












1:u1uwt ,·011lrlbu1c• nny gc.•n1iindy 1ww knowll•d1�1• (S1111•1l14i1wd �WOSI) or 
knpwl<'dgt• rdevnnl f'or psychological practice (S11wdsl1n1d '.2() I :1.). llusvd 011 

1.h�• nlrnvu, we can only conclude that so1m\ "new" lhl11i<l11g In suicide re­

'lf';lrvh 1nethodology ls long overdue (Hjelmeland and Knizek, 2010, 2011a, 
'101 lh). Unfortunately, this in not reflected to any large extent in the main 

su lcidl • research journals. 

I mnintain that what suicide research now needs more than anything is 

proper.ly conducted qualitative research. With such research, we could take 
111 more or the complexity since we could do in-depth analyses of informa­

l Ion f'rurn suicidal people in their specific context(s). In the risk factor stud­

i('s l'l 1forred to above, the authors often launch a number of speculations as 

In hnw Lhe various risk factors found might be related to suicidal behaviour. 
Ht1l fow of these studies even suggest (even when that suggestion would 

h11vc been obvious) that a qualitative component to their own study (e.g., a 

111ixecl-111ethod design) or a qualitative follow-up study might have helped 

,rnswer some of their questions. For example, Hill and colleagues (2012, 
p, I l), in their quantitative study of precipitating events in adolescent sui­

cidal crises, acknowledge that there are several pathways to suicidal behav­

luu1· nnd that we need "an increased understanding' (italics mine) of these. 

\Xlilh the differentiation between explanation and understanding in mind 
(<•.�., von Wright, 1971/2004),7 the most obvious recommendation would 

have been to conduct qualitative studies. Hill and colleagues (2012, p. 12) 
<'V()l1 emphasize that "it is important for the advancement of suicide science 

I h;\I all of the pathways associated with suicide-related behaviour are con­
sickrecl in order to generate more accurate theoretical understandings on 

which to base intervention and prevention" (italics mine). Yet their recom-
1nc11dation for future research is more quantitative studies. 

Here are some other examples of quantitative studies published in SLTB 

thaL would have benefited from a qualitative component to further analyze 

I he associations between variables found in the quantitative analyses. 

\)(/interrowd, Canetto, and Chavez (2011, p. 60) in their comparative study 

< ,f' Mexican and European American youth state that "contrary to some evi­

dence ... and our expectations, but consistent with the findings of a study of 

1.alino and African American adolescents ... ethnic identity in this study did

not protect against suicidality:' This is a typical example of a quantitative
study examining the same risk factors in different cultural/ethnic/other

grnups where the researchers sometimes find the same as was found in

other groups/studies and sometimes not. However, authors rarely try to

gain a deeper understanding about why this is the case by means of

qunlllal ivv n•senrch. I nsl t•nd lhcy spt•culate aboul pol:entlal explanations 
lmsc•d 011 other qunnlilalivc resvarch. Research like this also overlooks the 

lwlemgcneily of the ethnic groups under study. 

Anolher L\xample is De Leo, Milner, and Sveticic (2012), who in their 

�uiddc register study found considerable differences in the relationship be­

tween suicide and mental illness when Indigenous suicides were compared 
wilh non-Indigenous ones and who offered a number of possible explana­

tions for these differences. Here, a qualitative psychological autopsy study 
with interviews of several informants around each of the suicides could have 

contributed valuable information regarding reasons for these differences. 
A good qualitative PA-study (of elderly people) published elsewhere can 

serve as an example of how such studies can contribute new and useful 
knowledge (Kj0lseth, 2010). Quantitative PA-studies have found that almost 

all elderly suicides suffered from one or more psychiatric disorders (e.g., 

Waern et al., 2002; 97 percent). Above, I pointed out that such PA-studies 
are unable to attribute valid psychiatric diagnoses to people who have died 
by suicide (Hjelmeland et al., 2012). In her PhD dissertation titled "Control 
in Life - and in Death;' Kj0lseth (2010) emphasizes another problem with 

such studies - namely, that the traditional focus on risk factors (e.g., mental 

disorders) takes attention away from other, more relevant perspectives (e.g., 

existential perspectives). Many people lived with a number of the risk fac­

tors for years before deciding to kill themselves. In other words, the risk 
factors in themselves were not essential for the suicide. To understand the 

meaning these factors had for the individual, they must be viewed in rela­
tion to that person's lived experience - that is, in relation to who they were, 

how they lived their lives on the basis of the existing prerequisites, and 
how their life experience influenced how they dealt with old age 

(Kj0lseth, Ekeberg, and Steihaug, 2009; Kj0lseth 2010). The informants in 
I<j0lseth and colleagues' study describe the subjects as having had difficult 

lives. They had had to deal with loss, illness, and poverty in childhood and 

adolescence. In later life, too, they faced considerable challenges. They had 
been action-oriented achievers, conscientious and highly skilled at work, 

and they had met challenges with proactive strategies. The informants de­
scribed them as strong-willed, obstinate, and in need of control. They knew 

what they wanted and did not allow themselves to be influenced by their 

surroundings, and this could generate conflict in close relationships. With 
regard to relationships, they were described as keeping an emotional dis­

tance, which made it difficult for those around to help them (Kj0lseth, 

Ekeberg, and Steihaug, 2009). All of this made it difficult for them to accept 










