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Presentation abstract: 
 

The questions we ask in research inform the types of answers we can find. This presentation 

argues that suicidological research has been harmfully limited by the questions it asks. 

Specifically, I argue that empirical suicidology’s emphases on quantifying suicide attempts and 

suicide fatalities, without equal attention to morbidity, has led to significant gaps in our 

knowledge about suicide and overestimations of the benefits of suicide prevention 

interventions. 

To make this point, this presentation focuses on the case of means-restriction interventions 

(MRIs). MRIs seek to prevent suicide deaths by restricting access to lethal means of suicide. 

Popular examples of MRIs include the construction of bridge barriers to prevent jumping and 

policies restricting the purchases of guns and pesticides. The general consensus in empirical 

suicidological research is that MRIs reduce suicide fatality rates at the site of intervention. This is 

intuitive: making it very difficult to jump off a bridge will no doubt decrease the number of 

people who do jump off that bridge.  

Accordingly, researchers’ attention has turned largely to the downstream impacts of MRIs: does 

erecting a bridge barrier at one location possibly encourage people to seek a different location, 

or perhaps a different means of seeking suicide? While the evidence is inconclusive, many MRIs 

have been associated not only with a site-specific reduction in suicide fatalities, but also a more 

general decline within a population, suggesting that individuals do not uniformly go on to 

attempt suicide at other locations or by other means. MRIs save lives. But is this the only salient 

metric? 

Suicide attempt outcomes are not merely limited to the binary of life or death. If all we’re 

interested in is reducing the number of deaths, a substitution of a higher bridge for lower bridge 

or other less lethal method will likely seem desirable. But jumping from a lower height also 

carries substantial risks permanent brain damage, chronic pain, organ failure, partial or complete 

paralysis, among other outcomes. By focusing on reductions in mortality without addressing root 
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causes of suicidality, we may be obscuring and even facilitating morbid outcomes. This should 

worry us, and carries several implications for suicidology and suicide prevention.  

For example, consider just one further implication: Many studies demonstrate that 

comparatively few people who survive suicide attempts later reattempt or die by suicide. 

However, by leaving non-fatal health outcomes understudied, we may miss that morbid 

outcomes can impede subsequent attempts—someone who is paralyzed as a result of a jump is 

understandably less able to reattempt. We may be reducing the surface incidence of suicide 

deaths, but this does not entail a reduction in underlying suicidality, and may even exacerbate 

suicide etiologies. Suicidological research needs more attention to morbidity.  

Accordingly, this presentation argues that a sounder methodological foundation for suicide 

prevention research, policy, and interventions will require a “morbid” interrogation of received 

knowledge and future research. These conclusions will have further implications for related 

debates, such as in “pro-life” arguments concerning euthanasia and abortion.   
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