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ABSTRACT: Suicide is an important public health problem for which we have an inadequate
public health database. In the United States, decisions about whether deaths are listed as sui-
cides on death certificates are usually made by a coroner or medical examiner. These certification
decisions are frequently marked by a lack of consistency and clarity, and laws and procedures for
guiding these decisions vary from state to state and even from county to county.

Without explicit criteria to aid in this decision making, coroners or medical examiners may be
more susceptible to pressures from families or communities not to certify specific deaths as sui-
cide. In addition, coroners or medical examiners may certify similar deaths differently at differ-
ent times. The degree to which suicides may be underreported or misclassified is unknown. This
makes it impossible to estimate accurately the number of deaths by suicide, to identify risk fac-
tors, or to plan and evaluate preventive interventions.

To remedy these problems, a working group representing coroners, medical examiners, statis-
ticians, and public health agencies developed operational criteria to assist in the determination of
suicide. These criteria are based on a definition of suicide as *death arising from an act inflicted
upon oneself with the intent to kill oneself.” The purpose of these criteria is to improve the valid-
ity and reliability of suicide statistics by: (1) promoting consistent and uniform classifications; (2)
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making the criteria for decision making in death certification explicit; (3) increasing the amount
of information used in decision making; (4) aiding certifiers in exercising their professional judg-
ment; and (S) establishing common standards of practice for the determination of suicide.

KEYWORDS: pathology and biology, suicide, death certificates, criteria

Each year death certificates are filled out by thousands of different certifiers. On each
death certificate the manner of death must be indicated as either ‘“natural,” ‘‘accident,”
“suicide,” ““homicide,” or “‘could not be determined”’ (Fig. 1). State laws usually require
that when a death is a suspected suicide or homicide, a medical examiner ot coronet com-
plete the death certificate. Although the accuracy of one single certificate may not appear
important, collectively the enormous number of death certificates filed becomes the primary
data source for mortality statistics in the United States. These data in turn affect the course
of health care research, the flow of resources, and, ultimately, public health policy. As the
eighth leading cause of death among Americans [7], suicide represents a major public health
concern and a manner of death particularly subject to inaccurate determination. While this
may result in a significant understatement of the actual number of suicides, there is no way
at the present time to quantify the size of this understatement; estimates range from 10 to
50% [2-7]. Since public health priorities ate influenced by the perceived magnitude of the
problem, underreporting suicide can adversely affect competition of worthy suicide re-
search, prevention, and intervention efforts for finite resources. Improving the accuracy of
suicide determination would enhance our ability to direct an appropriate level of resources to
appropriate parts of this crucial problem. In addition, since inaccurately certified or unre-
ported suicides might have characteristics different from those of reported suicides, more
accurate reporting may improve our understanding of the risk factors for suicide and uiti-
mately improve our ability to prevent these deaths.

Many factors work against valid and reliable certification of suicide {8, 9]. The determina-
tion of suicide requires establishing that the death was both self-inflicted and intentional.
For most certifiers, establishing intentionality is the most difficult criterion. The coroner’s or
medical examiner’s suspicion of suicide may be overridden by his or her reluctance to impose
social stigma, guilt, and a possible loss of insurance benefits on a suicide victim’s family.
Many certifiers lack explicit criteria for assessing suicidal intent. Without specified criteria,
certifiers might seek and collect a more narrow range of evidence concerning intent [/0].
Thus, a certifier may conclude that a death was not a suicide because the available evidence
proving intent was not collected. In other words, with respect to intent, absence of evidence
is not evidence of absence.

Some certifiers might require a suicide note for certifying a death as suicide. Yet, only
about one third of those who actually commit suicide leave suicide notes [/]]. Forensic sci-
ence experts may also differ widely on the proper certification of deaths for decedents who
were psychotic, very young, or intoxicated with alcohol or drugs [7].

True suicides may be certified as “‘accidents’ or “deaths from natural causes’ or listed as
“manner of death undetermined.” Each inaccurate certification of a true suicide becomes
an error in certification for the alternative manner of death reported: accidental, natural,
homicide, or undetermined.

With these public health implications in mind, a working group was formed to develop
operational criteria for the determination of suicide (OCDS) and thereby improve national
suicide statistics.. Representatives from a number of interested organizations comprised the
working group: the American Academy of Forensic Sciences (AAFS), American Association
of Suicidology (AAS), Association of Vital Records and Health Statistics (AVRHS), Centers
for Disease Control (CDC), International Association of Coroners and Medical Examiners
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FIG. 1—-U.S. Standard Certificate of Death.

(IACME), National Association of Counties (NACOQ), National Association of Medical Ex-
aminers (NAME), and National Center for Health Statistics (NCHS). The representatives
developed operational criteria and refined them by obtaining comments from their respec-
tive organizations on multiple revisions. Other leaders in the areas of suicide and medical
and psychiatric classification critiqued drafts of the criteria, and their comments were re-
viewed and incorporated by the group.
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Criteria for the Determination of Suicide

Self-Inflicted

There is evidence that death was self-inflicted. This may be determined by pathological
(autopsy), toxicological, investigatory, and psychological evidence, and statements.of the
decedent or witnesses.

Intent

There is evidence (explicit, implicit, ot both) that at the time of injury the decedent in-
tended to kill himself or herself or wished to die and that the decedent understood the proba-
ble consequences of his or her actions.

1. Explicit verbal or nonverbal expression of intent to kill self.
2. Implicit or indirect evidence of intent to die, such as

¢ preparations for death inappropriate to or unexpected in the context of the dece-
dent’s life,

¢ expression of farewell or the desire to die or an acknowledgment of impending death,

¢ expression of hopelessness,

e expression of great emotional or physical pain or distress,

effort to procure or learn about means of death or to rehearse fatal behavior,

e precautions to avoid rescue,

¢ evidence that decedent recognized high potential lethality of means of death,

¢ previous suicide attempt,

e previous suicide threat,

o stressful events or significant losses (actual or threatened), or

e serious depression or mental disorder.

Elaboration of Specific Terms for the Determination of Suicide

The following discussion of specific terms and parts of the criteria is meant to reduce
ambiguity and clarify the actual use of the criteria in certifying deaths.

Self-Inflicted

Pathological evidence from an autopsy may indicate the relative probability of a particular
injury being self-inflicted. A bullet wound is more likely to have been self-inflicted, for exam-
ple, if autopsy evidence indicates that a gun had been fired from a distance close enough to
leave powder burns on the skin or to cause a contact wound.

Toxicologic evidence might indicate if death resulted from a potentially lethal substance
that was accessible to the decedent. Toxicologic screens are limited, however, by their sensi-
tivity and specificity and by the range of specific toxins they are designed to detect. A full
analysis, however, might pick up any drug or metabolite. In addition, an individual may
survive long enough to allow the substance to “metabolize away” or diminish to a nonlethal
or nondetectable level. In many possible suicides, toxicologic studies may not have been
performed if suicide had not been suspected or if appropriate specimens had not been ob-
tained at the time of death.

Investigational evidence includes data from police reports; photographs, notes, and dia-
grams from the scene of death; and information collected from the deceased’s medical or
mental health records.

Psychological evidence includes explicit or implicit evidence that the decedent planned to
harm himself or herself based on observed behaviors, communications, and characteriza-
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tions of personality, habit, and life-style. This evidence may be gathered through interviews
with family, friends, employers, physicians, and others in a position to provide relevant in-
formation about the decedent. Standardized interview formats for such investigations are
available and can be routinely completed with a minimum of time and personnel for most
cases. Routine police reports of death investigations frequently do not provide the minimum
necessary information.

Statements by the deceased can also constitute evidence as to whether or not the injury was
self-inflicted. Verbal statements may have been made indirectly in the course of conversa-
tion, directly to a witness, or recorded on audiotape or videotape. Written statements may
include diaries, letters, drawings, or notes (handwritten, typed, or stored in a word proces-
sor, tape, or diskette).

Intent

Whether or not the decedent intended to kill himself or herself is usually more difficult to
determine than whether the injury was self-inflicted or not. “Intent’ requires that the dece-
dent knew or had in mind that a specific act would probably result in death. Alcohol, drugs,
mental illness, or youth may all contribute to an individual’s inability to have the mental
capacity to form intention. But evidence that the decedent consumed a large amount of alco-
hol before death, for example, does not by itself demonstrate inability to form intent. In such
a case, the investigator should attempt to determine whether or not evidence demonstrated
that the subject had intended to kill himself or herself before becoming too intoxicated to
form intent. About 25% of all suicides involve recent alcohol consumption [/2]. In all such
cases, the specific relationship of alcohol consumption to formation of intent should be ex-
amined. Similarly, mental illness does not make it impossible to form intent: it is important
to look for specific evidence that the deceased understood and intended the likely conse-
quences of this act near the time he or she decided to proceed with the act. Conversely,
evidence may suggest that the decedent had an impaired state of consciousness or impaired
judgment at the time the critical decision was made; impairment may have been due to alco-
hol, drugs, metabolic state, or illness.

Specific types of evidence often suggest that death resulted from unintended or accidental
injuries. First, evidence may show that the subject intended to survive. The subject may have
a history of carelessness, poor judgment, or previous unintentional injuries similar to the
fatal injury. In the case of death as a result of drug or alcohol overdose, a subject’s history of
nonfatal abuse of the same substances suggests that the fatal overdose might have been unin-
tentional. A history of previous misuse of a fatal modality with evidence that self-destructive
consequences were not intended (such as playing with loaded guns, driving recklessly, or
playing on high, unprotected ledges) suggests that death might have been unintentional.
Finally, evidence that the subject did not recognize the high potential lethality of the means
of injury could indicate the death was unintentional.

Several types of death present more difficult decisions to the person completing the death
certificate. Since even experts disagree as to whether or not Russian roulette should be classi-
fied as suicide, establishing criteria for such decisions is essential. Drug or alcohol intoxica-
tion raises the difficult questions of whether or not the fatal outcome was intended or acci-
dental and whether or not the individual had the mental capacity to form intention. Single
motor-vehicle crashes may result from suicidal behavior, for instance, and may be too com-
monly dismissed as “accidents” [/3]. Intent is often difficult to determine in the following
situations: (1) when death is delayed or when it is the unanticipated consequence of a poten-
tially self-destructive act; (2) when a body is never found; (3) when drownings, leaps, or falls
are unwitnessed; or (4) when the death is of a child too young to realize the consequences of
jumping from a window, swallowing poison, or running in front of a car.

In these criteria, the term “implicit evidence of intent” refers to an indicator of intent
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communicated by the decedent but not explicitly stated; ‘‘indirect” evidence includes what
are commonly called “risk factors.” A risk factor is an attribute or exposure that is associ-
ated with an increased likelihood of suicide; a risk factor is not necessarily a causal factor. A
family history of suicide, for example, is a risk factor but not an implicit indicator of intent
or implicit evidence of an intention to commit suicide.

Specific Phrases and Criteria Related to Intent—Explanations and Examples

The types of evidence of intent that follow are not listed in order of significance or impor-
tance. Examples of verbal expressions include written diary notes, audiotape recordings,
and videotape messages; nonverbal expressions might include drawings or a very recent,
potentially lethal attempt where a timely discovery led to rescue. This list is not meant to be
exhaustive. Recent behaviors and feelings are deemed more important, but historical data
also bear on the decision. Serious depression, for example, is usually a recurrent problem,
and a person who has experienced a serious depression in the past is at higher risk of another
depressive episode years later [/4].

1. Preparations for death inappropriate to or unexpected in the context of the decedent’s
life. Examples: Unexplained giving away of possessions and making provisions for the future
care of children or pets.

2. Expression of farewell or the desire to die or an acknowledgment of impending death.
Examples: “I won’t be here to be kicked around anymore’’; “You were real important to

., 6 ", e ”, 4

me”’; “Have a good life”; ““You'll be sorry when I'm gone”’; “‘I can’t stay around to face the
futare.”

3. Expression of hopelessness. Examples: ‘It just doesn’t matter anymore’’; “It wouldn’t
make any difference if I . . .””; ““What’s the use of . . .?”" Actions signaling hopelessness

include giving up activities or medical treatments that are clearly necessary to sustain life.

4. Expression of great emotional or physical pain or distress. Examples: ‘“This pain is
kiiling me; I can’t stand it anymore”; “I cannot live like this’’; ““It is too much for me to
take.” Indirect manifestations of extreme pain may be seen in failures to obtain relief from
standard medical treatments.

5. Effort to procure or learn about means of death or rehearse fatal behavior. Examples:
Recently purchasing firearms or ammunition, stockpiling potentially lethal drugs, purchas-
ing rope, and obtaining access to high places.

6. Precautions to avoid rescue. Examples: Locking doors, going to a prearranged, se-
cluded place, telling lies about one’s whereabouts, and arranging to be alone.

7. Evidence that decedent recognized high potential lethality of means of death. Exam-
ples: A pharmacist or physician taking an overdose of a highly lethal drug or the decedent’s
“researching” different drugs to determine their degree of lethality.

8. Previous suicide attempt. Previous attempts include self-destructive acts carried out
with the goal of killing oneself or with an awareness that the consequences could be lethal.
The more recent attempts and those with a high potential lethality may be more significant
indicators of intent. Previous attempts, however, need not be recent or potentially highly
lethal. Furthermore, the methods used in the previous attempts may differ.

9. Previous suicide threat. A “‘threat” need not be a coercive statement made to force
another person to do something—it can be a statement of intent, Examples of threats in-
clude playing with a gun and saying “I'm going to shoot myself.”” Thoughts or fantasies
about suicide (such as an imagined reunion with a dead relative) should be differentiated
from threats, although questions about such thoughts or fantasies should be asked.

10. Stressful events or significant losses (actual or threatened). Examples: Loss of a rela-
tionship (with a boyfriend, girifriend, child, or spouse), intangible losses (not being elected
to a desired office or being passed over for a promotion), loss of seif-esteem, or financial
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losses. Anticipating difficult changes may constitute severe stress, even when those changes
represent ‘‘desired’’ transitions such as leaving for college or getting promoted at work.

11. Serious depression or mental disorders. Depression is not used here to refer to a brief
period of sadness. It is a mental disorder characterized by a serious and pervasive loss of
pleasure and loss of interest in one’s usual activities that lasts at least two weeks. Additional
signs of depression include sadness, sleep disturbances, difficulty concentrating, excessive
guilt ruminations, loss of energy, loss of appetite, or a marked change in weight. Since de-
pression is usually a recurrent disorder, a past history of depression may indicate a persistent
problem. A person may commit suicide when he or she appears to be recovering or getting
more energy. Depression or another mental disorder need not have been diagnosed by a
mental health professional. Signs of impairment by a mental disorder might include inability
to care for oneself, inability to maintain relationships, or previous psychiatric hospitaliza-
tion. Other mental disorders include manic state or manic-depressive illness, difficulty con-
trolling impulses, psychoses, substance abuse disorders, and organic mental disorders. A
person with a mental disorder may commit suicide in response to a perceived command that
was part of a hallucination (for example, ‘*“My mother is calling me to join her in heaven”;
“The space creatures told me that if I did not kill myself they would torture me.”).

Applications of These Criteria

These criteria are meant to aid decision makers in exercising their judgment, not to re-
place judgment with a mathematical formula for decision making. These criteria are in-
tended as guidelines to promote accuracy, consistency, and uniformity in certifying and re-
porting suicide. They are also intended to make the decision making process more explicit,
which can help decision makers minimize bias and resist family and community pressures to
avoid calling a death a suicide.

The definition of suicide implicit in these criteria is ‘‘death arising from an act inflicted
upon oneself with the intent to kill oneself.” Thus, the two fundamental questions for the
decision maker are (1) whether or not the injury was self-inflicted and (2) whether or not the
decedent intended to kill himself or herself. The criteria are designed to allow separate and
sequential determinations of a death as being self-inflicted and intentional.

Absolute certainty is not the goal in certifying deaths. With respect to suicide deaths in
particular, no decision maker will ever be certain of the decedent’s intent because the dece-
dent is unavailable for questioning and because almost everyone who contemplates suicide
has some degree of ambivalence [/5]. Rather than absolute certainty, a ‘‘yes” or *‘no”” deci-
sion is needed representing the decision maker’s best judgment after collecting and review-
ing all the evidence. These criteria can help decision makers specify the types of evidence
that should be collected and used in the decision. The criteria specify, for example, that
information about the decedent’s past mental health, previous suicidal behavior, and recent
communications with acquaintances should be collected and considered. Determining the
manner of death will not result from applying a mathematical formula to the yes and no
answers for various criteria. Instead, the basis for the decision should correspond to the legal
notion of ‘“‘the preponderance of the evidence’; otherwise stated, it is an opinion based on
“reasonable probability.” Obviously, certain types of evidence may be helpful in deciding
between suicide and homicide, for example, and other types of evidence may be helpful for
deciding between suicide and accident.

The relative importance of particular criteria may vary with the victim’s age, sex, race, or
socioeconomic status. Among young persons who commit suicide, for example, depression
may be uncommon; among older persons, depression may be very common. Similarly, seri-
ous mental disorders may be expressed differently among young persons. Manic-depressive
iliness might be easily diagnosed in an adult who has had several episodes of depression and
at least a single manic episode. In a young person with no history of full-blown manic or
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depressive episodes, however, the diagnosis might be suggested only by a labile mood, im-
pulsivity, family history of manic-depressive illness, and a positive response to treatment
(lithium).

Since these criteria indicate the kinds of information that should be collected during the
investigation of possible suicides, they should be available to the investigator before and
during the investigation. Criteria could be printed on a pocket reference card that would be
available to the investigator if he or she wishes to use it. They might also be printed on the
investigation report form, but labeled “Guidelines.” This would allow the decision making
process to be reconstructed in difficult cases and would also document cases that are subse-
quently reviewed for legal or quality assurance purposes. The criteria could be incorporated
into software packages now being developed to assist both in analyzing data and in prepar-
ing medical examiner reports [/6]. The criteria could help in training personnel who investi-
gate or certify possible suicides. Teaching a procedure that has been made explicit through
criteria specification is easier than teaching an “intuitive’” process. These criteria could also
be used to analyze the quality of the death certification process, since case reviewers could
identify both the amount and content of the information upon which the decision about
manner of death had been made and the decision making process itself.

Discussion

Accurate determination of true suicide deaths is essential in identifying high-risk groups
and targeting preventive programs and interventions to those groups. Recognizing that spe-
cific subpopulations, such as white males or Native Americans, are at increased risk is an
outgrowth of suicide reporting [/7, [8]. Although our presently imperfect suicide statistics
are useful, the possibility of systematic and selective certification errors may undercut our
ability to identify other potential groups at high risk for suicide [/9]. For example, certifiers
who discount suicide as a possible manner of death in younger children may skew reported
suicide rates toward older age groups. We need more educational materials to highlight the
differences between adult and child suicide.

Consistent and accurate suicide certification also allows us to follow trends. Among young
persons today, firearms are the most frequently used method of suicide, whereas at the turn
of the century hanging and poisoning were more common [20,21]. Such trend information is
vital in assessing the potential and actual impact of prevention strategies. For example,
lower suicide rates in Great Britain following the conversion of household fuel supplies from
carbon-monoxide-containing coal gas to less lethal natural gas demonstrate the beneficial
effects of changing the availability of one method of suicide [22].

Additionally, accurate determination of suicide deaths is important for understanding
suicide risk factors and causes. Long-term outcomes of various disease processes and events
have been determined through analyses of death certificates. For example, causes of mortal-
ity for persons with mental disorders such as schizophrenia, alccholism, and depression have
been identified by matching treatment records with death certificates [23-25]. From this
type of study, epidemiologists can estimate the lifetime risk of suicide, the years of potential
life lost to suicide, or the health care costs attributable to suicide for these disorders. The
relative frequency of suicide is also being examined for persons with specific exposures, such
as military service in Vietnam [26]. Adverse perinatal events also have been reviewed as risk
factors for adolescent suicide in a study linking hospital records with death certificates [27].
The recently inaugurated Nationat Death Index will allow large studies of this sort to be
conducted.

Factors temporally associated with suicide have been identified from medical examiner
data. Toxicology studies have documented how commonly suicidal persons consume alcohol
just before death [28, 29]. Other toxicologic studies have provided information on the specific
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substances ingested in suicides by overdose and show the predominance of overdose suicides
by antidepressant medications. This information may be important in preventing suicides by
improving prescribing practices [30].

The death certificate or medical examiner’s file may be a starting point for more in-depth
studies that relate sociological and psychological characteristics to suicide. Information be-
yond that on a death certificate or in a medical examiner’s file has been obtained through
interviews termed ‘‘psychological autopsies.” One such study of deaths classified as suicide
highlighted the negative impact of the recent loss of a significant other on the decedent [31].
Although these studies require information sources beyond death certificates, their founda-
tion is the identification of valid cases of suicide as determined by the certifier.

The operational criteria for the determination of suicide (OCDS) will improve suicide de-
termination by standardizing the type of information collected and incorporated into deter-
mining the manner of death. The certifier is more likely to identify a suicide correctly when
the case file contains objective information regarding intent to die. Certifying districts might
develop checksheets for case files that could be used in all types of cases referred to the
coroner or medical examiner (see Appendix for example). The checksheet would provide
documentation either for or against the decedent’s intent to die. Thus, the process for infor-
mation collection becomes systematic. These data, when routinely collected, will form a
practice standard for determining cause of death. The OCDS will allow more meaningful
comparisons of vital statistics data among various geographic, age, racial, and socioeco-
nomic groups. Such comparisons would more closely reflect actual differences in rates of
occurrence, rather than different practices for determining mode of death.

We hope these criteria will be disseminated, used, and subsequently revised to incorporate
the suggestions of medical examiners and coroners. We also hope to measure the validity,
sensitivity, and specificity of these criteria and to revise them in light of these measurements.
And we will look for ways to make them clearer, more practical, and more useful.

From its inception, the working group felt that the role of the Centers for Disease Control
(CDC) and the National Center for Health Statistics (NCHS) was to catalyze the process of
criteria development by helping to bring the relevant parties together; because the group did
not want these criteria to be government guidelines imposed upon certifiers, the group did
not seek official government endorsement. Because the primary users of these criteria are
medical examiners and coroners, we presented the criteria to the International Association
of Coroners and Medical Examiners. Their executive board approved the criteria in June
1987. Representatives of the National Association of Medical Examiners participated in
every step of criteria development. These criteria were also presented to the American Asso-
ciation of Suicidology (AAS) membership—which includes psychiatrists, psychologists, and
suicide prevention researchers and practitioners—several times during the course of their
development. While the AAS does not endorse scientific research or findings, their board of
directors in May 1987 officially recommended dissemination of these criteria.

Disseminating and successfully implementing the OCDS will depend on the initiative of
relevant individuals and organizations such as those involved in developing the criteria. To
assist in their dissemination, the working group is developing a training manual and con-
ducting research to assess the validity and value of the criteria, and to assess such character-
istics as intra- and inter-observer variability. Widespread adoption of these criteria could
result in an apparent increase in reported rates of suicide. It will be important to understand
the effect of these criteria in changing reported suicide rates so that future rates could still be
compared to historical rates and so that the effect of any reporting artifacts could be esti-
mated.

Suggestions or inquiries should be addressed to OCDS Working Group, c/o Division of
Injury Epidemiology and Control, Center for Environmenta] Health and Injury Control,
Centers for Disease Control, Atlanta, GA 30333.
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APPENDIX

Example of a Questionnaire For Possible Use by Medical Examiners and Coroners

Write

Fill in every column and row.

I o=

oK

respondent was not asked

Use the following codes:

yes, decedent showed positive evidence of Intent to die
no, decedent showed evidence contrary to Intent to die
there was no evidence relating to this category, or respondent did not know

in details for any Y or N codes,

Source of Information
Acquaint-
ance

Family Other

Details

Explicit expression of decedent's intent to die:

Verbal statement

Handwritten suicide note,
unambiguous

Recorded statement, e.g.,
audio tape, word processor
disk, typewritten note,
video tape

Implicit or indirect evidence of decedent's intent to die:

Expressions by the decedent
of farewell, desire to die
or acknowledgement of
impending death

Expressions by the decedent
of hopelessness

Expressions by the decedent
of great emotional or
physical pain or distress

Expressions by the decedent

that the decedent recognized
high potential lethality of

means of death

Efforts or actions by the
decedent to prepare for
death, inappropriate to

or unexpected in the context
of his or her life
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6. Efforts or actions by the
decedent to procure or
learn about means of death
or rehearse fatal behavior

7. Efforts or actions by the
decedent or precautions to
avoid rescue

8. Decedent's history of
previous suicide attempt

9. Decedent's history of
previous suicide threat

10. Decedent's history of
stressful events or
significant losses (actual
or threatened)

11. Decedent's history of
serious depression or
mental disorder
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