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Access to means of suicide, occupation and
the risk of suicide: a national study over
12 years of coronial data
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Abstract

Background: Availability of lethal means is a significant risk factor for suicide. This study investigated whether
occupations with greater access to lethal means had higher suicide rates than those without access, and further,
whether this relationship differed for females versus males.

Methods: A retrospective mortality study was conducted across the Australian population over the period 2001 to
2012. Data from the Australian Bureau of Statistics, which collects Census information on occupation for the
Australian population, and the National Coroners Information System, which records information on suicide deaths,
were combined. Employed suicide records were coded by occupation and work-related access to lethal means.
Descriptive analysis and negative binomial regression were used to assess the relationship between access to
means and suicide.

Results: Persons in occupations with access to firearms, medicines or drugs, and carbon monoxide more frequently
used these methods to end their lives than those without access to means. Females employed in occupations with
access to means had suicide rates that were 3.02 times greater (95% CI 2.60 to 3.50, p < 0.001) than those
employed in occupations without access. Males in occupations with access had suicide rates that were 1.24 times
greater than those without access (95% CI 1.16 to 1.33, p < 0.001).

Conclusion: Work-related access to means is a risk factor for suicide in the employed population, but is associated
with a greater risk for females than males. The findings of this study suggest the importance of controlling access
to lethal methods in occupations where these are readily available.
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Background
At a population level reducing access to lethal means is
one of few suicide prevention strategies for which there
is convincing evidence [1, 2]. Specifically, there have
been a number of studies showing that reducing the
availability and accessibility of firearms [3], charcoal [4],
as well as installing physical barriers and/or safety nets
around bridges and tall buildings [5], have been associated

with a reduction in suicide deaths, with little evidence of
means substitution [5, 6].
The availability of potentially lethal suicide methods

has also been cited as an explanation for higher rates of
suicide in specific occupational groups [7–12]. Certainly,
this may be the case for those working in jobs with ready
access to potentially lethal suicide methods, for example,
firearms in the case of police and members of the
defence force [13], and medicinal drugs in the case of
medical and veterinary professionals [8]. However, this
explanation is insufficient to explain the elevated suicide
rates in other occupations, such as construction workers
[14, 15] who would have the same ability to access
suicide methods as the general population.
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There has been limited research on the relationship
between access to means and suicide within the employed
population, and those that have been conducted have been
based in specific occupational settings (e.g., police, mili-
tary, doctors and veterinarians) [8, 9, 16]. One of the few
studies in this area [17], found that several occupations
with access to means actually had lower suicide rates than
the employed population. However, this research con-
cluded that access to means played a role in influencing
the choice of suicide method within specific occupational
groups, rather than being related to an overall greater
suicide risk.
The present research seeks to further progress re-

search in this area. At a national level, we seek to assess
whether occupations with greater access to potentially
lethal suicide methods have elevated suicide rates com-
pared to those that do not have such access. Related to
this, we will also explore whether persons employed in
occupations with access to specific suicide methods use
these methods to end their life. We also seek to assess
whether the relationship between occupational access to
lethal means and suicide varies for females compared to
males. We hypothesise gender as an effect modifier
based on past research showing that males and females
have different preferences for suicide method, with
males tending to use more lethal and violent suicide
methods than females [18, 19].

Methods
Study design
We conducted a retrospective nationwide study of deaths
due to suicide in Australia between 2001 and 2012.

Ascertainment of suicide deaths
We identified suicide cases using the National Coroners
Information System (NCIS). Established in 2001, NCIS
captures all reportable deaths in the country, basic
demographic information, as well as employment status
and occupation at the time of death, collected from
coronial files. [20, 21]. The quality and completeness of
NCIS data is variable between cases, particularly for the
early years of the scheme, and intentional self-harm
deaths may be under-reported due to differences in how
suicide is determined between coroners and between
states [21, 22]. This is because of variation in legislation
between state and territories, and differences in this how
this applied between coroners. In addition, there is a
significant lag-time in reporting of deaths in NCIS due
to the lengthy coronial process. As a consequence 2012
was the most recent year available for inclusion in the
study. Nevertheless, NCIS offers the best available in-
formation on suicide mortality in Australia and is used
as the basis for compiling the official death statistics
released by the Australia Bureau of Statistics (ABS).

The study included all employed adults with a known
occupation who were 15 years of age or older at the time
of death. We classified suicide methods according to the
International Classification of Disease – 10th revision
(ICD-10) within method specific codes X60-X84 [23].

Ascertainment of occupational group
Occupational information was coded according to the
Australian and New Zealand Standard Classification of
Occupations (ANZSCO) to the four-digit level [24].
Information on the coding procedure utilised for this
study can be found in Additional file 1.

Occupations that have lethal access to means
Occupations with access to lethal means (OAM) repre-
sented those that: 1) had greater access to lethal means in
the course of their work, and; 2) had knowledge about how
to use these lethal means to harm themselves. We particu-
larly considered the following suicide methods: firearms,
medications and other drugs, carbon monoxide, as well as
access to poisons. These methods, and the occupations
classified as having access to these, can be seen in Table 1.

Population level data
Population estimates for calculating rates in different
ANZSCO occupational groupings were obtained from
the ABS using the 2006 census data (the mid-point of
the study) [25].

Analysis
Descriptive analysis and age-standardised suicide rates
We descriptively assessed whether OAM used specific
lethal means to end their lives. Male and female suicide
rates per 100,000 persons were calculated for OAM and
occupations with no access to means (ONAM). Rates
were age-standardised using the Australian standard
population as at 2001 [26].

Regression models
Negative binomial regression analysis was used to com-
pare whether those OAM had higher rates of suicide
than ONAM. We chose negative binomial regression
after assessing the extent of over-dispersion in Poisson
regression models. We then examined bivariate relation-
ships between the following possible covariates: age, sex,
occupational skill level (ANZSCO groups 1 to 8), and
year of death. Following this, we assessed whether OAM
had higher rates of suicide than ONAM, while control-
ling for occupational skill level, age and gender. Effect
modification by gender was tested by including an inter-
action term with access of means in the model. For all
models, coefficients were transformed into Incidence
Rate Ratios (IRRs) to aid interpretation. Analysis was
undertaken in Stata for Mac, version 13.1 [27].
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Results
As can be seen in Table 2, over 30% of males in OAM
with access to firearms and medicine and drugs used
these methods to end their lives, while over 20% used
carbon monoxide poisoning as compared to 7.2, 4.5, and
16.9% respectively of ONAM. However, hanging was the
most prevalent method for the majority of suicides.
Table 3 indicates that around one-half (46%) of

females employed in OAM used medications and 50% of
OAM with access to carbon monoxide (albeit based on
only 12 cases) used these methods to end their lives,
compared to 18 and 14.7% of those employed in ONAM.
A greater proportion of females in OAM used firearms
(17.4%) compared to 2.4% of ONAM.
Table 4 describes age-standardised rates of suicide per

100,000 for OAM and ONAM by gender. As can be
seen, those persons working in OAM had higher rates of
suicide (both males and females). However, the magni-
tude of these differences varied by gender. Females
employed in OAM had about twice the suicide rate of
those employed in ONAM. Males employed in OAM,
on the other hand, had only slightly elevated rates
compared to ONAM.
We next conducted negative binomial regression test-

ing whether the relationship between access to means
and suicide varied by gender. The interaction term was
significant (females in OAM had suicide rates 2.15
higher than males in ONAM, 95% CI 1.84 to 2.52,
p < 0.001). The model with the interaction term was also
provided significantly better fit compared to a model
without the interaction term (LR χ2 = 84.60, p < 0.001).
On the basis of this, we stratified analyses by gender
(Table 5). Table 5 shows that access to means was asso-
ciated with a 3.02 RR of suicide for females (95% CI
2.60, 3.50, p < 0.001) and a 1.24 RR of suicide for males
(95% CI 1.16, 1.33, p < 0.001), after controlling for year
of death, occupational skill level and age (only the
adjusted models are presented here for the sake of
brevity). We would note that the male RR associated
with some categories of occupational skill level was
substantially higher than the RR associated with OAM.

Discussion
Our results suggest that occupational access to means is
an important risk factor for suicide. Those occupations
characterized by greater access and familiarity with
potentially lethal suicide methods had overall higher
suicide rates than those without. Females with access
were at particularly elevated risk compared to men. At
the same time, we would acknowledge that, within the
employed population, males and females tend to use
similar suicide methods, with hanging being the most
common method choice for most groups, followed by
carbon monoxide poisoning.

Table 1 Occupations classified as having access to lethal means
of suicide

Suicide methods Occupation (with ANZSCO code)

Firearms Farmers

Farmers and Farm managers (ANZSCO l)

Protective Service Workers (ANZSCO 44)

Livestock Farm Workers (ANZSCO 8415)

Mixed Crop & Livestock Farm Workers
(ANZSCO 8416)

Other Farm, Forestry & Garden Workers
(ANZSCO 8419)

Defence Force Members (ANZSCO 441 l)

Fire and Emergency Workers
(ANZSCO 4412)

Police (ANZSCO 4413)

Prison Officers (ANZSCO 4421)

Security Officers and Guards
(ANZSCO 4422)

Medicine and drugs Veterinarians (ANZSCO 2347)

Pharmacists (ANZSCO 2515)

Dental Practitioners (ANZSCO 2523)

Medical Practitioners (ANZSCO 253)

Midwifery and Nursing Professionals
(ANZSCO 254)

Chemists (ANZSCO 2342 and 3114)

Poisons (cleaning products
and pesticides)

Industrial cleaners (ANZSCO 8112
or 8113).

Farm, Forestry and Garden Workers

Farmers and Farm managers (ANZSCO l)

Livestock Farm Workers (ANZSCO 8415)

Mixed Crop & Livestock Farm Workers
(ANZSCO 8416)

Other Farm, Forestry & Garden Workers
(ANZSCO 8419)

Crop Farm Workers (ANZSCO 8412)

Forestry and Logging Workers
(ANZSCO 8413)

Garden and Nursery Labourers
(ANZSCO 8414)

Carbon Monoxide Automobile Drivers (ANZSCO 7311)

Bus and Coach Drivers (ANZSCO 7312)

Panelbeaters, & Automotive/Engineering
Trades (ANZSCO 32)

Delivery Drivers (ANZSCO 732)

Truck Drivers (ANZSCO 733)

Vehicle Body Builders, Trimmers
& Painters (ANZSCO 324)

Notes: Other Farm, Forestry & Garden Workers (ANZSCO 8419) also includes
Pest Controller, and Farm, Forestry and Garden Workers not
elsewhere classified
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In stating these results, our paper has a number of
limitations that need to be taken into consideration.
First, the underreporting of suicide (because of mis-
classification of cause of death) can be expected in
NCIS, as in any official record of death. Second, occupa-
tion may have been misreported by police collecting
information on occupation or in the coding process,
which may have occurred despite independent coding by
two researchers and the use of a structured approach to
classification. Third, data on suicide methods is incom-
plete as initial data collection from NCIS did not include
information on suicide methods. We have subsequently
obtained this data for most cases but were unable to
match suicide method for a small proportion of cases
(approximately 10%). It is also worth note that NCIS is
not an open data source. Fourth, there are several
confounders that we were unable to control for due to
restrictions in the data set and lack of exposure infor-
mation (e.g., psychosocial job stressors, other stressors
outside the workplace). Last, we have taken an overly

inclusive approach to the classification of OAM. Thus
we believe, if anything, we have over-represented occu-
pations with access and knowledge about suicide
methods. This would have the effect of biasing our
results towards the null. We would also note that the
descriptive analysis reported in Table 2 was based on a
small number of cases for females, and thus we would
caution against over-interpretation of results (e.g., occu-
pations with access to carbon monoxide poisons being
based on 12 cases only). The major strengths of our
study include the use of the best available individual-
level data on suicide and coverage across an entire
national population over a twelve-year period.
Factors influencing an individual’s choice of suicide

method are believed to include availability, knowledge
about how to use a potential suicide method, and the
overall perceived cultural acceptability of the method
[28–31]. For example, there was a substantial reduction
in firearm suicides in Australia after implementation of
national policy restricting access to guns [32]. At the

Table 2 Proportion of suicides that used work-related means to suicide, within categories classified as having and not having access
to these lethal means of suicide, 2001 to 2012, males, Australia

Occupations
without access

Occupations with
access to firearms

Occupations with access
to medicine and drugs

Occupations with access
to carbon monoxide

Occupations with
access to poisons

Males (n = 8600) n = 6475 n = 576 n = 153 n = 1084 n = 312

Firearms 7.17 30.38 6.54 7.56 13.14

Medicine and drugs 4.51 3.30 35.29 4.06 6.09

Carbon monoxide poisoning 16.86 12.85 9.15 20.30 18.59

Poisons 5.08 2.08 2.61 4.24 1.60

Hanging 50.32 38.72 27.45 51.11 51.28

Driving/hit by vehicle 2.50 1.39 4.58 2.03 1.92

Jumping 3.92 0.87 6.54 1.75 1.92

Drowning 1.16 0.69 0.65 1.11 0.64

Other 8.48 9.72 7.19 7.84 4.81

Notes: “Other” methods includes a small number of suicide methods such as cutting, death by immolation, death by electrocution, and missing methods

Table 3 Proportion of suicides that used work-related means to suicide, within categories classified as having and not having access
to these lethal means of suicide, 2001 to 2012, females, Australia

Occupations
without access

Occupations with
access to firearms

Occupations with access
to medicine and drugs

Occupations with access
to carbon monoxide

Occupations with
access to poisons

Females (n = 1550) n=1236 n = 46 n = 192 n = 12 n = 64

Firearms 2.43 17.39 0.52 0.00 3.13

Medicine and drugs 17.96 8.70 46.35 16.67 17.19

Carbon monoxide poisoning 14.72 8.70 10.42 50.00 14.06

Poisons 1.05 4.35 0.52 0.00 1.56

Hanging 43.04 41.30 27.60 16.67 45.31

Driving/hit by vehicle 2.51 2.17 1.56 0.00 6.25

Jumping 7.77 2.17 2.08 0.00 6.25

Drowning 3.24 4.35 4.17 8.33 3.13

Other 7.28 10.87 6.77 8.33 3.13

Notes: “Other” methods includes a small number of suicide methods such as cutting, death by immolation, death by electrocution, and missing methods
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same time, there has been an increase in hanging, which
is possibly because this method is more difficult to regu-
late [32]. It is also possible that stigma about hanging
and criminal behaviour have reduced followed the cessa-
tion of capital punishment [33]. These issues are import-
ant from a prevention perspective, considering hanging
is the most commonly used method in Australia. A
previous study conducted with a group of suicide survi-
vors who used carbon monoxide poisoning indicated
several other risk factors, including awareness of the
method through media sources [34]. This aligns with
other research which has shown that media portrayal of
certain methods is an important factor in the decision to

use that specific method [35]. It is important to note
that most past research about choice of suicide means
has been conducted at the general population level or
within specific clinical samples. There has been com-
paratively limited research on the use of specific
methods within occupational groups. Despite this, we
would argue that similar explanations (e.g., ready access
to potentially lethal suicide methods and greater know-
ledge about how to use these) are likely to comprise part
of the explanation for our results. However, factors influ-
encing choice of one method over another may be
particularly pertinent as a risk within occupational set-
tings compared to the general population, given that
workers in OAM may use these potential suicide
methods in their everyday work. For example, doctors have
substantial knowledge about the toxicity of prescription
medications and the amount that would be required to
result in serious harm or death.
Choice of suicide method is also likely reflects a

complex number of gender-specific factors. Previous
research suggests that a preference for a quick and pain-
less death and the use of method that entails no risk of
disfigurement have been found to be important influ-
ences on method choice for females [28]. Our results

Table 4 Suicide rates within occupations with and without
access to lethal means, by gender, 2001 to 2012

ASR Lower CI Upper CI

Males, no access 11.6 11.3 11.9

Males, access 15.7 14.9 16.4

Females, no access 3 2.6 3.4

Females, access 7.6 6.4 8.9

Notes: ASR age-standardised suicide rates expressed as per 100,000 person
years. Lower CI 95% CI Interval at the lower bound; Upper CI 95% CI Interval at
the upper bound

Table 5 Negative binominal regression model, suicide within occupations with and without access to lethal means, controlling for
potential confounders, by gender, 2001 to 2012

Males Females

Suicide Pop (‘000) IRR 95% CI p value Suicide Pop (‘000) IRR 95% CI p value

Occupations with access to lethal means

Yes 2125 912 1.24 1.16, 1.33 <0.001 314 426 3.02 2.60, 3.50 <0.001

No 6475 3900 1 1236 3700

Age group

70 yrs. + 81 52 1.90 1.48, 2.43 <0.001 4 23 5.49 2.02, 14.87 0.001

60–69 yrs 450 328 0.81 0.72, 0.92 0.001 61 193 1.71 1.30, 2.26 <0.001

50–59 yrs 1406 917 0.83 0.76, 0.91 <0.001 287 776 0.92 0.79, 1.08 0.326

40–49 yrs 2344 1146 1.08 0.99, 1.18 0.066 406 1042 0.89 0.77, 1.03 0.106

30–39 yrs 2303 1127 1.07 0.98, 1.17 0.118 442 930 1.09 0.94, 1.25 0.243

10–29 yrs 2016 958 1 350 869 1

Occ skill level

Labourers 1758 605 2.37 2.12, 2.64 <0.001 153 348 1.13 0.89, 1.43 0.319

Machine workers 1111 542 1.47 1.31, 1.64 <0.001 23 63 3.13 2.01, 4.88 <0.001

Sales workers 418 343 1.13 0.97, 1.30 0.107 153 553 1.09 0.86, 1.38 0.464

Clerical and Admin 331 317 0.82 0.70, 0.96 0.012 287 1049 0.81 0.65, 0.99 0.041

Community service 612 250 1.88 1.65, 2.13 <0.001 305 552 1.70 1.39, 2.09 <0.001

Technical and trade 2412 1116 1.59 1.43, 1.77 <0.001 94 193 1.80 1.38, 2.35 <0.001

Professionals 940 850 0.87 0.77, 0.98 0.026 401 956 0.80 0.66, 0.98 0.033

Managers 1018 789 1 134 414 1

Year 8600 4812 0.97 0.96, 0.98 <0.001 1550 4126 0.98 0.96, 0.99 <0.001

Notes: 95% CI Intervals 95% Confidence intervals (lower, upper), IRR incident rate ratio (suicides per 100,000 person-years), p value significance value at 95%;
Occupations with access to lethal means can be seen in Table 1
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suggest that, where they have ready access, employed
females will use methods such as carbon monoxide
poisoning and drug overdose rather than hanging. They
may have chosen these methods because, as suggested
above, they are associated with less pain and disfigure-
ment than other methods. In saying this, a greater
proportion of females who had occupational access to
firearms used these to end their lives, despite the fact
that this method is potentially associated with consider-
able disfigurement. This latter finding, and the fact there
is a limited amount of research on gender differences in
method choice within the employed population, high-
lights the need for future research on this topic.
OAM have been identified as being “at risk” in several

previous studies [8, 9, 16, 17, 36]. The reasons for this
have been linked to a variety of factors, including
adverse working contexts, selection issues into the occu-
pation, as well as access to lethal means. We would
highlight the fact that we found elevated suicide rates
among several occupational groups without access to
lethal means, such as labourers (males) and machin-
ery worker (females), aligning with our past research
[37, 38]. We controlled for occupational skill level in
the present analysis to account for potential confounding
by socio-economic position as well as by other work-
related factors that pattern by occupational status in
Australia and internationally, such as exposure to poor
psychosocial working conditions, or job stressors [39]. We
acknowledge there is undoubtedly a number of complex
factors underpinning suicide in the employed population
aside from access to lethal means. Our results, neverthe-
less, suggest that means access appears to play a role for
some occupational groups more than others.

Conclusion
The findings of this study suggest the importance of
controlling access to lethal methods in occupations
where these are readily available, and where there is
evidence that these are particularly utilised by those who
die by suicide. These prevention initiatives need to be
combined with strategies that address other risk factors
within these occupations, including adverse working
conditions [40, 41]. Risk factors are likely to vary be-
tween different occupations. This highlights the import-
ance of prevention initiatives being tailored for specific
occupational groups. Our results also indicate that even
within a specific OAM, there may be a need for different
interventions for males and females.

Additional file

Additional file 1: Information on the coding of occupation.” Provides
additional data on how the suicide data was coded by occupation.
(DOCX 15 kb)

Abbreviations
ABS: Australia Bureau of Statistics; ANZSCO: The Australian and New Zealand
Standard Classification of Occupations; ICD-10: International Classification of
Disease – 10th revision; NCIS: National Coroners Information System;
OAM: Occupations with access to lethal means; ONAM: Occupations with
no access to means; RR: Rate-ratio

Acknowledgement
Not applicable.

Funding
The study was funded by American Foundation for Suicide Prevention
SRG-1-091-13. The funding body did not participate in any part of the
process of the current paper - the design of the study, data collection,
analyses, data interpretation or writing of the manuscript.

Availability of data and materials
Restrictions apply to the availability of these data, which were used under
license for the National Coroners Information System (NCIS). The data can be
retrieved from secure servers at the NCIS, and are protected under
confidentiality laws and cannot be shared or passed on to anyone who is
not authorized by Justice Human Research Ethics Committee and NCIS
Australia for access to the data.

Authors’ contributions
AM designed the study, led the analyses and prepared first draft of the
manuscript. KW and HM conducted the literature reviews and analysis and
developed Introduction and Methods sections. ADL participated in
interpretation of results and critically reviewed the paper for important
intellectual content. All authors have approved the final article.

Competing interests
The author(s) declare that they have no competing interests.

Consent for publication
Not applicable.

Ethics approval and consent to participate
The study was approved by Deakin University’s ethics committee and the
Justice Human Research Ethics Committee, Australia. As this is a case series
review and participants are deceased, it is not possible to ask informed
consent. The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and institutional
committees on human experimentation and with the Helsinki Declaration of
1975, as revised in 2008.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Centre for Health Equity, Melbourne School of Population and Global
Health, University of Melbourne, Melbourne, VIC, Australia. 2Work, Health, &
Wellbeing Unit, Centre for Population Health Research, School of Health &
Social Development, Deakin University, Melbourne, VIC, Australia. 3Turning
Point, Eastern Health Clinical School, Monash University, Melbourne, VIC,
Australia.

Received: 25 November 2016 Accepted: 27 March 2017

References
1. Barber CW, Miller MJ: Reducing a Suicidal Person’s Access to Lethal

Means of Suicide: A Research Agenda. Am J Prev Med 2014, 47(3,
Supplement 2):S264-S272.

2. Mann JJ, Apter A, Bertolote J, Beautrais A, Currier D, Haas A, Hegerl U,
Lonnqvist J, Malone K, Marusic A, et al. Suicide prevention strategies: a
systematic review. JAMA. 2005;294(16):2064–74.

3. Reisch T, Steffen T, Habenstein A, Tschacher W. Change in suicide rates in
Switzerland before and after firearm restriction resulting from the 2003
“Army XXI” reform. Am J Psychiatry. 2013;170(9):977–84.

Milner et al. BMC Psychiatry  (2017) 17:125 Page 6 of 7

dx.doi.org/10.1186/s12888-017-1288-0


4. Yip PS, Law CK, Fu KW, Law YW, Wong PW, Xu Y. Restricting the means of
suicide by charcoal burning. Br J Psychiatry. 2010;196(3):241–2.

5. Pirkis J, Spittal MJ, Cox G, Robinson J, Cheung YTD, Studdert D. The
effectiveness of structural interventions at suicide hotspots: a meta-analysis.
Int J Epidemiol. 2013;42(2):541–8.

6. Law CK, Sveticic J, De Leo D. Restricting access to a suicide hotspot does
not shift the problem to another location. An experiment of two river
bridges in Brisbane, Australia. Aust N Z J Public Health. 2014;38(2):134–8.

7. Charlton J. Trends and patterns in suicide in England and Wales. Int
J Epidemiol. 1995;24(Suppl 1):S45–52.

8. Hawton K, Agerbo E, Simkin S, Platt B, Mellanby RJ. Risk of suicide in
medical and related occupational groups: a national study based on Danish
case population-based registers. J Affect Disord. 2011;134(1–3):320–6.

9. Hawton K, Clements A, Simkin S, Malmberg A. Doctors who kill themselves:
a study of the methods used for suicide. QJM Int J Med. 2000;93(6):351–7.

10. Hawton K, Fagg J, Simkin S, Harriss L, Malmberg A. Methods used for
suicide by farmers in England and Wales. The contribution of availability
and its relevance to prevention. Br J Psychiatry. 1998;173:320–4.

11. Marzuk PM, Nock MK, Leon AC, Portera L, Tardiff K. Suicide among New
York City police officers, 1977-1996. Am J Psychiatry. 2002;159(12):2069–71.

12. Meltzer H, Griffiths C, Brock A, Rooney C, Jenkins R. Patterns of suicide by
occupation in England and Wales: 2001–2005. Br J Psychiatry. 2008;193(1):73–6.

13. Mahon MJ, Tobin JP, Cusack DA, Kelleher C, Malone KM. Suicide among
regular-duty military personnel: a retrospective case-control study of
occupation-specific risk factors for workplace suicide. Am J Psychiatry. 2005;
162(9):1688–96.

14. Gullestrup J, Lequertier B, Martin G. MATES in construction: impact of a
multimodal, community-based program for suicide prevention in the
construction industry. Int J Environ Res Public Health. 2011;8(11):4180–96.

15. Heller TS, Hawgood JL, Leo DD. Correlates of suicide in building industry
workers. Arch Suicide Res. 2007;11(1):105–17.

16. Anestis MD, Bryan CJ. Means and capacity for suicidal behavior: a
comparison of the ratio of suicide attempts and deaths by suicide in the US
military and general population. J Affect Disord. 2013;148(1):42–7.

17. Skegg K, Firth H, Gray A, Cox B. Suicide by occupation: does access to
means increase the risk? Aust N Z J Psychiatry. 2010;44(5):429–34.

18. Denning DG, Conwell Y, King D, Cox C. Method Choice, Intent, and Gender
in Completed Suicide. Suicide Life Threat Behav. 2000;30(3):282–8.

19. Värnik A, Kõlves K, van der Feltz-Cornelis CM, Marusic A, Oskarsson H,
Palmer A, Reisch T, Scheerder G, Arensman E, Aromaa E, et al. Suicide
methods in Europe: a gender-specific analysis of countries participating in
the “European Alliance Against Depression”. J Epidemiol Community Health.
2008;62(6):545–51.

20. Bugeja L, Clapperton AJ, Killian JJ, Stephan KL, Ozanne-Smith J. Reliability of
ICD-10 external cause of death codes in the National Coroners Information
System. Health Inf Manag J. 2010;39(3):16–26.

21. Daking L, Dodds L. ICD-10 Mortality Coding and the NEIS: A Comparative
Study. Health Inf Manag J. 2007;36(2):11–23.

22. De Leo D, Dudley MJ, Aebersold CJ, Mendoza JA, Barnes MA, Harrison JE,
Ranson DL. Achieving standardised reporting of suicide in Australia:
rationale and program for change. Med J Aust. 2010;192(8):452–6.

23. WHO. Chapter XX - External causes of morbidity and mortality. (V01-Y98)
Intentional self-harm (X60-X84). Geneva: World Health Organization; 2015.

24. ABS. Australian and New Zealand Standard Classification of Occupations.
Version 1.2. Cat. No. 1220.0. Canberra: ABS; 2013.

25. ABS. Customised Report. Age 10 Year Age Groups (AGEP) and Occupation
06 (ANZSCO) (OCC06P) by ASGC Upper and Sex Male/Female (SEXP). In:
Census of Population and Housing. Canberra: Australia ustralian Bureau of
Statistics; 2006.

26. ABS. Standard population for use in age-standardisation. In: Cat No 31010
Australian Bureau of Statistics. Canberra: Australia Australian Bureau of
Statistics; 2015.

27. StataCorp: Stata Statistical Software: Release 13. College Station, TX:
StataCorp LP; 2013.

28. Clarke RVG, Lester D. Suicide: Closing the exits. New York: Springer Verlag; 1989.
29. Daigle MS. Suicide prevention through means restriction: Assessing the

risk of substitution: A critical review and synthesis. Accid Anal Prev.
2005;37(4):625–32.

30. Florentine JB, Crane C. Suicide prevention by limiting access to methods: a
review of theory and practice. Soc Sci Med. 2010;70(10):1626–32.

31. Yip PSF, Caine E, Yousuf S, Chang S-S, Wu KC-C, Chen Y-Y. Means restriction
for suicide prevention. Lancet. 2012;379(9834):2393–9.

32. Large MM, Nielssen OB. Suicide in Australia: meta-analysis of rates and
methods of suicide between 1988 and 2007. Med J Aust. 2010;192(8):432–7.

33. Klieve H, Barnes M, Leo D. Controlling firearms use in Australia: has the 1996
gun law reform produced the decrease in rates of suicide with this
method? Soc Psychiatry Psychiatr Epidemiol. 2009;4:285.

34. Skopek MA, Perkins R. Deliberate exposure to motor vehicle exhaust
gas: the psychosocial profile of attempted suicide. Aust N Z J
Psychiatry. 1998;32(6):830–8.

35. Tsai C-W, Gunnell D, Chou Y-H, Kuo C-J, Lee M-B, Chen Y-Y. Why do people
choose charcoal burning as a method of suicide? An interview based study
of survivors in Taiwan. J Affect Disord. 2011;131(1–3):402–7.

36. Milner A, Spittal MJ, Pirkis J, LaMontagne AD. Suicide by Occupation: A
systematic review and meta-analysis. Br J Psychiatry. 2013;203:409–16.

37. Milner A, Niven H, LaMontagne AD. Suicide by occupational skill level in the
Australian construction industry: Data from a national register of deaths
over the period 2001 to 2010. Aust N Z J Public Health. 2014;38(3):281–5.

38. Milner AJ, Niven H, LaMontagne AD. Occupational class differences in
suicide: evidence of changes over time and during the global financial crisis
in Australia. BMC Psychiatry. 2015;15:223.

39. Niedhammer I, Chastang JF, Levy D, David S, Degioanni S, Theorell T. Study
of the validity of a job-exposure matrix for psychosocial work factors: results
from the national French SUMER survey. Int Arch Occup Environ Health.
2008;82(1):87–97.

40. Milner A, Page K, Spencer-Thomas S, Lamotagne AD. Workplace suicide
prevention: a systematic review of published and unpublished activities.
Health Promotion International. 2014. doi:10.1093/heapro/dau085.

41. WHO: Preventing suicide - a resource at work. In: Preventing suicide - a
resource series. Geneva Switzerland: WHO; 2006.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Milner et al. BMC Psychiatry  (2017) 17:125 Page 7 of 7

http://dx.doi.org/10.1093/heapro/dau085

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study design
	Ascertainment of suicide deaths
	Ascertainment of occupational group
	Occupations that have lethal access to means
	Population level data
	Analysis
	Descriptive analysis and age-standardised suicide rates
	Regression models


	Results
	Discussion
	Conclusion
	Additional file
	Abbreviations
	Acknowledgement
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Publisher’s Note
	Author details
	References

