	 the	
responsibilities	 of	 mental	 health	 services	 have	
been	described	(41).

Summary

	 Medicalisation	 is	 the	 misclassification	 of																																																																																																															
non-medical	 problems	 as	 medical	 problems	
(2).	 It	 leads	 to	 poor	 outcomes	 and	 distorts	 our	
understanding	of	phenomena.	The	medicalisation	
of	 distress	 and	 suicide	 deserves	 close	
consideration.
	 Suicide	is	a	piece	of	behaviour	that	is	a	final	
common	 pathway	 out	 of	 various	 distressing	
situations/predicaments	 (34).	 One	 of	 these	
distressing	 situations/predicaments	 is	 serious	
mental	 disorder,	 particularly	 MDD,	 especially	
when	 the	 disorder	 is	 untreated	 or	 unresponsive	
to	 treatment.	 The	 distress	 associated	 with	 a	
predicament,	however,	may	not	meet	the	diagnostic	
criteria	 of	 a	 mental	 disorder.	 Importantly,	 the	
High	 Court	 of	 Australia	 has	 found	 that	 suicide	
“may	or	may	not	involve	mental	illness”	(42).
	 Medicalisation	is	facilitated	by	the	very	broad	
WHO	definition	of	health,	and	the	very	imprecise	
DSM-IV	definition	of	mental	disorder.	
	 It	 is	 frequently	 unrecognised	 that	
medicalisation	(for	example,	treating	a	distressed	
person	as	 if	 they	 are	 sick	 as	 an	act	 of	 kindness)	
is	stigmatising	and	often	disadvantageous	to	 the	
development	of	that	individual.	
	 Suicide	 can	 be	 medicalised	 via	 different	
processes,	 including	 being	 considered	
synonymous	with	mental	disorder,	by	concluding	
that	 it	 has	 been	 triggered	 by	 a	 mental	 disorder	
when	 no	 such	 disorder	 exists,	 and	 by	 suicidal	
behaviour	that	is	not	the	result	of	mental	disorder	
being	cast	as	the	role	and	responsibility	of	mental	
health	professionals.
	 In	 the	 West,	 psychological	 autopsies	 have	
been	 influential	 in	 the	medicalisation	of	suicide:	
they	 have	 frequently	 found	 that	 100%	 of	 those	
who	 completed	 suicide	 have	 suffered	 mental	
disorder.	 The	 psychological	 autopsy	 method,	
however,	 has	 scientific	 limitations.	 In	 Asia,	
psychological	 autopsies	 have	 found	 mental	
disorders	less	commonly	(often	in	less	than	50%	
of	 cases).	 These	 differences	may	 be	 attributable	
to	 greater	medicalisation	 in	 the	West,	 but	 other	
cultural	factors	are	probably	also	important.	
	 Other	 actors	 also	 play	 a	 role	 in	 the	
medicalisation	 of	 suicide,	 including	 coroners,	
police,	 self-help	 groups,	 some	 researchers	 and	
clinicians,	policy	writers,	and	grieving	families.
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