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ABSTRACT

Gaily-Luoma, Selma

Co-constructing recovery in suicidal crises: Service users’ perspectives on
healthcare and crisis services after a suicide attempt

Jyvaskyla: University of Jyvaskyld, 2024, 103 p.

(JYU Dissertations

ISSN 2489-9003; 817)

ISBN 978-952-86-0282-8 (PDF)

There is a significant body of research on the epidemiology of suicidal behavior
in Finland, along with some important findings on the timing and nature of
healthcare contacts among individuals in suicidal crises or near suicidal death.
However, the subjective meanings these services hold for service users have
rarely been explored. The current research contributes an exploration of Finnish
suicide attempt survivors’ interpretations of the healthcare and crisis services
they had received and desired during their recent suicidal episode. The research
was conducted in collaboration with MIELI Mental Health Finland (MIELI), the
City of Helsinki, and the Hospital District of Helsinki and Uusimaa. All three
original studies were based on data from in-depth interviews with fourteen
suicide attempt surviving adults. Each participant had taken part in the
Attempted Suicide Short Intervention Program (ASSIP), a brief suicide-specific
add-on intervention provided by MIELI crisis services. Each had also used
healthcare services in relation to their recent suicidal crisis. The studies applied
content analysis to the qualitative data. Study I focused on how interactions with
healthcare were perceived as helping and hindering recovery during the suicidal
crisis. Study Il investigated the subjective impact of ASSIP. Study III explored the
participants” accounts of their recovery-related agency and the role of services in
co-creating it. By providing a window into the subjective meaning-making of
suicide attempt survivors, this research shed light on how movements toward
recovery or relapse may be perceived as co-constructed in the complex processes
of interaction between those in suicidal crises and those responding to these
crises in the context of healthcare or crisis services. The findings call attention to
the gaps that the current dominance of medicine’s perspective on suicidal
suffering may leave in indicated suicide prevention and the opportunities that
more pluralistic and multidisciplinary approaches may present for filling them.
Based on the findings of the three original studies, I argue that services for suicide
attempt survivors should give more priority to providing relationship-focused
support, integrating suicide-specific interventions into sufficiently continuous
service paths, and acknowledging the agency of the service user as a primary
target of and resource for intervention.

Keywords: suicide attempt, suicide prevention, service user, healthcare, crisis,
brief intervention, recovery, relational, agency, qualitative
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Gaily-Luoma, Selma

Itsemurhakriisistd toipuminen yhteisen tyon kohteena: itsemurhaa yrittaneiden
ndkokulmia terveys- ja kriisipalveluista saatuun apuun

Jyvaskyla: Jyvaskyldn yliopisto, 2024, 103 s.

(JYU Dissertations

ISSN 2489-9003; 817)
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Suomalaisten itsetuhokadyttaytymisestd ja itsemurhakriisin aikana kaytettyjen
terveydenhuollon palveluiden ajoituksesta on olemassa suhteellisen laaja tieto-
pohja, mutta palvelunkédyttdjien ndille palveluille antamia merkityksid on tut-
kittu harvoin. Tassd tutkimuksessa selvitettiin itsemurhayrityksestd selviytynei-
den aikuisten tulkintoja palveluista, joita he olivat saaneet ja toivoneet itsemur-
hakriisinsd aikana. Tutkimus toteutettiin yhteisty6ssda MIELI Suomen Mielenter-
veys ry:n (MIELI ry), Helsingin kaupungin sekd Helsingin ja Uudenmaan sai-
raanhoitopiirin kanssa. Kaikissa kolmessa osatutkimuksessa aineistona olivat
neljantoista itsemurhayrityksestd selviytyneen aikuisen syvahaastattelut. Jokai-
nen haastateltava oli osallistunut MIELI ry:n kriisipalveluiden tarjoamaan Lyhyt-
interventioon itsemurhaa yrittdneille (Linity) sekd kdyttanyt terveydenhuollon
palveluita itsemurhakriisin yhteydessa. Laadulliseen aineistoon sovellettiin si-
sdllonanalyysid. Tutkimuksessa I tarkasteltiin, miten osallistujat kokivat vuoro-
vaikutuksen terveydenhuollon kanssa auttaneen tai haitanneen toipumistaan.
Tutkimuksessa II selvitettiin osallistujien kasitystd Linityn vaikutuksista. Tutki-
muksessa III analysoitiin osallistujien kuvauksia toipumiseen liittyvéastd toimi-
juudestaan ja palveluiden roolista sen luomisessa. Tutkimus osoitti, miten polku-
jen itsemurhakriisistd toipumiseen tai sen pitkittymiseen voidaan ndhda raken-
tuvan vuorovaikutuksessa palvelunkdyttdjien ja ammattilaisten valillda. Tutki-
mus myds valotti joitakin itsemurhien ehkdisyn kannalta tarkeitd ilmioitd, jotka
ladketieteellisen ndkokulman valta-asema terveydenhuollossa ja itsemurhatutki-
muksessa saattaa jattdd varjoon, ja mahdollisuuksia, joita monindkokulmaisempi
ldhestyminen voisi tarjota. Osatutkimusten tulosten pohjalta viitdn, ettd itsemur-
haa yrittdneille suunnatuissa palveluissa tulisi paremmin huomioida 1) palve-
lunkéyttdjien ihmissuhteisiin kohdentuvan tuen tarjoaminen, 2) itsetuhoiseen
kayttaytymiseen kohdennettujen interventioiden sisdllyttiminen osaksi riittdvan
jatkuvia palvelupolkuja sekd 3) palvelunkdyttdjan toimijuuden tunnistaminen
sekd interventioiden ensisijaiseksi kohteeksi ettd niiden keskeiseksi voimava-
raksi.

Awvainsanat: itsemurhayritys, itsemurhien ehkéisy, palvelunkayttdjd; terveyden-
huolto, kriisi, lyhytinterventio, toipuminen, relationaalisuus; toimijuus, laadulli-
nen tutkimus
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1 INTRODUCTION

A non-lethal suicide attempt! is associated with a significantly elevated risk of
suicidal death persisting over long periods of time (e.g., Aaltonen et al., 2024;
Bostwick et al., 2016; Suominen et al., 2002). This makes attending to the needs of
suicide attempt survivors a priority in suicide prevention efforts (Erlangsen et al.,
2024; Partonen, 2020; Suicide Prevention and Intervention After Attempted
Suicide: Current Care Guidelines, 2022). For those with a history of one or more
suicide attempts, follow-up studies in Finland (Aaltonen, 2019; Haukka et al.,
2008; Suominen et al., 2002) and other Nordic countries (Erlangsen et al., 2015;
Probert-Lindstrom et al., 2020; Tidemalm et al., 2008) report long-term survival
rates ranging from 65% to over 95%, with the risk of completing suicide found to
depend on a variety of factors, including sex and diagnostic group (e.g.,
Tidemalm et al., 2008), the method of the index suicide attempt (e.g., Runeson et
al., 2016), the decade the service user has entered treatment (e.g., Aaltonen et al.,
2024) and the contents of received care (e.g., Erlangsen et al., 2015).

The proportion of suicide attempt survivors dying by suicide should alert
policy makers and professionals alike to the serious risk of death associated with
these behaviors (Bostwick et al., 2016). However, the survival rates also reveal
the dynamic and thus hopeful nature of suicidal phenomena. After a survived
attempt, suicide is far from inevitable, and the majority of suicide attempt
survivors even in high-risk subgroups do not die by suicide (e.g., Carroll et al.,
2014; Maiden et al., 2021; Pajonk et al., 2005; Tidemalm et al., 2008).

1 While the intention behind an act of self-injury is often difficult, if not impossible, to as-
certain, there is much potential value in differentiating between self-harming acts with in-
tended fatal consequences and those with no such intentions. As a result, the nomenclature
and classification of these behaviors is complex, and no consensus has been reached on
whether an evaluation of intent should or should not be included in the chosen terms (e.g.,
Goodfellow et al., 2017; Kapur et al., 2013; Silverman et al., 2007; Tapola, 2014). To harmo-
nize with the language used by the Attempted Suicide Short Intervention Program (Michel
& Gysin-Maillart, 2015), this dissertation primarily discusses suicide attempts (i.e., takes a
stance on the presence of suicidal intent). However, when citing studies that do not differ-
entiate between suicide attempts and non-suicidal self-injury, I use the broader term self-
harm (including self-injurious acts irrespective of intent). When not differentiating between
suicidal thoughts and actions, I use the umbrella term suicidal behavior.
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While effective intervention after a suicide attempt is possible, preventing
suicides within this vulnerable group remains highly complex, making the
guidance of service users crucial for developing high-quality service responses
(e.g., O'Connor & Portzsky, 2018; Scarth et al., 2021; Watling et al., 2022). This
dissertation aims to inform such development efforts by exploring the experiences,
needs, and preferences of Finnish suicide attempt survivors in the 2020s.

What do those in suicidal crises have to say about the role of current Finnish
healthcare and crisis services in their recovery? or in their suffering? How may
professionals best help suicide attempt survivors to remain safe and (re-)build a
life they perceive as worth living? These are the questions I set out to explore. To
contextualize the current findings, I will begin with brief overviews of the history
of suicide research and prevention in Finland as well as some of the identified
challenges and proposed approaches to intervening in suicidal crises.

1.1 A brief history of Finnish suicide research

Suicide is a multifaceted phenomenon that has been explored from a multitude
of scientific perspectives. The earliest influential scientific works on suicide were
published in philosophy (Hume, 1777/2006) and sociology (Durkheim,
1897/2002). Since the early 20th century, the fields of medicine and psychology
have dominated much of suicide research and public discussion. However, the
study of suicide continues to be of interest in practically all branches of science
that touch on human experience, behavior, or environments. In recent years,
dissertations on suicidal phenomena in Finland have been published in such
tields as meteorology (Ruuhela, 2018), economics (Huikari, 2018) and cultural
studies (Kosonen, 2020). Building upon a long tradition of Finnish suicide
research, the current dissertation investigates attempted suicide as a concern for
health and crisis services.

The history of Finnish suicide research can be traced back to the 1750s when
Finland began recording suicides, establishing what has become the world's
longest uninterrupted time series on recorded suicidal deaths (Holopainen et al.,
2013). Records of suicides in Finland are considered highly reliable (Erlangsen et
al., 2024). While suicides tend to be under rather than over-recorded in all
countries, such under-recording seems to apply to only a small proportion of
Finnish suicides, whereas it has been found to reduce the reported rate of suicide
by more than 100% in some other countries (Tollefsen et al., 2012). This variation
in recording bias hampers global or even European comparisons of suicide rates.
However, in relation to the other Nordic countries with similarly reliable
statistics, Finland was long an outlier with a notably high rate of suicide

2 Recovery is a concept with various meanings in the health and psychological sciences. In
this dissertation and its original studies, the concept of recovery is used to refer to an idio-
syncratic, personal process entailing, for example, (re-)strengthened experiences of safety,
relief from suffering, and commitment to living (cf., Ropaj et al., 2023; Sokol et al., 2022), ra-
ther than a reduction of clinical symptoms below a nomothetic threshold.

16



(Erlangsen et al., 2024). During 2000 to 2018, Finland achieved a 35% decrease in
suicide deaths, while rates in most of the other Nordic countries showed
considerably smaller decreases or remained stable (Oskarsson et al., 2023). These
differing trajectories of change have resulted in Finland’s age-adjusted suicide
rate currently being comparable to those of its Nordic neighbors, although still
in the higher range. The most recent (for the year 2022) age-standardized rates of
suicide per 100 000 inhabitants were 11.9 in Finland, 12.4 in Sweden, 9.9. in
Norway, 7.5 in Denmark and 7.4 in Iceland (Erlangsen et al., 2024).

1.1.1 The Finnish National Suicide Prevention Program

In 1986, Finland launched the first nation-wide, research-based suicide
prevention program in the world. Spanning the period from 1986 to 1996, the
Finnish National Suicide Prevention Program (FNSPP) included a research phase,
including psychological autopsies for all 1397 suicide deaths occurring during a
one-year period (1986-1987), and an implementation phase with broad
cooperation across sectors and regions. The FNSPP was considered a success
(Beskow et al., 1999; Kerkhof, 1999; Upanne et al., 1999), and was followed by a
steady decline in the number of completed suicides, with the Finnish suicide rate
halving between 1990 and 2020 (Statistics Finland, 2024). While the effects of the
FNSPP are complex and difficult to determine, it is widely assumed that it was,
at least in part, responsible for the decline in completed suicides (e.g., Isometsd,
2022; Korkeila, 2014; Partonen, 2020).

The FNSPP produced over a hundred peer-reviewed publications, making
a major contribution to suicide research internationally as well as domestically
(Goldney, 2004). Since the completion of the program, suicide research has
remained active in Finland. The most prominent contributors in these continuing
efforts have been psychiatrists (e.g., Erkki Isometsd, Jouko Lonnqvist, Mauri
Marttunen, Timo Partonen, Sami Pirkola), many of whom were involved in the
FNSPP and have since contributed to dozens or even hundreds of suicide-related
publications spanning several decades. This research has focused on the
epidemiology of suicidal behavior as well as clinical trials and register-based
studies investigating the delivery, use and outcomes of treatment. These research
efforts have made a substantial contribution to the international knowledge base
on suicidal behavior, making Finland bigger than its size in the field of
suicidology (Goldney, 2004; Wilson, 2004).

1.1.2 Finnish research on suicidal service users’ experiences

This dissertation is situated in the strand of research concerned with service user
experiences and their implications for service development. Internationally, such
research has gained more prominence in the last decade, as the involvement of
persons with lived experience as informants and/or as collaborators is
increasingly seen as valuable or even imperative in both suicide research and
prevention efforts (e.g., O’Connor & Portzsky, 2018; Watling et al., 2022; Scarth
et al., 2021). The recent publication of the first Cochrane protocols to review also
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qualitative evidence on service users’ experiences of care after an episode of self-
harm (Scarth et al., 2021) and corresponding staff attitudes (Fortune et al., 2021)
testify to the increasing value ascribed to this perspective.

In Finland, the experiences and perspectives of suicidal service users, their
tamilies and the suicide-bereaved have frequently been of interest to students in
nursing, education, social work and first-responder occupations such as
paramedics and police officers. The dozens of undergraduate theses on these
topics may be seen as a reflection of the usefulness of qualitative methods in
understanding, learning about, and building expertise in professional practice
(McLeod, 2011). However, very little published research has used qualitative
methods to investigate suicidal phenomena in Finland, and over the past four
decades, only a handful of published studies have specifically explored the
perspective of Finnish service users experiencing suicidal crises. A brief overview
of these studies is given below.

During the FNSPP, Jarventie (1993) used both qualitative and quantitative
methods to explore suicide attempts and suicidal deaths occurring in the 1970s
and 1980s, respectively. Jarventie argued that as the dominant paradigms of both
the social and medical sciences were focused on uncovering the causal
relationships between environmental influences and/or personal characteristics
and suicidal behavior, they were futile in the quest to understand suicide.
Jarventie turned instead to action theory and psychoanalysis to conceptualize
human existence as a continuous process of person-world interactions and to
explore these processes in the context of suicidal behavior. Jarventie’s key finding
was that suicide and suicide attempts may be understood as the end-result of a
process of ‘surviving to death’, i.e., as motivated by a desire to escape from an
experience of psychological and social entrapment.

In the early 1990s, Nissild (1995) interviewed suicide attempt survivors to
explore their understandings of what motivated their suicide attempt as well as
their perceptions of their own death or immortality. Nissild contrasted these
accounts to conceptions of death in a group of patients with physical trauma
resulting from an accident. Nissild’s findings demonstrated, among other things,
the wide variety of stated motivations behind suicidal action and the complicated
relationship of suicidal behavior to thoughts - or lack thereof - of death and dying.

In the first published qualitative study focusing on Finnish service users’
experiences of suicidality in the new millennium, Hinkkurinen, Rissanen and
Kylma (2014) explored experiences of hopelessness in male in-patients who had
attempted suicide. They found that these men associated their suicide attempt
with experiences of losing the meaningfulness of life, shame and anxiety
associated with a fear of being exposed and having lost/losing one’s honor,
entrapment, and giving up. Most of the men described a long ebb and flow of
suicidal thoughts, with the eventual suicide attempt associated with a perceived
dead-end, i.e., experiencing oneself as incapable of doing anything about the
circumstances of one’s life that felt unbearable.

The work of Jarventie (1993), Nissild (1995) and Hinkkurinen et al. (2014)
focused on experiences of the suicidal process or act and did not elaborate on
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experiences or expectations of professional help as part of these processes.
Similarly, few others have taken such a focus in Finnish suicide research.
Suominen et al. (2004) interviewed service users to explore their perspectives on
the psychosocial assessment they had received after their suicide attempt.
However, only a quantitative summary of these results was reported: key
findings included the observation that those at highest risk of further suicidal
action were most likely to be indifferent about receiving an assessment in
advance (meaning that indifference should not be a reason to withhold an
assessment), and that assessments were often perceived by service users to have
happened too soon after the suicide attempt, especially among those recovering
from intoxication (Suominen et al.,, 2004). A dissertation by Tapola (2014)
included findings on a novel brief intervention administered to nine patients who
had engaged in deliberate self-harm. However, patient satisfaction was only
inquired about via quantitative methods and only the percentage of those willing
to recommend the treatment and the mean satisfaction ratings were reported.
While these studies provided valuable information on what was directly
inquired about (e.g., Did you find the timing of the assessment appropriate?
Would you recommend this intervention to others?), there was no room for the
kind of novel or surprising contributions that qualitative research allows
participants to deliver in the form of, e.g., their own analyses of what was
valuable or suggestions for improvement.

Most recently and most closely related to the aims of the current study,
Miettinen’s (2022) dissertation explored service users’ experiences of help
received in relation to suicidal behavior. Through essays, interviews and an
electronic questionnaire, Miettinen investigated the perspectives of persons with
a history of self-harm in adolescence, as well as the perspectives of their parents.
In these participants” view, meaningful interventions consisted of creating a
trusting environment, asking about and hearing adolescents” talk of self-harm
and accounting for individual needs and preferences in helping interventions.
Help was expected to be provided for both adolescents and their loved ones,
including parents and siblings. Both adolescents and their parents reported a
multitude of barriers to receiving such help through the service system. Thus,
Miettinen’s findings illustrated both the opportunities and the challenge of
effective intervention in suicidal crises.

1.2 The challenge of preventing suicides after suicidal action

The World Health Organization (WHO) proposes the Universal, Selected and
Indicated prevention model to guide national suicide prevention efforts
(Nordentoft, 2011, WHO, 2014). Universal prevention targets the whole
population with the aim of promoting health and reducing risk for suicidal
outcomes by, e.g., removing barriers to health care, promoting responsible media
coverage of suicides, and strengthening protective processes such as social
support (WHO, 2014). Selected prevention measures target vulnerable groups
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with an elevated risk of developing suicidal behaviors, and may include, e.g.,
screening, and enhanced access to care, such as providing crisis helplines
(Nordentoft, 2011; WHO, 2014). This dissertation is concerned with indicated
prevention, i.e., the prevention of further suicidal acts in persons with a history
of suicidal behavior (WHO, 2014). The task of indicated prevention is
complicated by both the limited evidence on effective intervention and by the
difficulty of translating extant research findings into effective real-life practice
(e.g., Fox et al., 2020; Franklin et al., 2017; O’Connor & Portzky, 2018).

1.2.1 Suicide prevention in changing healthcare contexts

For most of the 20t century, suicidal persons who had access to mental health
care were frequently treated with long-term psychotherapy and/or in-patient
treatments (Jobes, 2000; Rudd et al., 1999). Beginning in the late 1980s and early
1990s, a sharp decline in the relative dominance of in-patient treatment in mental
health care both internationally and in Finland led to a growing number of
suicidal crises being treated exclusively or predominantly in out-patient settings
(e.g., Jobes, 2000; Pirkola et al., 2007). In the US, due to changes in managed care
companies” and insurance providers’ policies, this turn coincided with pressure
to replace long-term out-patient psychotherapy with more time-limited
interventions (Rudd et al., 1999), as well as the emergence of the evidence-based
medicine paradigm (Evidence-Based Medicine Working Group, 1992) and
associated movements toward evidence-based practice in, e.g., psychology
(Lovasz & Clegg, 2019). Together, these developments presented new challenges
for responding to and engaging acutely suicidal persons in services and
awakened the field of clinical suicidology to the scarcity of scientific data to
inform clinical practice (Rudd et al., 1999).

Starting in the 1990s, a new paradigm for responding to suicidal patients
begun to emerge. It was born out of efforts to better accommodate patients’ needs,
the changing service system, and the wider societal climate, which especially in
the US involved and continues to involve the threat of litigation (Jobes, 2000;
Michel et al., 2002; Rudd et al., 1999). The challenge presented by the changing
environment brought many of the leading experts in clinical suicidology together
to re-think and articulate what was known about effective practice, and what
remained unknown and needed to be recognized as such (Michel et al., 2002;
Michel & Jobes, 2011; Rudd et al., 1999). While emerging within the healthcare
context, this new paradigm also came to challenge some aspects of the more
traditional medical approach to suicide prevention, as it shifted the emphasis
from the expert stance of professionals to more collaborative efforts to
understand and manage suicidal risk (Jobes, 2000; Michel & Jobes, 2011).

Publications articulating this new paradigm were preceded and influenced
by, e.g., Edwin Shneidman’s (1998) conceptualization of “psychache” at the heart
of suicidal behavior and Marsha Linehan’s work with dialectical behavior
therapy (Linehan, 1991). The new paradigm proposed that for clinical practice to
be effective, 1) suicidal behavior should be framed as serving a psychological
purpose (i.e., as an attempt at coping) rather than as mindless symptomology; 2)
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an understanding of the patient’s frame of reference (i.e., their reasons for
considering suicide) should form the basis for interventions; 3) building a
therapeutic alliance should be prioritized as it is key to engaging the suicidal
patient and thus succeeding in any other helping efforts; and 4) interventions
should target suicidality directly rather than (only) associated diagnoses such as
depression (Jobes, 2000; Michel et al., 2002; Michel & Jobes, 2011).

The emotional challenge that working with suicidal clients presents for the
clinician was put front and center in articulating the need for new frameworks
(Jobes, 2000; Michel et al., 2002; Rudd et al., 1999). Practices such as avoiding
addressing suicidality, excluding suicidal patients from services, and
administering coercive or omnipotent interventions (such as involuntary
hospitalization or no-suicide contracts) were described as clinicians’ common
dysfunctional efforts to deal with the anxiety provoked by encountering suicidal
individuals, whereas the new frameworks for practice were seen as a way to
alleviate the pressure felt by clinicians, allowing them more freedom to engage
the suicidal individual in a human, therapeutic relationship and thus improve
the quality of care (Jobes, 2000; Michel et al., 2002; Michel, 2011; Rudd et al., 1999;
see Ferracioli et al., 2023, for a recent synthesis of professionals’ experiences of
working with suicidal individuals). These ideas have informed the development
of all the current empirically supported suicide-specific psychosocial
interventions. However, they may be seen as co-existing with rather than
replacing the more traditional medical approaches in healthcare systems (e.g.,
Jobes & Chalker, 2021; Michel, 2021).

1.2.2 Struggling to meet the needs of suicidal service users

In a recent register-based study, Partonen et al. (2022) found that in Finland 46%
of those who had died by suicide from 2016 to 2018 had attended health care
services within a week of their death, and 21% had done so on the day of their
death. These and similar findings in other Western countries (e.g., Ahmedani et
al, 2019; Bergqvist et al.,, 2022) suggest that the identification of suicidal
individuals remains a challenge for services, as does effective intervention once
risk is identified (Partonen et al., 2022). In follow-up studies of suicide attempt
survivors presenting in healthcare, the highest risk of repeat suicidal action has
consistently been found in the period immediately following a suicide attempt
(Aaltonen, 2019; Arvilommi et al., 2022; Haukka et al., 2008; Isometsd, 2020;
Tidemalm et al., 2008). Adding to the challenge of effective intervention,
suicidality is associated with a high risk of early dropout from treatment
(Dyvesether et al., 2021; Kasteenpohja et al., 2015; Lizardi & Stanley, 2010), with
more severe symptomology associated with higher levels of non-engagement
and attrition (Hom et al., 2015; Hom & Joiner, 2017), and non-attendance in
follow-up psychiatric services after deliberate self-harm associated with risk of
death (Qin et al., 2022).

Suicide attempt survivors” high risk of further suicidal behavior combined
with the high risk of withdrawing from service interactions makes effective
follow-up in the days, weeks and months following a suicide attempt a priority
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for suicide prevention efforts (Erlangsen et al., 2024; Lizardi & Stanley, 2010;
Mann et al., 2021; Michel et al., 2002; Turecki & Brent, 2016; Zalsmann et al., 2016).
However, the majority of service users presenting with suicidal behavior attend
no mental health follow-up after an emergency room visit (Feng et al., 2023; Hom
et al., 2015; Hunter et al., 2018). Concerns about the quality of mental health care
received by suicidal individuals have been raised by studies focusing on
completed suicides (e.g., Isometsd, 2001; Roos af Hjelmsiter et al., 2019) as well
as those investigating at-risk groups (e.g., Hunter et al., 2018; Kasteenpohja et al.,
2015; Uddin et al., 2023).

The availability of evidence-based interventions in routine healthcare is
typically limited, and the effect of any single intervention is modest at the group
level (Fox et al., 2020). Qualitative research also demonstrates that healthcare
systems often struggle to provide responses that the heterogeneous group of
suicidal service users would find meaningful or helpful, and both the quality,
continuity and comprehensiveness of healthcare responses is often perceived as
lacking (MacDonald et al., 2020; Miettinen, 2022; Scarth et al., 2021; Taylor et al.,
2009; Uddin et al., 2023). Both inpatients (Berg et al., 2017) and in-patient staff
(e.g., Awenat et al., 2017) have perceived inadequacies in in-patient care. Service
users frequently find staff attitudes stigmatizing (e.g., Frey et al., 2016; Shand et
al., 2018; Sheehan et al., 2019) and studies directly assessing staff attitudes show
that attitudes may be negative, especially in general hospitals and toward those
with repeated suicidal episodes (e.g., Karman et al., 2015; Saunders et al., 2012).

In Finland, the shift toward de-institutionalization and decentralization in
mental health services has been associated with a decline in suicide rates (Pirkola
et al., 2007; Pirkola et al., 2009). Recently, Aaltonen (2019) found that in line with
the decline in the national suicide rate, suicide mortality after psychiatric
hospitalization for depression was considerably and consistently lower in later
as compared to earlier cohorts of patients admitted to in-patient care during 1991-
2011, and this encouraging trend was also evident in more recent cohorts (up to
2017; Aaltonen et al., 2024). However, Aaltonen et al. (2024) called attention to
the extremely high risk of suicide that was continuing to be detected immediately
post-discharge, highlighting the importance of timely, continuous, and effective
post-discharge care.

While prompt follow-up and continuity of care have been proposed as key,
convincing evidence for specific interventions to reduce suicides in the recently
discharged is lacking (Erlangsen et al., 2024). The peak in the occurrence of
suicides found in the days following admittance to a psychiatric hospital
(Erlangsen et al., 2024) presents a further challenge. Suicidal deaths have also
been found to be associated with reductions or breaks in the continuity of care
(Appleby et al., 1999; Choi et al., 2020) and it has been debated whether there
may, in some cases, be an actual causal link between hospitalization and suicide
(e.g., Large & Kapur, 2018; Ward-Ciesielski & Rizvi, 2021). Together, these
observations and speculations illuminate the complexity and potential
complications of intervening in suicidal crises.
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1.3 Psychosocial interventions in indicated prevention

Receiving psychosocial support after deliberate self-harm has been found to
reduce the risk of repeated suicidal action in both short- and long-term follow-
ups (Erlangsen et al., 2014; Fox et al., 2020; McCabe et al., 2018; Nuij et al., 2021;
Sobanski et al., 2021). Recently, Fox et al. (2020) meta-analyzed treatments
targeting suicidal outcomes, Nuij et al. (2021) meta-analyzed safety-planning-
type interventions, Sobanski et al. (2021) reviewed suicide-specific
psychotherapeutic interventions and McCabe et al. (2018) presented a narrative
synthesis of suicide-specific brief interventions, each concluding that the suicide-
specific psychosocial interventions were in general more effective than control
conditions. Evidence has also recently been shown for the cost-effectiveness of
providing a suicide-specific psychosocial intervention to service users presenting
with self-harm (Krysinska et al., 2023; Park et al., 2018).

While suicide-specific interventions (i.e., interventions directly addressing
suicidal behavior) seem to outperform less specific support in preventing further
suicidal action, convincing evidence for the superiority of any particular suicide-
specific psychosocial intervention remains lacking (Fox et al., 2020; Hawton et al.,
2016) and the effect of any individual intervention is relatively small (Fox et al.,
2020). Erlangsen et al. (2024) suggest that the rigorous methods of investigation
used for evaluating clinical interventions (i.e., randomized controlled trials with
active treatment control groups) may lead to very conservative estimates of the
effectiveness of these interventions when compared to the evidence for other
suicide prevention measures (e.g., means restriction) which is mostly based on
pre- and post-measurement data. Other authors have noted that due to the
relatively low base-rate of suicidal outcomes even in high-risk groups, trials tend
to be underpowered for detecting suicide-related effects (e.g., Brown & Jager-
Hyman, 2014; Fox et al., 2020; Nordentoft, 2011; O’Connor & Portzky, 2018).
There are also complex ethical and safety implications both for including high-
risk patients in randomized controlled trials and for excluding them from such
research (e.g., O’Connor & Portzky, 2018)

Randomized controlled trials (RCTs) conducted on suicide-specific
interventions in the Nordic countries have yielded mixed results, often finding
no significant difference in outcomes between the target intervention and active
treatment controls (Erlangsen et al., 2024; for a recent Finnish clinical trial, see
Arvilommi et al., 2022a). In interpreting these null results, it becomes relevant to
ask whether comparing the group-level performance of two or more bone fide
psychological therapies designed for the same purpose is a useful route to
building knowledge about effective intervention. While it is a reasonable target
of investigation within the medical model paradigm of psychotherapy
(emphasising the specific ingredients of therapies in producing outcomes),
proponents of the contextual model (emphasising the common ingredients)
would not expect such trials to yield useful insight (Wampold & Imel, 2015).
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1.3.1 The proliferation of suicide-specific psychotherapies

Psychotherapeutic interventions specifically targeting suicidal behavior have
been developed since the 1980s (for a summary of current interventions with trial
evidence, see Table 1). The first showing evidence of effectiveness in preventing
suicide attempts was dialectical behavior therapy (DBT), which was developed
for treating chronically suicidal patients with a diagnosis of borderline
personality disorder (Linehan et al., 1991; Linehan, 1993). Rooted in behavioral
therapy, DBT views self-harm as a form of dysfunctional coping, i.e., as reflecting
a lack of adaptive coping skills, and thus emphasizes the importance of skills
training in targeting it (Linehan, 1993). Designed for the challenging task of
alleviating pervasive and severe suicidal behavior, DBT integrates individual
therapy, group-based skills training, and team-based support for therapists
(Linehan, 1993).

TABLE 1 Suicide-specific psychosocial interventions for adults
Abbrev. Title of intervention Theoretical Typlc.al Reference
background  duration
Safety Planning Cognitive- . Stanley &
SPI Intervention behavioral 1 session Brown, 2012
Crisis Response Cognitive- . Bryan et al,,
CRP Planning behavioral 1 session 2017
Teachable Moment Brief . . O'Connor et al.,
TMBI Intervention Integrative 1 session 2015
- 3-4 Michel &
ASSIP Attempte.d Suicide Short Integrative weekly Gysin-Maillart,
Intervention Program .
sessions 2015
Collaborative Integrative/
. 6-12
CAMS Assessment and Non- weekl Jobes,
Management of denomi- sessiozs 2000/2023
Suicidality national’
Brief Cognitive o 6-12
BCBT-SP  Behavioral Therapy for Cogmfave— weekly Bryan & Rudd,
.. . behavioral . 2018
Suicide Prevention sessions
o o 6-12
CT-SP Cognitive Therapy for Cognitive- weekl Wenzel, Brown
Suicide Prevention behavioral ) y & Beck, 2009
sessions
. . . .. min. 1 year,
DBT Dialectical Behavior Cogmfave— 2 sessions /  Linehan, 1993
Therapy behavioral
week
Mentalization-Based Psycho- . 1 Yl Bateman &
MBT . 2 sessions /
Therapy dynamic Fonagy, 2016

week
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While DBT was the first intervention to evidence a reduction in suicidal behavior
in an RCT, it is actually borderline personality disorder-specific rather than
suicide-specific per se, i.e., designed for addressing self-harm in the context of
personality disorder. Mentalization-based therapy (MBT) was designed to
address the same population of patients and, like DBT, also combines individual
and group therapy (Bateman & Fonagy, 1999; 2016). Drawing on the
psychoanalytic/psychodynamic tradition, and especially attachment theory,
MBT views self-harming behaviors as arising from problems with mentalizing
evident, e.g., in the inability to understand that feelings of hopelessness do not
equate a hopeless reality or a need to make psychological pain ‘real’ by inflicting
it on the body (Bateman & Fonagy, 1999; 2016). The development of a stronger
mentalizing capacity (and thus a better capacity for emotion-regulation and
impulse control) is the goal of MBT (Bateman & Fonagy, 1999; 2016).

Both DBT and MBT target chronic self-harming behavior in intensive
therapy programs, with weekly group and individual sessions for at least a year.
Several more brief suicide-specific interventions have also emerged from the
cognitive-behavioral tradition in an attempt to balance suicide attempt survivors’
needs and diminishing resources for care (Rudd et al., 1999). From the beginning,
alternative models of cognitive and/or cognitive-behaviorally based suicide-
specific therapies have been proposed, and several variations of interventions in
this ‘family” have been investigated, the most prominent being cognitive therapy
for suicide prevention (CT-SP; Wenzel et al., 2009) and brief cognitive behavioral
therapy for suicide-prevention (BCBT-SP; Bryan & Rudd, 2018). These
interventions share much of their theoretical basis but differ somewhat in their
therapeutic foci. In contrast to interventions originating from specific theoretical
traditions, the collaborative assessment and management of suicidality (CAMS;
Jobes, 2000;2023) was developed as a ‘nondenominational’ approach, i.e., as a
framework for suicide-focused intervention that is able to accommodate a variety
of treatment settings and theoretical orientations. CAMS originated from
research on the Suicide Status Form, a collaborative assessment method, and
centers around it (Jobes, 2023).

Cognitive and cognitive behavioral therapies for suicide prevention seem
to reduce suicidal behavior, but they only outperform non-specific treatment
controls (i.e., TAU) rather than other suicide-specific interventions, and have not
outperformed TAU in in-patient settings (Hawton et al., 2016; Yiu et al., 2023).
Evidence of publication bias also casts a shadow on the findings (Tarrier et al.,
2008). Similarly, DBT has been found to be effective in preventing self-harm
when compared to TAU (DeCou et al., 2019), but did not outperform another
suicide-specific intervention (CAMS) (Andreasson et al., 2016) or TAU in in-
patient settings (Yiu et al., 2023). Evidence for MBT in the prevention of self-harm
is similarly promising but inconclusive (Hajek Gross et al., 2024), while some
evidence also exists for the effectiveness of other psychoanalytic/psychodynamic
therapies over TAU (Briggs et al., 2023). Finally, CAMS has been found to
outperform TAU in reducing suicidal ideation but not suicidal behaviors (Swift
et al.,, 2021), and its effectiveness did not differ from that of DBT in a trial
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(Andreasson et al., 2016). Evidence to support the matching of specific subgroups
of service users with specific treatments remains lacking (Fox et al., 2020).

1.3.2 (Ultra)brief suicide-specific interventions

The 1990s and early 2000s saw the proliferation of structured suicide-specific
treatments that were also considered brief in relation to the preceding standard
(Rudd et al., 1999). However, even shorter interventions have been rolled out in
the last decade in hopes of tackling the challenges of early treatment dropout and
limited healthcare resources (Doupnik et al., 2020; Lizardi & Stanley, 2010). The
most recent empirically supported, suicide-specific psychosocial interventions
vary in length from one to three sessions; they are sometimes referred to as
‘ultrabrief” to differentiate them from the group of (brief) interventions averaging
6-12 sessions (i.e., CT-SP, BCBT and CAMS). Recent meta-analyses have found
that suicide-specific (ultra)brief interventions reduced suicide attempts and
enhanced linkage to follow-up care (Doupnik et al., 2020; Nuijj et al., 2021). While
suicide-specific (ultra)brief interventions have shown promise in reducing
suicidal behavior, none of them have been shown to outperform any other
suicide-specific treatment (McCabe et al., 2018; Nuij et al., 2021).

The (ultra)brief interventions with current evidence of effectiveness include
the Brief Intervention and Contact (BIC; Fleischmann et al., 2008), the Safety
Planning Intervention (SPI; Stanley & Brown, 2012), the Crisis Response Plan
(Bryan et al., 2017), the Teachable Moment Brief Intervention (TMBI;, O'Connor
et al.,, 2015) and the Attempted Suicide Short Intervention Program (ASSIP;
Michel & Gysin-Maillart, 2015). The BIC consists of one in-person session in
which the suicide attempt survivor is informed about suicidal behaviour,
alternatives to suicidal behaviours, and referral options, and this session is
followed by brief contacts (via telephone or in-person) over 18 months
(Fleischmann et al., 2008). BIC was developed for use in low- and middle-income
countries, but has also been piloted in the US (Riblet et al., 2021). Both SPI
(Stanley & Brown, 2012) and CRP (Bryan et al, 2017) draw on cognitive-
behavioral therapy to identify warning signs of suicidal action and plan for
strategies to divert action to a safer route. While CRP was originally developed
to be used as part of on-going treatment, SPI was specifically designed for use in
emergency rooms and similar settings allowing only one-time contact with
suicide attempt survivors (Stanley & Brown, 2012). It should be noted that all of
the multiple-session suicide-specific interventions incorporate a version of safety
planning, although with varying nomenclature and techniques.

Of the (ultra)brief interventions, ASSIP (Michel & Gysin-Maillart, 2015) is
of special interest in this dissertation: all the current participants took part in it,
and Study II specifically investigated experiences of it. With its 3-4 weekly
sessions and 24-month letter follow-up (including an invite to reach out to the
ASSIP therapist if in crisis), ASSIP is situated in intensity between the one-session
interventions and those in the 6-12 session group. ASSIP was developed in
Switzerland to serve as a suicide-specific add-on to treatment as usual and was
provided as such to the current participants. The most distinctive component of
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ASSIP is the video-taping and collaborative viewing of the suicidal narrative,
which forms the basis for the subsequent collaborative case conceptualization
and identification of personal long-term goals, warning signs and safety
strategies (Michel & Gysin-Maillart, 2015). Illustrating the frequent overlapping
of key components in suicide-specific interventions (Jobes & Chalker, 2019),
ASSIP also utilizes the Suicide Status Form (constituting the heart of CAMS; Jobes,
2023).

1.4 Current Finnish suicide prevention efforts

In Finland, the continuing need for suicide prevention efforts has been
recognized on a national level. The first national current care guidelines for
suicide prevention and intervention after a suicide attempt were published in
2020 and updated in 2022. These guidelines emphasize the importance of quality
care for suicide attempt survivors in the prevention of further suicide attempts
and suicides (Suicide Prevention and Intervention After Attempted Suicide:
Current Care Guidelines, 2022). The guidelines state that all suicide attempt
survivors should receive a psychosocial assessment led by a medical professional
with expertise in psychiatry, a chain analysis of the suicidal episode and safety
planning should be conducted, and further need-based care provided with
minimal delay.

Finland also set a new national program for suicide prevention for the years
2020-2030 (Partonen, 2020). Action points of the program include influencing
attitudes (e.g., reducing stigma; promoting information on mental health and
suicide prevention in the community), affecting the availability of suicide
methods, providing early support (e.g., expanding accessibility to help lines,
establishing 24-hour chat support and referral from social media platforms,
strengthening low-threshold mental health services), supporting risk groups (e.g.,
those with a history of suicidal behavior; the suicide bereaved; at-risk minorities),
developing care (e.g., availability of evidence-based interventions; continuity of
care; ensuring a compassionate care culture), increasing media competence and
strengthening the Finnish knowledge base and research on suicide (Partonen,
2020). However, execution of the program currently lacks sufficient earmarked
government funding, despite the importance of long-term planning and
dedicated funding for the effectiveness of national suicide prevention efforts
(Erlangsen et al., 2024).

Funding for the non-governmental organizations (NGOs) responsible for
many aspects of preventive efforts (e.g., providing crisis help lines and support
for the bereaved) is currently also under threat. The first FNSPP was built upon
widespread collaboration between regions, organizations and sectors. In its wake,
many Finnish suicide prevention efforts have taken the form of multi-sector
collaborations, with NGOs, associations for service users and/or families,
including those bereaved by suicide, and public healthcare services working
together. The NGO MIELI Mental Health Finland (MIELI) has been a leading
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force in these efforts. As one of the longest-standing mental health NGOs in the
world, MIELI has a long tradition in suicide prevention. This includes providing
crisis services, educating professionals, fostering attitudinal changes towards
mental health and suicide through widespread informational campaigns, and
advocating for new policies.

In 2013, MIELI imported ASSIP (Michel & Gysin-Maillart, 2015) and
initially implemented it in the MIELI crisis centers in Helsinki and Kuopio. In
2018, MIELI’s long-standing work on suicide prevention was re-organized under
newly launched Suicide Prevention Centers in Helsinki and Kuopio. Some of the
crisis workers involved in providing ASSIP have since been certified as ASSIP-
trainers and have gone on to train other professionals to use the intervention. To
date, MIELI's efforts have led to the availability of ASSIP in over a dozen cities
nation-wide, through crisis centers and some public healthcare providers. MIELI
has also collaborated in ASSIP-related research projects, including a clinical trial
by Arvilommi et al. (2022a, 2022b) and the current dissertation, which explores
the service experiences of ASSIP clients. However, MIELI's operations currently
face downsizing due to a substantial decrease in its governmental funding.

1.5 Informing suicide prevention through qualitative research

Despite advances in the understanding and treatment of suicidal behavior over
recent decades, considerable gaps persist in service systems” ability to effectively
identify, engage and help those at imminent risk, making clear the need for
further research and development efforts (Erlangsen et al., 2024; Partonen, 2020;
Scarth et al., 2021; Uddin et al., 2023). Throughout this dissertation I will argue
that in pursuing advances in the field of suicide prevention, qualitative research
designs provide a crucial complementary perspective to that provided by
quantitative research. To date, some exemplary qualitative studies have shed
light on, e.g., in-patient psychiatric care (Samuelsson et al., 2000), the meaning of
psychiatric nurses’” work (Cutcliffe et al.,, 2006) and recurrent suicidal acts
(Bergmans et al., 2017) from the perspective of suicide attempt survivors. I have
previously summarized some of the practice-relevant insights provided by
qualitative research on suicide attempt survivors’ experiences in a narrative
review written for Finnish clinicians (Gaily-Luoma, 2020).

Through their rich descriptions of patients’” experiences, individual
qualitative studies may provide professionals with insights that facilitate their
relating to suicidal patients and thus providing effective care (Gaily-Luoma,
2020). Systematic reviews of qualitative research, in turn, serve to provide a more
comprehensive or over-arching understanding of their target themes, e.g., what
service users find to be relevant aspects of meaningful services across
populations and contexts (Tong et al., 2016). To date, systematic reviews
including both quantitative, mixed-methods and qualitative studies on suicidal
service users’ treatment experiences have illuminated the universal importance
of perceived staff attitudes for service users” experiences of care as well as their
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choices to engage in or withdraw from services (Taylor et al., 2009; Uddin et al.,
2023). Reviews and syntheses focusing exclusively on the small body of
qualitative research on suicidal service users’ experiences have shed light on
what contributes to experiences of safety during in-patient stays (Berg et al., 2017)
as well as experiences of service users presenting at hospitals for treatment after
self-harm and these experiences’ relation to further self-harming and help-
seeking behaviors (MacDonald et al., 2020). However, the scarcity of qualitative
service user research as well as the contents of its findings suggest there remains
much more to be learned from the first-person accounts of those experiencing
suicidal crises and, more specifically, of those in the high-risk group of recent
suicide attempt survivors.
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2 THE AIMS OF THE STUDY

The main aim of this research was to provide insight into the service experiences
and preferences of Finnish suicide attempt survivors. The three original studies
explored 1) helpful and hindering aspects of healthcare services as perceived by
the participants, 2) the subjective impact of ASSIP as an add-on intervention
provided by crisis services, and 3) the co-construction of recovery-related agency
as presented in the participants” accounts of their interactions with services.
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3 METHOD

In this section, I will outline the philosophical premises of this research as well as
the ethical considerations concerning its design and execution. I will also describe
the participating sample and the invited population of ASSIP clients in more
detail than in the original publications. More detailed descriptions of data
collection and the qualitative analyses employed can be found in the original
studies.

3.1 Philosophical assumptions underlying the research

This dissertation applies a pragmatic approach to qualitative knowledge-
building in a field largely committed to positivistic and postpositivistic
paradigms. The pragmatic approach suggested by Morgan (2007) is less
concerned with metaphysical questions related to the nature of reality and truth
(ontology) than with epistemological and methodological questions related to
the possibilities of generating knowledge regarding the research questions and
aims of the research. A pragmatic approach allows for the possibility of
meaningful communication across the boundaries of paradigms that are
sometimes understood as incommensurable, e.g.,, constructivism and
(post-)positivism (Morgan, 2007).

Specifically, the aim of the current research was to produce a rich
understanding of suicide attempt survivors’ perspectives on the helping efforts
of crisis and healthcare services and to communicate these findings in ways
accessible to relevant audiences, including healthcare professionals and service
developers. To be compatible with the pragmatist approach proposed by Morgan
(2007), the methodological choices made throughout the study (from the design
and data collection to analyses and reporting) should serve this aim. Hence, this
dissertation draws on more than one research paradigm and tradition of
qualitative inquiry, reflecting the ‘bricoleur’ approach typical of qualitative
research (McLeod, 2011; Ponterotto, 2005).
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The study design and analyses were primarily influenced by what has been
called the constructivist-interpretivist paradigm of science (e.g., Ponterotto, 2005).
This paradigm derives from, e.g., philosophical hermeneutics and
phenomenology (Ponterotto, 2005). Research in the constructivist-interpretivist
paradigm seeks to produce a contextually bound, deep understanding of
phenomena as experienced by the subjects affected, rather than to explain the
phenomena per se. The perspective is idiographic, i.e., knowledge is produced
through a detailed analysis of the singular or particular, while more generalized
understanding may only be produced through an abductive logic. Consistent
with the philosophical assumptions underlying the paradigm, the assessment of
research quality is concerned with credibility, transferability, dependability,
confirmability, and authenticity, rather than reliability, generalizability or
objectivity (e.g., Ponteretto, 2005; Stiles, 2003; Yardley, 2000).

While the research questions led this research to adopt a constructivist-
interpretivist epistemology and methodology, the original studies and their
reporting have also been influenced by some postpositivist ideas. These
influences reflect both my ‘postpositivist socialization” (Ponterotto, 2005) into
psychology as a science and the dominant (post)positivist paradigm(s) of the
tield(s) in which these studies sought to contribute (Park et al, 2020; Young &
Ryan, 2020). Postpositivist paradigms acknowledge the impossibility of
achieving completely objective observations of reality but are nonetheless
committed to pursuing generalizable knowledge that is as free as possible from
such sources of error as, e.g., researcher bias, unrepresentativeness of study
samples and unreliability of measures (Young & Ryan, 2020). (Post)positivist
influences evident in the current research include, e.g., concerns about the
representativeness of the study sample and the resulting implications for the
transferability or even generalizability of the findings to a larger population, as
well as, e.g., assuming that investigator triangulation is a meaningful way of
ensuring quality and validity.

3.2 The co-construction of the interview data

The primary data for analysis in each of the three original studies are research
interviews. From the epistemological stand-point of this dissertation, the data
from any interview are an outcome of (co-)construction rather than of mere
retrieval, i.e., it is assumed that the data produced in any interview are, in part,
created in and by the situation in which they are delivered (Brinkmann & Kvale,
2018). To enable readers to interpret the current findings, a closer look at this
process of co-creation is warranted.

3.2.1 The positioning of the interviewer

All interviews were conducted by the author of this dissertation. At the time of
the interviews, I was in my late thirties and had about 10 years of work

32



experience as a psychologist in psychiatric in-patient and out-patient services
provided by the City of Helsinki. From the very beginning of my career, my
responsibilities prominently involved assessing and treating individuals
experiencing suicidal crises and following suicide attempts. In fact, this
dissertation was primarily inspired by my wish to better understand the
experiences and perspectives of the service users I was trying to help. I was thus
very much ‘inside’ the topic of research as it pertained to experiences of
interactions with healthcare services during suicidal crises.

My interest in ASSIP was also sparked in the context of my work in
healthcare. In 2013, ASSIP was introduced into the psychiatric services I was
working in as an additional resource available to suicide attempt survivors, and
we were encouraged to refer any potential clients to take part in it. I found ASSIP’s
focus on the suicidal narrative intriguing (in an early outline for this dissertation,
I planned to focus on these narratives). However, I found the idea of subjecting a
suicide attempt survivor to the videotaping and playback of this narrative initially
almost out of the question, and I was thus hesitant to refer clients to ASSIP. I also
strongly doubted what could be achieved by such a brief intervention. Over time,
I started to hear good things about ASSIP from clients who had taken part in it,
thereby arousing my curiosity. Thus, at the beginning of this research project, I had
no personal stake in ASSIP but was curious to learn more about it.

I had recently begun my studies toward a degree in couple and family
psychotherapy when I began outlining this study in the beginning of 2017; I
finished these studies during the data collection. Both my previous studies and
my work in healthcare had promoted (psycho)diagnostics of the individual as a
basis for delivering specific evidence-based interventions. In contrast, my studies
in family therapy promoted an understanding of human suffering through
relationships rather than individuals or pathologies. These ideas had a profound
impact on me and, consequently, on this research, as they provided an antidote
to the “postpositivist socialization” (Ponterotto, 2005) and allowed me to consider
a study design that intrigued me as a practitioner, i.e., one privileging the voices
of service users and focusing on mental health services as interactions.

From these beginnings, I reached for ‘qualified naiveté’ (Brinkmann &
Kvale, 2018) in the interviews. As recommended by Brinkmann and Kvale (2018),
I aimed to use my pre-knowledge of the topic area to allow for a sensitive and
nuanced exploration of it, while remaining open to new and unexpected
phenomena. My genuine curiosity and interest in learning more about the
participants” viewpoints helped with achieving the latter: I was hoping to be
taught and surprised, and often was.

3.2.2 The process of the interviews

During the study period, all eligible ASSIP clients were informed of the study by
their ASSIP therapist at the beginning of their first ASSIP session and asked for
their consent to participate at the end of their final ASSIP session. When a client
consented to enroll in the study, the client’s ASSIP therapist informed me and I
contacted the potential participant as soon as possible, i.e., within a couple of
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days. The interviews were arranged via a phone call to the participants (which,
in turn, was often arranged via a text message). I perceived these interactions as
the starting point for an alliance and paid careful attention to ensuring they were
sensitive to and respectful of each participant. Despite the research context, these
interactions were not designed to be neutral in emotional tone, but instead warm
and encouraging. This choice was for both ethical (above all, the aim was to not
harm the participants, and withholding interpersonal warmth in interactions
with persons in vulnerable positions may well be harmful) and practical reasons
(I expected this would facilitate the formation of a strong alliance that, in turn,
would generate richer data in the research interviews, as the participants would
feel more comfortable with sharing their experiences).

At the beginning of each interview, I introduced myself as a psychologist
and explained to the participant that I was pursuing my PhD with the goal of
gaining deeper insights into the experiences of suicide attempt survivors who
had undergone ASSIP and possibly other related services. I made it clear that I
was genuinely interested in hearing any views and experiences the participant
would be willing to share with me, while also reassuring them that they were
free to decline answering any question. I told them that while the papers I was
holding (the interview topic guide, see Table 2) were there to remind me of
questions I wanted to ask, I would primarily follow their lead, the idea being that
we would have a conversation rather than going through a sequence of questions
and answers. I reminded the participant that I would ask them again at the end
of the interview whether they were still willing to share their data with the
research team, and that declining to do so would have no negative consequences
for them. I also informed them that they could ask me to pause or stop the
interview and the recording at any time.

After checking that the participant had no further questions about
procedure, I began with the first question ("What made you decide to participate
in this interview?’). I then proceeded with the questions in the order presented
in the interview topic guide or in the order they naturally arose in relation to
what the participant had already narrated. After the first four interviews, one
question was dropped from the interview protocol (‘Do you feel that your
situation has been understood by the professionals treating you; has their
understanding matched yours?’), as it seemed to confuse the participants rather
than invite reflection.

Throughout the interviews, I focused on forming and maintaining a safe
alliance. I aimed for ‘neutrality’ in the sense that my questions would not invite
answers with specific content or of specific valence, i.e., I posed them as openly as
possible in both wording and tone. However, I did not attempt to remain
emotionally ‘neutral’, but rather responded with emotion when this seemed to be
expected or appropriate (e.g., shared in the participant’s delight when they were
narrating a particularly positive experience and in their frustration when narrating
setbacks or unsatisfying interactions). I also let it show when I was emotionally
moved by the participants” accounts and often thanked them during (and not only
after) the interview for the effort they put into sharing their experiences.

34



TABLE 2 Interview topic guide

#  Interview question
1  What made you decide to participate in this interview?
2 How did you become a client of ASSIP?
a. How did you find out about ASSIP?
b. What made you decide to participate?
3  What has participating in ASSIP been like for you?
a. Has any aspect of ASSIP surprised you? If so, what and how?
b. What aspect of ASSIP, if any, has been most helpful for you?
c. Have you found any aspect of ASSIP unhelpful or even hurtful in some way?
If so, what and how?
d. Has ASSIP helped you to move forward?
e. What, if anything, could have been done better or differently?
4 What other services related to your suicidal crisis have you received, either before or
since the suicide attempt?
5  What has participating in (or receiving) this service been like for you? [Asked
separately for each service mentioned by the participant.]
a. Has any aspect of this service surprised you? If so, what and how?
b. What aspect of this service, if any, have you found most helpful?
c. Has any aspect of this service been unhelpful or even hurtful in some way? If
so, what and how?
d. Has this service helped you to move forward?
e. What, if anything, could have been done better or differently?
6 What, if anything, has been expected of you as a user of these services?
a. How have you felt about these expectations?
What hopes or expectations do you have regarding services now or in the near future?
What aspects of care do you consider most important, if you think about helping a
suicidal person or a suicide attempt survivor in general?
9  What has help from non-professionals meant for you during your suicidal crisis?
10  Is there anything else you would like to say about your experiences?
11  What has participating in this interview been like for you?

The most frequent follow-up questions were prompts to elicit more about

an issue or episode they had mentioned (e.g., “Can you tell me more about that?’
or ‘Is there anything else that's important that comes to mind about that?’). I
could ask for concrete or specific examples when participants spoke in general
terms. When participants described an episode that seemed meaningful to them
but did not elaborate on their subjective take on it, I used meaning-oriented
follow-up questions (Brinkmann & Kvale, 2018) such as “What did that mean for
you?’, “‘What did you think happened there?, ‘How did you understand that
situation?” or ‘How did that affect you?” to gain an understanding of their
subjective viewpoint. When participants narrated a decision-making situation, I
often asked them to elaborate on how they came to the decision they had made
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(e.g., to disclose or withhold information in a specific situation) or what had
made it possible to, e.g., act in a way they described as unfamiliar or new to them.
When participants contradicted themselves, I might gently confront them to
address the contradiction (e.g., when a participant first narrated something with
emotion and then stated that it didn’t really matter).

Throughout the interviews, I attempted to check on the validity of my initial
interpretations of the participants” accounts. When I was unsure if I was correctly
understanding the implicit idea or reading ‘between the lines” (Brinkmann &
Kvale, 2018), I tried to gain clarification by asking open questions. If that did not
help, I sometimes offered a bolder interpretation of what the participant had said
at the end of the sequence of questions on that topic (e.g., by introducing a
concept such as ‘hope” or “self-compassion” that the participant had not used but
that seemed to me a likely component of the experience they were describing). In
the analyses, these sequences were not used unless the participant had been
prompted by my interpretation to elaborate in ways that made it clear that they
were not simply acquiescing in my point of view.

Some participants needed very little prompting to share their subjective
reality, while others needed more encouragement. As an interviewer, I was
persistent in inviting the participants to elaborate on the subjective meanings of
their experiences. To my delight, most participants produced very rich narratives,
and all provided material that enabled access to their meaning-making on at least
some of the issues they had presented as key in their experiences.

3.2.3 The implications of the co-construction of the data

Above, I elaborated on the co-construction of the interview data. However, in the
original studies the co-constructed nature of the interview data is either not
discussed or is only touched upon in passing. This apparent paradox reflects a
conscious methodological choice consistent with the pragmatic approach
employed in the current research (Morgan, 2007). Epistemologically, I view the
interview data as constructed rather than as ‘mined” (Brinkmann & Kvale, 2018),
i.e.,, as representing a contextually created version rather than an uncovered
essence of the participants” subjective ‘truth’. However, I perceive this to be
equally true for all data concerning human experience or behavior, including,
e.g., data collected through psychometric measures. If human information
processing is perceived of as contextual and memory-recall as a process of
(re-)construction - as would be stated in any textbook of cognitive psychology
(e.g., Kellogg, 2015) - then it must be accepted as inevitable that any form of
inquiry into human experience or psychological processes evokes a variety of
reactions, some more conscious than others, and thus leads to responses that are
affected (i.e., co-constructed) both by the context and manner of that inquiry and
by the subjectivity of its target.

In other words, my epistemological stance is that there is no way to access
‘pure’ data on human experience or mental processes (cf., Guyon, 2018), and
hence the methodological choices I have made are primarily pragmatic. In
conducting this research, I have opted to consider the interview data as a
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meaningful and relevant, if in no way pure, reflection of the participants’
subjective reality. I have made this choice not merely because this assumption
supports the use of this data for the aims of the current study, but because the
same issues of co-construction would affect any other means of data collection
and no unproblematic means of achieving these aims is thus available. While the
current data could arguably also be used to investigate research questions related
specifically to the co-construction of understandings in a qualitative research
interview, this is not the focus of the current research and is thus not elaborated
on.

From a constructivist-interpretivist perspective, knowledge is co-
constructed, and the process of understanding is always interpretative in the
sense that it is mediated by the observer (e.g., Ponterotto, 2005). I perceive this
co-construction to also affect the consumption of reported research: not only are
qualitative findings co-constructed in the processes of data collection and
analyses, they are also re-interpreted by each audience of the published results.
Although the co-constructed nature of the interview data was not given much
attention in our reported analyses (the original studies), I believe that enabling
the reader to better imagine the context of the interviews gives the research more
transparency and thus adds to its credibility, trustworthiness and perhaps also
persuasiveness (cf., Morgan, 2007). Thus I have included this information here to
facilitate readers’ informed (re-)interpretations of the findings.

3.3 Ethical considerations

Studying persons at risk for suicide is an ethically multifaceted issue. On the one
hand, it is of utmost importance to make members of this vulnerable group heard
and have their voices shape high quality care for others in similar crises. On the
other hand, participating in a study on an issue as sensitive as suicidality may
include potentially harmful elements and risks that need to be considered at all
stages of the research. Examinations of the the ethical aspects of research into
suicidal individuals such as those by Lakeman & Fitzgerald (2009), Lees et al.
(2015) and Andriessen et al. (2019) have guided the planning and execution of
this study. The following ethical concerns were identified and addressed based
on the work of these authors as well as on the relevant national ethical guidelines.
This research received ethical approval from the Helsinki University Hospital
Ethics Committee and all participants gave their written consent for participation.

3.3.1 Informed consent in qualitative research

The question of informed consent is a challenge in research involving individuals
in vulnerable positions and on sensitive topics, and in some ways further
complicated by the use of a qualitative methodology. Ethical guidelines require
participants, before consenting, to be informed of the study and of their
continuing right to decline or later withdraw from the study without any
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consequences for their care. However, some qualitative research experts argue
that informed consent for a qualitative study cannot really be given in advance,
as it is impossible to inform the participant fully of what is to come (McLeod
2011). In the current study, this concern was taken into consideration by the
practice of returning to the question of consent at the end of the study interview.
At that point, participants knew what kind of data they had produced and were
given an explicit opportunity to withdraw their data from the study, if they so
wished. Special attention was also paid to the manner in which consent was
requested, so that those invited to enroll in the study would feel as free as
possible to decline. The high proportion of participants who declined at the first
step (invitation to enter the study) may be interpreted as evidence that
participation was perceived as genuinely voluntary. No participant wished to
withdraw at the end of the study interview.

3.3.2 Safety and privacy of the participants

Potential risks to participants” safety are a key concern in suicide research (e.g.,
Andriassen et al., 2019; Lees et al., 2016). In the current research, the risk to
participants was greatly reduced by the naturalistic study design. The
participants were invited to participate in one study interview, but in all other
ways their treatment was undertaken exactly as it would have been in the
absence of the study. However, the topics explored in the interview were of a
kind that could induce strong emotional reactions, and there was no way of
anticipating how vulnerable the participants might feel at the time of the
interview. In response to these concerns, the study was designed so that the
interviews took place in a safe environment familiar to the participants (the
MIELI Suicide Prevention Center, where they had also received ASSIP).

To ensure researcher competency (Lees et al., 2019), the interviews were
conducted by a psychologist experienced in the care of suicidal individuals (the
author of this dissertation). The forming of a safe alliance was given special
attention, and the experience of the interview and its present and anticipated
effects on each participant’s emotional state were explored and their
management planned for together with the participant. The practices inherent in
narrative interviewing (e.g., respect and value for the interviewee's unique
account) were expected to further reduce the risks for the interview inducing
harmful effects (Michel & Valach, 2011). In similar research, participants have
most commonly described the research interview as a positive experience (e.g.,
Lees et al. 2015; Littlewood et al., 2019; Pavulans et al., 2012). This was also the
case for the current participants.

To ensure the participants” safety further, participants were asked (in
advance) for their consent to a breach of confidentiality in special circumstances:
should a concern for the immediate safety of a participant arise during the study
interview, the interviewer would have the right to contact the healthcare
professional in charge of their care to enable intervention. The course of action in
such an instance would, of course, be negotiated and executed in collaboration
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with the participant as far as possible. No need for such action arose during the
study.

The privacy of the participants was ensured with careful planning for the
collection and storing of their data as well as consideration for careful concealing
of their identities in reporting the research. Due to the participants” right to
privacy, none of the original data was published with the study reports.

3.3.3 Quality of the research

The participants made a significant contribution by sharing their stories and
experiences for use as data in this study, thereby motivating the research team to
ensure that this valuable data were translated into research of high quality. I
draw on the work of Yardley (2000), McLeod (2011), Stiles (2003), O’Brien et al.
(2014) and Brinkmann and Kvale (2018) in summarizing the key efforts made to
ensure quality in the different phases of this research.

3.3.3.1 Study design and data collection

The key concerns addressed during the study design and data collection were
closely associated with the ethicality of the research (discussed above) as well as
the appropriateness of the study procedures for the research questions (e.g., the
importance of a naturalistic design). The exploratory qualitative design in a
naturalistic setting allowed for access to the real-world experiences of service
users. Collaboration with MIELI allowed for the collection of data from a group
of participants both sufficiently homogeneous (i.e., sharing the experience of a
recent suicide attempt and participation in ASSIP) and heterogeneous (diverse)
to produce meaningful data concerning the research questions. The first author’s
experience with the research topic and training in interviewing skills enabled
sensitivity (Brinkmann & Kvale, 2018; Yardley, 2000) and made possible an
adequate focus on both the interpersonal aspects of the interview and the
knowledge quest at hand. Access to the participants’ narratives of the suicide
attempt (constructed as part of ASSIP) helped further contextualize the interview
data.

3.3.3.2 Analyses

Qualitative analyses may be subjected to a variety of quality criteria depending
on the methodological assumptions associated with them (e.g., Yardley, 2000).
The quality criteria employed in the current research emphasized the
commitment of the researcher(s) to a comprehensive interpretation of the data
facilitated by, e.g., prolonged engagement, immersion in the data, persistent
observation, and iteration (Stiles, 2003; Yardley, 2000). Multivoiced challenges to
the emerging interpretations were also sought: first from the participants during
interviews and later within the research group and through presentations of
preliminary analyses, illustrated with excerpts of raw data, to a variety of
audiences including fellow researchers and practitioners. Inter-rater agreement
was not pursued, but a degree of investigator triangulation was sought and
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accomplished in discussions of the raw data and emerging codes and analyses
with co-authors. The comments of journal editors and reviewers also helped
improve the quality of the research.

3.3.3.3 Reporting of the research

The presentation for publication of a study and its findings is a crucial phase of
any research project aiming to make an impact and be useful (O’Brien et al., 2014;
Yardley, 2000). The current research aimed for adequate depth and thickness of
interpretation and coherence of presentation so as to effectively and persuasively
‘tell a story” and thus be useful to both practitioners and researchers interested in
the questions it addressed. In the reporting phase, special attention was paid to
the transparency of the research process (including both data collection and
analysis) and grounding of the findings in the original data, i.e., the participants’
accounts.

3.4 Participants

The participants were recruited upon entering ASSIP at the MIELI Suicide
Prevention Center in Helsinki. Their ASSIP therapist informed them of the study
at the beginning of the first ASSIP session and asked for their consent to
participate at the end of the final session. The study sample thus consisted of
suicide attempt survivors who had completed ASSIP. No exclusion criteria
beyond that used in ASSIP (i.e., adequate fluency in Finnish, absence of a
substance abuse disorder severe enough to impede engagement in ASSIP, and
that the suicide attempt had not taken place during a psychotic episode) were
applied, except for the requirement that participants be at least 18 years old.

3.4.1 Selection and representativeness of the sample

Of the 104 eligible service users invited to take part in the study, 18 gave their
initial consent. Of these 18, three withdrew before the interview (citing
scheduling difficulties and/or a lack of resources) and one could not be
interviewed due to the onset of the COVID-19 pandemic. Thus, fourteen
participants were interviewed. While this uptake of 13.5% may be considered
good for a qualitative study requiring such intense involvement, the participants
represent a small minority of the eligible service users. From a (post)positivistic
viewpoint, the self-selection of the participants presents a serious threat to the
validity and transferability (generalizability) of the findings (Park, 2020; Young
& Ryan, 2020). As I wish to communicate with audiences holding such views, a
closer look at this threat is necessary.

No data beyond their stated reason for declining (if the declining service
user volunteered one) was collected on those deciding not to participate.
However, MIELI relies on governmental funding that requires it to collect data
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on both user demographics and feedback on its services. These data were
available for use in anonymous form. This allowed comparing the characteristics
of our sample with data collected from a more representative sample of clients
entering ASSIP during the study period, thereby enabling some insight into the
selection of the study sample.

In the following figures I will present feedback data from a more
representative sample of ASSIP clients (n=109) alongside data from the sample
of participants interviewed in-depth for this dissertation (n=14). The feedback
data were collected from the ASSIP clients at the end of the last session of the
intervention, i.e., the feedback dataset only includes individuals who completed
ASSIP. The response rate for feedback during the study period was 68%. If should
be noted that as all feedback was given anonymously, the current participants
may be amongst those completing the feedback form. In addition, the feedback
data includes some underaged participants as well as some participants from
outside the study area (receiving ASSIP in Kuopio), i.e.,, groups that were
excluded from the current study. While the feedback data are imperfect, they
nevertheless help illustrate the population from which the participants were
recruited.

34.1.1 Demographic variables

The demographic data of our participants alongside the data on ASSIP clients
giving feedback are presented in Figures 1 and 2. Figure 1 shows that the age
distribution of our participants closely corresponded to that of the ASSIP clients
giving feedback, except for the underaged participants who were excluded from
the study sample. Figure 2 shows that men were slightly overrepresented in our
sample (in our sample, the proportions represent registered sex and are thus
binary, wheras the MIELI data are based on self-identification).
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FIGURE1 Age of ASSIP clients and the study sample
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FIGURE 2  Sex of ASSIP clients and the study sample

3.4.1.2 History of mental health, suicidality, and service use

Information on diagnoses or history of suicidality is not collected by MIELI and
is thus not available for ASSIP clients. While our sample may not be
representative of the population of ASSIP clients in these respects, it is
encouragingly diverse. First, it included both first-time attempt survivors and
persons with a history of one or more previous suicide attempts. Second, based
on participants” accounts and self-reported diagnoses, the sample included both
persons with a history of milder and/or more transient mental health issues (e.g.,
depressive episodes, anxiety disorders, acute stress reactions) and those with
more pervasive and serious impairment (e.g., borderline personality disorder, a
history of psychotic depression, severe dissociative symptoms). Third, it
included both participants with experiences of in-patient treatment and those
who had not been referred to specialized services at all, and thus represented the
diversity of service paths for suicide attempt survivors. Fourth, while the most
serious substance abuse disorders were excluded by ASSIP’s entry policy, several
participants reported significant problems with alcohol use. This enhanced the
representativeness of the sample, as suicidal behavior is often associated with
alcohol use (e.g., Pirkola, 1999).

3.4.1.3 Evaluations of ASSIP

The finding that the participants all had a positive impression of ASSIP, while
many of them reported critically on other services, raised the question of whether
the sample was (self-)selected based on satisfaction with ASSIP. Again, I was able
to investigate this concern by examining the routine feedback collected from
ASSIP clients at the end of the last ASSIP session. As described above, while the
responses to the feedback form are from a slightly different population (e.g.,
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including underaged participants), they nevertheless give a fuller picture of
ASSIP clients” views on the intervention.

The feedback is summarized in Figures 3-6. Figure 3 shows that (in
retrospect), most respondents rated their hopefulness to have been quite low
upon entering ASSIP and quite high after their last session. It should be noted
that this was not a pre- vs. post-measurement of hopefulness. Instead,
participants were asked to think back to the time when they first contacted ASSIP
and rate their hopefulness at that point, and then think about their current
situation and rate their current hopefulness about the future.

35
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5 6 7 8 9 10

1 2 3 4

Number of respondents

N=109
O At first contact with ASSIP m At the end of ASSIP

FIGURE3  ASSIP clients’ self-evaluated hopefulness
ASSIP clients were then asked to rate how much of the (potential) change in their

hopefulness they attributed to ASSIP. Figure 4 shows that most respondents
viewed ASSIP as having attributed considerably to the change.
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How much of the possible change in your hopefulness would you
attribute to ASSIP? (n=109)
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FIGURE4  ASSIP clients’ attribution of changes in hopefulness

Figure 5 shows that most respondents reported high satisfaction with ASSIP’s
program (clients were instructed to evaluate its length, the videotaping, the
conversations and the safety plan). However, there was also some diversity in
these evaluations.

How well did ASSIP's program suit you?
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FIGURES5  ASSIP clients’ satisfaction with ASSIP’s program

Figure 6 shows that with few exceptions, ASSIP clients reported very high
satisfaction with their collaboration with the ASSIP therapist.
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How would you rate your collaboration with your ASSIP therapist?
(n=109)
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FIGURE 6 ASSIP clients’ satisfaction with the collaboration

Finally, Figure 7 shows that the majority of the respondents perceived ASSIP to
have had a positive effect on their wellbeing, and no iatrogenic effects were
reported.

How has participating in ASSIP affected your wellbeing?
(n=104)
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FIGURE7  ASSIP’s subjective effect on ASSIP clients” wellbeing

The feedback data thus seemed to diminish suspicions that the current study’s
participants were (self-)selected based on, e.g., exceptionally high satisfaction
with ASSIP or an exceptional subjective rate of change during ASSIP. However,
it should be noted that feedback was only collected from those who had
completed ASSIP and hence feedback from clients who dropped out is not
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available. Statistics collected by MIELI showed that during the study period, 12%
of ASSIP clients did not finish the intervention.

While the major concerns over the representativeness of the sample based
on demographics, history of mental health or satisfaction with ASSIP seem
unfounded, it remains likely that the high rate of self-selection has biased the
sample in more subtle ways. Based on all the available data, I would assume that
survivors who are more open about sharing their experiences in general and/or
with better base-level and/or current functioning are likely to be
overrepresented in the sample. This assumption is primarily based on two
observations. First, participation required showing up and subjecting oneself to
an interview with a stranger, i.e., having both the motivation and resources to do
so. Second, of those who declined to participate, the minority who gave a reason
for this most often cited a lack of resources and/or privacy concerns. However,
the sample also exhibited some diversity in these respects. For example, one
participant reported deciding to take part in the study because they found talking
about their experiences very difficult - a behavioral pattern that they believed
had led to the suicidal crisis - and hence they now wish to take every opportunity
to practice talking more openly.
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4 OVERVIEW OF THE ORIGINAL STUDIES

41 Studyl

The aim of Study I was to explore suicide attempt survivors” experiences of and
perspectives on the healthcare services they had received in relation to their
suicidal crisis. Qualitative and mixed-methods studies in other countries have
found that services may struggle to meet the subjective needs of this vulnerable
group (e.g., Hom et al., 2017; Taylor et al., 2012). Study I sought to provide in-
depth understanding of current Finnish service users” perspectives.

Fourteen participants were recruited through the MIELI Suicide Prevention
Center. All persons over the age of 18 entering the Attempted Suicide Short
Intervention Program (ASSIP) were invited to take part in the study. The fourteen
participants represented a diverse but self-selected sample of the 104 eligible
service users invited to participate. Each participant took part in one in-depth
interview exploring their experiences of and perspectives on the services they
had received or desired in relation to the suicidal crisis. We used conventional
content analysis to allow data-driven insights to emerge from the data (Hsieh &
Shannon, 2005). First, the transcribed interviews were read multiple times to
enable immersion in the data. Second, all meaning units in which participants
expressed some kind of personal view on healthcare services were systematically
identified and open-coded. Third, open-coded units of similar content were
organized into clusters which were then tentatively conceptualized as themes.
This was followed by a cyclical process in which data excerpts not yet belonging
to established clusters/themes were reviewed, resulting in the refinement of
existing conceptualizations (incorporation of variations of closely related
thematic content) and the formation of new clusters (when data did not fit in any
of the existing clusters/themes).

The findings illustrated the participants” subjective needs and preferences as
well as their experiences of how well these had been fulfilled in their interactions
with services. We found that the participants primarily evaluated services in
relation to the recovery goals and tasks they found personally meaningful: services
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were found helpful when experienced as providing help in achieving personal
recovery goals and/or working on personal recovery tasks and unhelpful or even
hurtful when experienced as not supporting personal goals/tasks and/or
promoting goals/tasks that the participant did not find personally meaningful.

Seven elements were reported as key to service responses that participants
found meaningful and helpful. The strongest emphasis was placed on meeting the
service user as worthy of help, i.e., on professionals” and services communicating a
genuine willingness to help. Second, participants emphasized the importance of
having an opportunity to explore personally meaningful topics, i.e., that
professionals took an interest in the participant’s subjective reality and facilitated
deeper understanding of it. Third, participants found it imperative that there be
a direct focus on and support for exploring the suicidal episode in order to better
understand what had precipitated it and hence what was needed for future safety
and relief. Fourth, participants wished for psychological continuity and predictability
of service paths. Fifth, participants expected a responsive partnership in navigating
recovery, i.e., a dialogical relationship with professionals who were prepared to
respond to varied and changing needs. Sixth, participants wished to be involved
in decisions concerning their medication, i.e., receive adequate information and
opportunity for dialogue on biological treatments. Finally, participants
considered it important that services account for their relational context, i.e., provide
opportunities for relatedness within services through, e.g., caring contacts and
linkage to peer-support, as well as support for their affected loved ones and
relationships.

In narrating their personal encounters with services, the participants reported
both positive and negative experiences concerning each of these key aspects. In line
with previous research, the participants reported that empathic and respectful
service interactions had fostered a sense of hope, self-worth and belonging, while
being met with hostile or dismissive staff attitudes had created barriers to care and
even accelerated self-harming behaviors. While the participants wished for a
collaborative relationship with professionals, most had found opportunities for
collaboration to be inconsistently available in their treatment encounters, and many
reported being subjected to authoritarian control and/or being left to deal alone
with critical recovery tasks even during ongoing treatment. The responsiveness of
services to individual needs and preferences was described as key to the perceived
helpfulness of these services, with participants expressing their hope that both
(bio)medical remedies, psychological interventions, and interventions targeting
their relational context and sense of social belonging be available as needed.
However, participants perceived many obstacles to this need-based availability
concerning, e.g., access to psychotherapy; interventions targeting the social aspects
of recovery (e.g., attention to affected loved ones; facilitation of peer support and
social belonging) were most consistently described as lacking.

The seven themes raised by the participants provide Finnish professionals
and service developers with insights into suicide attempt survivors’ needs that
are currently not consistently met by service interactions. The findings also
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contribute to the international knowledge base on suicidal service users’
experiences and preferences.

4.2 StudyII

The aim of study II was to explore clients” experiences of the Attempted Suicide
Short Intervention Program (ASSIP; Michel & Gysin-Maillart, 2015), a brief add-
on intervention for suicide attempt survivors. Consisting of three to four sessions
and a two-year follow-up by letters, ASSIP aims to allow thorough processing of
the suicide attempt, leading to the formation of credible safety strategies and
long-term goals. ASSIP was designed as an individual intervention, but its
Finnish implementation includes an optional session together with loved ones.

The fourteen participants had received ASSIP at the MIELI Suicide
Prevention Center, an non-governmental organization providing crisis services
upon self-referral. All participants had also received healthcare services. In study
IT, we focused on participants” experiences of the impact of ASSIP as an add-on
to these other services. Experiences of ASSIP were explored through in-depth
research interviews. In the data analysis, we used conventional content analysis
(Hsieh & Shannon, 2005) to achieve a data-driven description and interpretation
of the participants’” experiences of ASSIP’s impact. The process of analysis
involved first identifying in the transcribed interviews all meaning units
pertaining to the research question, i.e., excerpts in which the participants
discussed ASSIP’s impact on them in any way. These excerpts were then open-
coded and, in a cyclical process, clustered to form categories of meaning until all
the meaning units could be assigned to a category.

The findings showed that all participants perceived ASSIP positively.
Perceptions of the magnitude of ASSIP’s impact varied from viewing it as
providing some benefits but not making a significant difference to its being seen
as a turning point providing crucial resources for a hopeful future. All
participants reported that ASSIP had provided life-affirming change expressed in
two or more of the following categories: feeling differently, thinking differently,
acting differently, and having new resources. Many participants also perceived
ASSIP to have had collateral effects, i.e., that it had contributed to difficult feelings
and/or cognitive overload during the intervention. However, these collateral
effects were not reported as especially problematic but rather accepted as part of
the investment in change. Finally, all described the incompleteness of change after
ASSIP. Typically, participants found the impact of ASSIP highly meaningful, but
also viewed the gains as incomplete, i.e., that the process of recovery was ongoing
and required further support. Even those who were satisfied with their recovery
perceived that to maintain these gains they were in need of sustenance, i.e., some
form of further support from services. Some reported a lack of desired change in
one or more areas of recovery. A few noted an unrealized potential of ASSIP, e.g.,
that there was insufficient support for engaging loved ones. None of the current
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participants had invited their loved ones to join despite several reporting that
this would have been necessary or important.

The findings of Study II serve to inform the further development of ASSIP
as well its implementation in real-world service settings. The findings support
the value of ASSIP as an add-on intervention after a suicide attempt. Importantly,
participants found its suicide-specific focus and tasks to yield gains, as a
thorough processing of the suicide attempt was considered important but was
typically not accomplished in healthcare services. However, some participants
also suggested that more support for including loved ones in the intervention
was needed.

Suicidality is associated with high drop-out rates from services (Lizardi &
Stanley, 2010). The fact that participants emerged from ASSIP motivated to
actively engage in further treatment was thus an encouraging finding. However,
many participants reported a halt in their treatment following ASSIP,
underscoring the importance of more seamless integration of the brief
intervention into ongoing service paths to fully leverage its benefits.

4.3 Study III

Study III explored suicide attempt survivors” agency in relation to their recovery
process and in the context of service interactions. Healthcare responses to
suicidal service users are typically based on understandings of suicidality
emphasising the perspective of medicine, and may give little weight to the
subjectivity of the service user beyond questions directly related to diagnostic
assessments (e.g., Hawton et al., 2022). In contrast, several alternative models of
facilitating health-related change emphasize service users’ subjective point of
view and agency as relevant for service outcomes (e.g., Ryan & Deci, 2017).

For the purposes of Study III, we defined recovery-related agency as having
(some) intentionality and (some) power in bringing about a transformative process
resulting in life-affirming change. The data for Study IIl were drawn from the same
research interviews as the data used in Studies I and II. Using directed content
analysis, we identified transcribed excerpts in which participants discussed their
recovery-related agency (i.e., their ability or lack thereof to act towards their self-
identified recovery tasks and goals) and categorized these based on whether both
recovery-related intentionality and power were present (agentic expression) or
one or both were lacking (non-agentic expression). A further categorization of
these excerpts was made based on whether or not the relational context provided
by services was perceived by the participants as supporting their work on their
self-identified recovery tasks. The resulting two-by-two table of recovery-related
agency in the relational context of services contained four categories, labeled
sustained agency, contained non-agency, strained agency and uncontained non-agency.

All participants expressed both agency and non-agency in relation to the
recovery process. When the context was experienced as helpful, participants
often described sustained agency, i.e., being able to work on a recovery task and
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feeling that their agency was further sustained by the support received. When
participants remained non-agentic in contexts perceived as supportive, they
described contained non-agency, i.e., perceived the context to provide safety and
protection from the most harmful effects of their non-agency. Sometimes
participants remained or even became agentic in service contexts perceived as
unhelpful or even harmful. In these situations, they described strained agency, i.e.,
being able to work on recovery tasks but feeling that these efforts of forced self-
reliance depleted their resources for further agentic effort. Finally, participants
could find themselves both non-agentic and lacking any meaningful support. In
the participants’ accounts, these experiences of uncontained non-agency could
result in dangerous situations, including suicidal action.

Study III provided a novel perspective on service users’ agency and its
interplay with support provided by various services involved in responding to
suicidal crises. The concepts of recovery tasks and recovery-related agency
helped identify agentic effort, distinguish between lack of recovery-related
intentionality and recovery-related power, and illuminate the complex ways that
participants sought the necessary support. The findings serve to inform
professionals in identifying and making use of service users’ agentic resources as
well as help avoid undermining their recovery-related efforts in suicidal crises.
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5 DISCUSSION

The main objective of this dissertation was to explore suicide attempt survivors’
perspectives on services designed to help in suicidal crises. Encouragingly, we
found that all the participants had experience of service interactions that they had
found meaningful and helpful. However, almost all also had experience of
interactions that they had perceived as unhelpful or even hurtful. This research
thus serves to highlight both aspects of current services that are valued by service
users and some needs and opportunities for improvement.

Each of the three original studies contributed to the extant literature in one
or more ways. Study I yielded insight into the service experiences and
preferences of adult suicide attempt survivors in 2020s Finland (more specifically,
in the Helsinki metropolitan area). It thereby complemented the handful of
qualitative studies that have previously explored Finnish suicide attempt
survivors” experiences. In line with previous service user research (e.g., Taylor et
al., 2009), the findings of Study I underscored the critical role that service users’
perceptions of staff attitudes play in shaping their evaluations of services. The
study also highlighted the participants’ desire for a thoroughly collaborative
relationship with professionals, where both parties contribute and consider each
other’s input. This included hopes that making sense of the suicidal episode,
identifying recovery tasks, and deciding on and implementing a course of action
would be joint efforts, rather than dictated by professionals or left entirely to the
participant. Importantly, the participants expressed their desire for interventions
targeting both the biological, psychological and social aspects of recovery, but
had found the latter sorely lacking in current services.

Study II contributed to the small body of qualitative research on service
users’ experiences of and perspectives on brief suicide-specific interventions (e.g.,
Latakiene et al., 2019). It found that the participants appreciated ASSIP’s suicide-
specific program and perceived it to effectively facilitate insight into the suicidal
process, a task that they had found to be scarcely supported within healthcare.
Importantly, the participants found that the illumination of this process had
helped them identify personally meaningful recovery tasks, giving them both
experiences of relief and hope of further life-affirming change. However, some
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reported that a meeting together with loved ones ought to have been “pushed’
more in order for them to be able to take up the opportunity that felt both
important and daunting. After ASSIP, the half of participants who felt adequately
supported in their work toward their recovery tasks found that they were further
building on the gains they had made in ASSIP. However, the other half found
their post-ASSIP service path as stagnated during the interview and described
this leading to experiences of, e.g., anxiety, worry, and even hopelessness.

Finally, Study III provided a novel perspective on suicide attempt survivors’
service interactions by focusing on their recovery-related agency and the
perceived role of services in its co-creation during suicidal crises. The main
findings of Study III concerned the various ways all participants expressed both
agency and non-agency in relation to their recovery process. The participants
described the relational context provided by services as highly relevant for their
ability to work toward recovery and also for their experience of safety when they
found themselves lacking recovery-related intentions and/or power. We found
that applying the concept of agency to the participants” accounts helped capture
important aspects of their recovery-related efforts and the role they perceived
services to have played in facilitating or hindering these efforts. The findings of
Study III thus illustrated the value of viewing service users as agents of their
recovery process even during suicidal crises, and also the potential costs of
ignoring this perspective in designing and delivering services.

In this discussion, I will first make some observations on the
complementary role that the current qualitative service user research has in
relation to more mainstream perspectives in clinical suicidology and healthcare.
I will then discuss in more detail three important themes that emerged in the
current research as key areas for service development but have not been
frequently highlighted in the extant literature. These include 1) the role of
relationship-focused support in services for adult suicide attempt survivors; 2)
the interdependent relationship between a brief suicide-specific add-on
intervention (i.e., ASSIP) and the services it supplements in supporting recovery;
and 3) recognizing service users’ agency as a critical resource for and target of
intervention during suicidal crises.

5.1 Balancing perspectives in suicide research and prevention

Within clinical suicidology, in-depth qualitative explorations of service user
perspectives remain relatively rare, and their value has been a topic for some
debate (e.g, Goldney, 2002; Hjelmeland & Knizek, 2010; Hjelmeland & Knizek,
2016; Joiner, 2011). This dissertation represents one effort to showcase the kind of
practice-relevant knowledge that may be produced through such research efforts.
It is my hope that this work may inspire more interest in conducting and using
qualitative research also in Finland, and thus serve to balance the research base
from which guidance is drawn for service design and practice. To this end, I will
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briefly discuss some of the recent history and debates pertaining to the value of
such research in the relevant fields.

Throughout this discussion, I will argue that the current research serves to
highlight some of the challenges that healthcare systems dominated by the logic
of evidence-based practice (EBP; Satterfield et al., 2009) and, in particular,
evidence-based medicine (EBM; Evidence-Based Medicine Working Group, 1992;
Haynes et al., 1996; Sackett et al., 1996) may have in responding to suicidal crises.
Thus I will begin with discussing how the dominance of EBM has shaped suicide
prevention research and practice, as well as some of the limitations resulting from
its foci, to make an argument for a more pluralistic and balanced
multidisciplinary approach to service design and delivery. In later chapters of
this discussion, I will elaborate on how the findings of the original studies
challenge current practices to better incorporate a focus on relationships, the
service paths surrounding suicide-specific interventions, and service users’
agency.

5.1.1 The case for qualitative research in clinical suicidology

Reflecting the dominance of the (post)positivistic paradigms in clinical sciences
in general (Park et al, 2020; Young & Ryan, 2020), suicide research has
overwhelmingly been conducted using quantitative methods (Hjelmeland &
Knizek, 2010; 2016). While the publication policies of the top suicidology journals
do not exclude qualitative research in principle, they favor quantitative methods
in practice (Hjelmeland & Knizek, 2016). In general, the methodological
preferences of suicidology academia align implicitly with those of EBM and/or
the more stringent interpretations of relevant evidence within the (internally
conflicted) field of psychology (Berg, 2019; Lovasz & Clegg, 2019; Messer, 2004),
and there is fairly little explicit discussion on the philosophical underpinnings of
these methodological choices. However, in response to criticisms for a lack of
methodological pluralism (e.g., Hjelmeland & Knizek, 2010), some important
suicidology scholars have also made explicit their view of the (post)positivistic
paradigm and an associated methodology as superior in producing knowledge
relevant to suicide prevention (e.g., Joiner, 2011).

The place of qualitative methods in suicide research has also been the topic
of lively debate amongst teams of experts who identify as proponents of these
methods but disagree on their best use (Bantjes & Swartz, 2019; Bantjes & Swartz,
2020; Hjelmeland & Knizek, 2017; Hjelmeland & Knizek, 2020). In a series of
influential writings, Hjelmeland and Knizek (2010, 2016, 2017, 2020) have argued
that qualitative methods and first-person narratives present a critical avenue to
understanding suicidal behavior and thus should be accorded much more
emphasis in suicide research. While also advocating the value of qualitative
research, Bantjes and Swartz (2019; 2020) have responded to Hjelmeland and
Knizek with warnings against making truth claims, especially claims concerning
causality, based on such methods. In response, Hjelmeland and Knizek (2020)
have denied that they have made or argued for such claims.
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While some advocate the superiority of one or the other methodology for
practice-relevant knowledge production in suicidology (Hjelmeland & Knizek,
2016; Joiner, 2011), EBM tends to dismiss qualitative evidence altogether (Murad
et al., 2016), and a commitment to methodological pluralism is tenuous at best in
psychology’s interpretation of EBP (Berg, 2019; Lovasz & Clegg, 2019), I argue
for valuing the knowledge produced by qualitative methods as complementing
that made possible through quantitative methods, and vice versa. As noted by,
e.g., Bantjes & Swartz (2019), knowledge claims based on an interpretivist
methodology can never concern causality in the realist sense. However, they can
and do reveal service users’ interpretations of causality as well as the
consequences service users understand these interpretations to have had on their
experiences and actions. I argue that such knowledge is valuable for both
understanding and preventing suicidal behavior, and the current dissertation is
an effort to demonstrate this value. However, opportunities to make use of this
knowledge in developing healthcare practice is currently limited by the
dominant interpretations of what constitutes practice-relevant evidence. While
the upcoming Cochrane reviews incorporating also qualitative research signal
promising change (Fortune et al., 2021; Scarth et al., 2021), current EBM
guidelines make scarce use of qualitative research on service user perspectives.

5.1.2 Expanding the foci of current evidence-based practice

When research evidence is emphasised in shaping healthcare policy and clinical
decisions, understandings of what are relevant questions to be asked by research
as well as what research findings constitute ‘evidence” have direct consequences
for the opportunities to develop practice (Lovasz & Clegg, 2019). I argue that
much of the value of the current and similar qualitative research pertains to its
ability to detect, explore and highlight issues that are marginalised by RCT
designs and the dominant EBM and related EBP frameworks as they are
currently applied in healthcare research and practice.

EBM was introduced in the early 1990s as a new paradigm that would
facilitate the replacement of unscientific grounds (e.g., intuition and
unsystematic clinical experience) for medical decision-making with a reliance on
evidence from clinical research (Evidence-Based Medicine Working Group, 1992).
This “shift in paradigm” was made possible by the recent proliferation of RCTs
and thus the mounting of what EBM considered relevant evidence, as well as the
emergence of the meta-analysis method for combining the results of individual
RCTs (Evidence-Based Medicine Working Group, 1992).

As the current dominant logic of medicine, EBM has been referred to as the
‘new’ medical model (Fuller, 2017), while a more reductionistic biomedical
disease model has been coined the ‘old” medical model in different contexts
(Engel, 1977; Fuller, 2017). The definitions, role and needs for adjustment of the
medical model (as it represents medicine’s framing of the scope and method of
medical work) have been and continue to be discussed from a multitude of
perspectives in medicine and mental health (Barber, 2012; Barnes et al., 2022;
Byrne et al., 2015; Engel, 1977; Farre & Rapley, 2017; Fuller, 2017; Hogan, 2019;
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Huda, 2021; Shah & Mountain, 2007). Within suicidology, the dominance of the
medical paradigm in guiding suicide prevention research and practice has often
been critiqued in connection to critiques for the marginalisation of qualitative
methodologies (Fitzpatrick & River, 2018; Hjelmeland & Knizek, 2010, 2016; Jobes,
2000; Marsh, 2016; Michel, 2021; Michel et al., 2002; Morrissey et al., 2017; Pompili,
2019). The medical model’s usefulness in guiding the development, application
and evaluation of psychosocial interventions have also been challenged in the
tield of psychotherapy research (e.g., Elkins, 2009; Wampold & Imel, 2015).

All that the medical model currently entails in the context of mental health
care remains debatable (e.g., Fuller, 2017; Huda, 2021). Critics claim that the
guiding model of medical work remains reductionistic and biomedical (e.g.,
Morrissey et al., 2017; White et al., 2016), while those speaking in its defense view
it as holistic and biopsychosocial (e.g, Huda, 2021; Shah & Mountain, 2007).
Debates on the nature and value of the medical model for specific purposes are
complicated by the recognition that routine practice (in any discipline) is
typically affected by a multitude of constrictions resulting from, e.g., limited
resources, and may thus not reflect any ideal model it is based on (e.g., Huda,
2021). For example, the biopsychosocial model proposed as a ‘new medical
model” by Engel (1977) has influenced medicine widely, but has also been
critiqued for being impossible to apply in practice (Farre & Rapley, 2017). Models
proposed for the guidance of evidence-based practice may also have unintended
consequences when they are implemented in the complex socio-political context
of healthcare, as was evidenced by the original attempts to define ‘empirically
validated treatments” in psychology (Lovasz & Clegg, 2019).

While I will argue that the EBM discourse and the associated research and
practice emphases currently serve to marginalize issues pertaining to service
users’ subjective experience and agency as well as the interpersonal process of
treatment, it is important to note that the early outlining of EBM in fact gave these
aspects much value. In the original article proposing EBM for training purposes,
the Evidence-Based Medicine Working Group (1992, p. 2422) underlined that
EBM entails integrating the use of research evidence into clinical expertise
expressed in, e.g., the ability to assess whether the research evidence generalises
to the individual patient and situation at hand. The authors also stated that
“understanding patients’ suffering and how that suffering can be ameliorated by
the caring and compassionate physician are fundamental requirements for
medical practice” and called for “using the techniques of behavioral science to
determine what patients are really looking for from their physicians and how
physician and patient behavior affects the outcome of care’ (Evidence-Based
Medicine Working Group, 1992, p. 2422). In other efforts to emphasise the
importance of patients’ subjectivity, early critiques of EBM’s over-emphasis on
nomothetic evidence at the expence of clinical judgement and patient factors
were responded to with the Three-Circle Model of Evidence-Based Clinical
Decisions, in which clinical expertise, research evidence and patient preferences
were given equal weight (Haynes et al., 1996).
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However, in the following EBM revolution, some aspects of the proposed
model have gained substantially more attention than others, resulting in an
overwhelming emphasis on investigating specific intervention contents over the
contextual and human interaction aspects of the modern day healing rituals
delivered by healthcare (Wampold & Imel, 2015). Specifically, there has been an
explosion of RCTs investigating specific diagnosis-matched interventions for
medical conditions, including those associated with suicidality, as well as
diagnosis-specific clinical guidelines based on this evidence. In clinical
suicidology, the emphasis has been on the detection and treatment of medical
conditions with evidence of strong associations with risk of suicide (e.g., mood
disorders and borderline personality disorder). Recently, evidence of the
‘etiological heterogeneity of suicide” (Turecki & Brent, 2016) has resulted in the
reframing of suicidal crises as diagnosable conditions of their own to facilitate
the development and evaluation of interventions that target suicidality more
directly (e.g., Rogers et al., 2023). In contrast, research on how treatments should
be delivered or what patients desire from healthcare responses is much less
prominent in the evidence base reviewed for treatment guidelines.

Even those opposing the dominance of the medical model in shaping
suicidology typically conceed that the claiming of suicidal behavior as a concern
for medicine has allowed for advances in suicide prevention and practice (e.g.,
Marsh, 2016). A conceptualization of suicidal behavior as indicative of a health
problem has combatted traditional perceptions of suicidality as criminal or evil.
It has also brought hopes for a cure. Rigorous research within the EBM frame has
produced a vast knowledge base on the risk factors and epidemiology of suicidal
behavior. However, there is also relative agreement that the gains from this
strand of research for effective clinical practice have been much more limited and
even disappointing (e.g., Fox et al., 2020; Franklin et al., 2017). Many leading
experts, some psychiatrists among them, agree that the dominance of the EBM-
era medical model in understanding suicidal behavior has several disadvantages
and should thus be better balanced with other perspectives (e.g., Jobes, 2023;
Jobes & Chalker, 2019; Michel, 2023; Michel et al., 2002; Pompili, 2019).

Drawing on the above discussion and the current research, I argue that
while applying the logic of medicine to suicidal behavior has its benefits, an
unchallenged dominance of this view also has several potentially problematic
consequences. First, the focus on diagnosable conditions (to which treatments are
matched) sets the stage for a highly individualised view of suicidal behavior,
inevitably (even if inadvertently) marginalising questions of contextuality and
relationality. Second, framing suicidality as symptomatic of a medical condition
promotes a view of the person with suicidal behavior as impaired or
incapacitated, and thus risks diminishing the agency of these persons in the eyes
of the healthcare system as well as in their own eyes. The tendency of both
laypeople and mental health authorities to reificate descriptive psychiatric
diagnoses as causal contributors may add to this effect (Kajanoja & Valtonen,
2024). Third, the emphasis on nomothetic knowledge (i.e., the focus on diagnoses
as relevant for identifying the appropriate intervention) may lead to a de-
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emphasis on the idiographic (i.e., hearing the service user’s understanding of
their predicament and responding to it) (cf., Savander et al., 2019). Fourth, the
medical frame and its focus on condition-specific treatments may invite an over-
emphasis on biological causes and cures for suicidality while underestimating
the (non-specific) healing potential of interaction.

Judging by the current participants’ accounts, these risks were often
realised in current Finnish healthcare services. While the participants
emphasised the relational aspects of care as most important to them, they had
often found healthcare to overlook the importance of the human interactions
associated with prescribing or administering its interventions. Despite placing
high hopes on biological cures themselves, many participants found that an over-
emphasis on this aspect of care had undermined opportunities for healing
encounters. Some had also experienced healthcare responses as relying on
authoritarian control rather than collaborative efforts, and experiences of
objectification were fairly common. Further, the lack of focus on targeting some
important contextual factors contributing to the suicidal crisis (e.g., conflicts in
couple or family relationships and/or issues such as lack of income or
homelessness) was noted by the majority of the current participants. Thus, while
many of the fruits of EBM-informed research and practice were highly
appreciated by the participants, the associated weaknesses of current services
were also made apparent.

5.1.3 The value of complementary perspectives in responses to suicidality

In my view, the participants’ experiences evidence that current healthcare
responses to suicidal behavior do not effectively capitalise on the complementary
expertise of different healthcare professions. Healthcare systems are
multidisciplinary, but typically also highly hierarchical, with the logic of
medicine and EBM-based treatment guidelines profoundly shaping the
opportunities for practice in related fields such as nursing, psychology, and social
work3 (Barnes et al., 2017; Noyes, 2022; Satterfield et al., 2009). Both healthcare
legislation and cultural tradition grant medicine the ultimate responsibility for
and superior authority in shaping and directing healthcare, and the level of
independent authority available for other professions at both macro and micro-
levels of decision-making is directly affected by this power hierarchy (e.g., Barnes
et al., 2022; Noyes, 2022). The hierarchical culture and structure of healthcare
organisations may also produce a sort of learned helplessness in non-medical
team members, leading them to expect direction or sanctioning from medical
professionals even when it is not required by organizational protocols (e.g.,
Barnes et al., 2022; Noyes, 2022). In current Finnish healthcare, medical

3 In Finland, healthcare and social services have undergone a complex integration process
in recent years (Tynkkynen, 2023), aimed at minimizing barriers between these services.
Thus for brevity, I will refer to professionals in social work also as “healthcare profession-
als” in the current context, i.e., when considering the needs for social work in suicide at-
tempt surviving healthcare service users. However, I note that this terming does not do full
justice to the unique contribution of social workers” expertise.
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professionals hold much power and responsibility as the formal and informal
gatekeepers to many interventions provided by other professionals (e.g.,
psychotherapy).

In addition to practice-level power dynamics, the shaping effect of EBM on
the neighboring fields in healthcare is mediated by these fields” own attempts to
adjust to or even converge with the key assumptions of EBM to stay relevant in
EBM-dominated contexts (Lovasz & Clegg, 2019; Satterfield et al., 2009).
Psychology is a field with a ‘dual heritage’, and a tension between its
(simplistically put) scientific and humanistic roots in many ways defines the field
(Messer, 2004). The emergence of EBM gave weight to pre-existing pursuits of a
more scientocentric basis for practice in psychology, as concerns arose that
psychological treatments needed to be legitimized within the same paradigm as
medicine in order to be recognised in healthcare policies (Berg, 2019; Lovasz &
Clegg, 2019). In the U.S., early attempts at this legitimization through the
compilation of lists of ‘empirically validated treatments’ in psychology had
backfired; while the intended purpose of these efforts was to counteract the trend
toward considering medications more effective than psychological interventions,
they led instead to policies that rejected funding for any psychological
intervention that was not specified on the list (Lovasz & Clegg, 2019).

EBP in psychology (EBPP) thus emerged amidst both genuine philosophical
diagreements among the field and more practical concerns that if there was no
criteria for establishing the scientific legitimacy of psychological treatments,
these treatments may be marginalised within healthcare altogether, but that any
criteria formed for this purpose may also result in an unintended narrowing of
psychologists’” opportunities to use their expertise to service users’ benefit
(Lovasz & Clegg, 2019). To date, these concerns and controversies have hardly
been resolved (Berg, 2019; Lovasz & Clegg, 2019). However, as the relatively
vague and general documents produced by the APA Task Force on EBPP have
been put to practice by, e.g., institutionalized guidelines, reimbursement policies,
and funding policies, these reinterpretations have endorsed a hierarchical rather
than pluralistic view of ‘evidence’, although the documents do not suggest any
such hierarchy (Lovasz & Clegg, 2019).

The emergence of EBM, as well as the same socio-political influences that
EBM stemmed from (i.e., concerns over rising costs and inconsistencies of
healthcare delivery), put pressure on each of the healthcare professions to define
evidence-based practice in their respective fields (Lovasz & Clegg, 2019;
Satterfield et al., 2009). Arguably, the emergence of EBM and its dominance of
the systems within which psychologists practice has fertilized psychology’s
scientific roots while thwarting the humanistic, as particular interpretations of
evidence (i.e., those converging with EBM) have protected or promoted the
profession’s standing within its socio-political context, while others would or
could threaten it (Lovasz & Clegg, 2019). Currently, those in psychology arguing
for more pluralistic interpretations of relevant evidence represent a minority in
positions of power, although practitioners seem to mostly reject a scientocentric
and hierarchical-evidence view of evidence-based practice (Berg, 2019; Lovasz &
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Clegg, 2019). EPB in nursing and social work have also been developed in close
relation to EBM, but managed to hold a somewhat more pluralistic standard for
evidence than EBP in psychology (Satterfield et al., 2009).

While medicine’s frameworks for understanding and responding to
suicidal suffering dominate in healthcare contexts, psychology has long had a
prominent voice alongside it in the field of suicidology. Each of the current
evidence-based psychosocial interventions in suicide prevention is centrally
informed by models focusing on the psychology, phenomenology and
relationality of suicidal behavior; some seminal works of psychologists in this
field include those by Gregory Brown (Brown et al., 2005; Stanley & Brown, 2012;
Wenzel, Brown et al., 2009), Craig Bryan (Bryan, 2021; Bryan & Rudd, 2018),
David Jobes (Jobes 2000; Jobes & Chalker, 2019; Jobes, 2023), Marsha Linehan
(Linehan et al., 1991; Linehan, 1993) and David Rudd (Rudd et al., 1999; Rudd,
2001). In fact, ASSIP is the only one of these interventions prominently developed
by a psychiatrist, Konrad Michel, in close collaboration with the psychologists
Ladislav Valach and Anja Gysin-Maillart (Michel & Valach, 1997; Michel et al.,
2002; Michel & Gysin-Maillart, 2015; Michel, 2023). Recent important
developments in understanding suicidal behavior include the emergence of
intent-to-action models of suicide, also developed by psychologists and focused
on understanding the psychological processes involved in developing suicidal
ideation and proceeding (or not) to more severe ideation and action (Klonsky &
May, 2015; O’Connor et al., 2011; Van Orden et al., 2010).

Psychology is thus a dominant force alongside medicine in the
multidisciplinary field of suicidology. However, it is arguably those
contributions of psychology converging with EBM’s paradigmatic expectations
that gain traction in suicide research and prevention programs, while a
misalignment with EBM’s key presumptions may prevent other, potentially
more diversifying contributions from affecting practice. It is also interesting to
note that while the contributions of psychology have been central to advancing
the international field of suicidology in the last hundred years, Finnish
psychologists” involvement in suicide research and practice development has
been surprisingly scarce. This lack of involvement may have further emphasized
the domestic role of EBM in, e.g., shaping the foci of suicide research and training
for healthcare professionals on suicide topics. Furthermore, it appears that both
domestically and internationally, the integration of social perspectives with
psychological and medical frameworks in indicated suicide prevention lags
behind the integration between psychology and medicine (Rodriguez-Otero et
al., 2022).

In summary, as suicidality is a complex phenomenon, it is imperative that
medical understandings of and responses to suicidal behavior are complemented
by understandings and responses informed by the psychological and social
sciences throughout the healthcare system, including but not limited to
specialized mental health services. However, the current dominance of EBM in
healthcare also shapes the work of neighboring fields, arguably hampering their
potential to provide complementary rather than convergent contributions. The
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current findings highlight the need to make more effective use of the expertise of
each relevant profession in service design, so as to create more balanced service
responses to suicidal crises. In the following, I will draw on the original studies
to highlight three potential foci for such balancing efforts: a focus on relationships,
contexts, and agency.

5.2 The role of relationship-focused support in responding to
adults’ suicidal crises

The current research indicates the need for increased efforts to provide
relationship-focused support in response to adults’ suicidal crises. The critical
role of attachment relationships for humans was first recognized and described
in the context of child development (Bowlby, 1977). However, the need for
relationships that serve both as a secure base and as a safe haven in life’s many
challenges is not contingent on age, but is rather a basic human need (e.g., Feeney
& Collins, 2019; Price-Robertson et al., 2017; Ryan & Deci, 2017). While early
experiences affect the individual’s capacity to effectively balance needs for
autonomy and relatedness in close relationships (i.e., attachment style), this
capacity is amenable to change through healing experiences across the lifespan
(Bowlby, 1977; Fraley et al., 2021).

Findings from psychology and neuroscience demonstrate that humans are
profoundly social beings (e.g., Mizen & Hook, 2020). However, the
individualistic culture of contemporary Western societies idealizes autonomy,
self-sufficiency and independence and de-emphasizes (or even pathologizes) the
interdependence inherent in human existence (e.g., Marsh, 2016; Price-Robertson
etal., 2017). A recent study comparing rates of parental burnout (a risk factor for,
e.g., suicidal ideation, substance use and child abuse) in 42 countries across five
continents illustrated the hazards of these ideals, finding that parental burnout
was significantly more common in individualistic cultures, with Finnish culture
being ranked amongst the more individualistic and Finnish parents amongst the
most burnt out (Roskam et al., 2023). The wider individualistic culture is also
reflected in Western understandings and responses to mental health problems
(including suicidality), with both suffering and recovery framed as residing
firmly within the individual rather than in relationships (e.g., Bergstrom, 2023;
Marsh, 2016; Price-Robertson et al., 2017).

The problems arising from a de-emphasis on the relational context of
suicidal suffering were evident in the current participants’ accounts of their
service experiences. In analyzing the participants’ experiences of and
perspectives on health care services (Study I), accounting for the service user’s
relationship context (e.g., their loneliness, loss of social roles, relationship
conflicts and/or worries about loved ones) emerged as the desired aspect of
services most consistently found lacking. In analyzing the participants’
experiences of ASSIP (Study II), we found that lack of adequate support for
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including loved ones was the only suggestion for improvement made by more
than one participant. Finally, in analyzing the participants’ expressions of
recovery-related agency we found that they had many relationship-focused
intentions, but often found themselves lacking both the power and support
needed for their accomplishment. In line with our findings, Miettinen (2022)
found that those with suicidal behavior in adolescence, along with their parents,
wished for help for the whole family, but had experienced various barriers to
receiving such help.

A plethora of research has shown that relationship troubles are a main
contributor to suicide attempts across age groups and cultures (e.g., Beniwal et
al., 2022; Burén et al., 2016; Jarventie, 1993; Stulz et al., 2018; Zortea et al., 2019).
In turn, those with lived experience of suicidal crises have systematically
described positive relationships as key to their recovery (e.g., Bostik & Everall,
2007; Crona et al., 2017; Lakeman & Fitgerald, 2008; Ridge et al., 2020; Zortea et
al., 2019). Support from family and friends has also been cited as a critical
facilitator of help-seeking and treatment engagement (e.g., Hom et al., 2015). The
current and previous research has also observed how a suicidal crisis in itself
often puts strain on the suicidal individual’s close relationships and may result
in further conflicts or rejections that contribute to the complication of the crisis
(e.g., Frey et al., 2017). Thus, the need for relationship-focused support during
these crises is evident. Further research documents how being overlooked by
professionals often adds to the distress of those caring for a suicidal family
member (e.g., Hennipman-Herweijer et al., 2023). By alleviating this distress,
relationship-focused support for suicide attempt survivors” and their loved ones
could serve both indicated and selective suicide prevention.

Contemporary intent-to-action theories of suicidal behavior (Klonsky &
May, 2014; O’Connor et al., 2011; Van Orden et al., 2010) also conceptualize
interpersonal relationships as having a critical effect on an individual’s risk of
suicide. Based on empirical findings, each of these theories suggests that the
perceived lack or loss of and/or strain on valued relationships increase
susceptibility to suicidality, while experiences of connection and perceived social
support are expected to protect from suicidal ideation and/or action (for a
summary and comparison of the intent-to-action theories, see Klonsky et al.,
2018). However, the commonly recognized importance of relationships for
suicidal behavior is poorly reflected in the contents of contemporary suicide-
specific interventions and healthcare practices.

For adolescents, family-based interventions have been found more effective
in reducing suicidal ideation than individually-focused interventions (e.g., Meza
et al., 2023; Turecki & Brent, 2016, Waraan et al., 2023). Several recent studies on
attachment-based family therapy (ABFT; Guy et al., 2021) for suicidal adolescents
have yielded promising results (Russon et al., 2023). Cognitive-behavioral family
therapy has also been investigated as a treatment for suicidal adolescents
(Asarnow et al., 2017). Changes in adolescent suicidality have been found to be
mediated by changes in family functioning (Pineda et al., 2013), suggesting a
causal connection between a relationship-focused intervention and suicide-
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related outcomes. In a qualitative analysis of family dynamics for self-harming
adults, Buckmaster et al. (2021) found that the whole family unit could be
impacted by the self-harming behavior and suggested that interventions
targeting family dynamics and providing family members with resources to
understand and cope with the relational effects of self-harm may be beneficial.
However, recent systematic reviews of published studies on family-based
interventions for suicidality have found none targeting the relationships of
suicidal adults (Frey & Hunt, 2018; Frey et al., 2022).

Since the most recent review (Frey et al.,, 2022), interest in addressing
suicidal adults” family relationships with systemic interventions seems to have
been growing, albeit slowly and in the margins of suicide research and
prevention efforts. Recently, several studies have piloted couples-based
interventions for adults with suicidality. Khalifian, Chalker et al. (2022) explored
suicidal veterans’ interest in addressing suicidality in a couples-based
intervention and found generally positive attitudes. Khalifian, Leifker et al. (2022)
piloted a couples-based intervention for veterans with suicidal ideation, finding
high feasibility and client satisfaction as well as improvement in variables
associated with suicidal behavior in their small sample of five couples. Crasta et
al. (2023) reported similar results for another brief relationship-focused
intervention (the Relationship Checkup) in twenty couples with a veteran spouse.
Hales-Ho and Timm (2023) proposed a couples’ intervention for perinatal
suicidal thoughts based on CAMS, ABFT and Emotionally Focused Therapy. In
arare proposal allowing the inclusion of family members (not only spouses), Ellis
(2022) proposed an integration of narrative therapy and dialectical behavior
therapy to provide a critical, relational approach for addressing suicidality in
family therapy.

While interventions designed specifically for suicide prevention after a
suicide attempt have focused on the individual rather than on their relationships,
the Finnish implementation of ASSIP was modified to include an additional
session with loved ones. However, none of the participants had made use of this
opportunity, and several of them stated that they would have needed more
support for doing so. Many of the participants worried about the effect of their
crisis on their loved ones, about their loved ones’ resources to support them,
and/or felt that their loved ones did not understand the situation. The
participants who reported hesitation in approaching their loved ones with the
suggestion of a meeting also expressed a wish that services had taken more
initiative to accomplish this. The perceived lack of an adequate “push’ towards
including loved ones may reflect the location of these services - and the
professionals working within them - in the wider individualistic context of
Finnish society, possibly leading to a tendency toward over-sensitivity to the
risks of including loved ones in the therapeutic process. On the other hand, some
of the young participants stated that they would not have wanted to include
family members owing to the need to protect themselves from a parent they
perceived as intrusive or even abusive. Both sensitivity and courage are thus
needed in exploring the relationships of those in suicidal crises as well as the
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needs and opportunities for supporting these relationships and/or addressing
abusive patterns in routine practice.

In addition to support for relationships in suicidal individuals’ natural
network, including those with family and other loved ones, peer support has
been suggested by those with lived experience as an avenue for enhancing social
belonging and experiences of connectedness (e.g., Hom et al., 2021). Peer support
was also discussed by some of the current participants as a potentially valuable
resource; however, several participants also had experiences of the ineffective use
of peer support (in the context of group formats guided by professionals in ways
that did not seem helpful to the participants). Some had found informal peer
support (e.g., from other in-patients) valuable. While there is growing interest in
different forms of interventions making use of peer support in the context of
suicide prevention, evidence for best forms of implementation and delivery
remains limited (Chalker et al., 2023; Schlichthorst et al., 2020).

In summary, while the idea of focusing interventions on relationships
rather than on individuals shows a somewhat awkward fit with the medical
model on which current healthcare services are primarily organized, it is
imperative to find ways to integrate more relationally-minded and relationship-
focused practices into healthcare as well as other services. This includes training
and encouraging professionals to, e.g., ask about relationships and invite those
important to the suicidal individual to be included in conversations about the
best ways of navigating the crisis; provide information and opportunities for
couples” and family therapy in addition to individual and group interventions;
provide a linkage to peer support; and inform service users and their loved ones
on NGO resources for support that is not available through healthcare (e.g.,
support for those supporting a family member in crisis). Recognizing the value
of these aspects of care also highlights the critical need for securing sufficient
funding for NGOs that provide this essential supplementary support.

5.3 The interdependence of ASSIP and its service context in
providing meaningful outcomes

The current research underscores the importance of integrating (ultra)brief
suicide-specific interventions into adequately continuous service paths. The
design of these interventions has been inspired by the extremely high short-term
risk of suicidal behavior detected in certain groups (e.g., those with a recent
suicide attempt and/or recently discharged after admittance for suicidality;
Nordentoft et al., 2022) as well as observations on the large proportion of suicidal
service users lost to follow-up after emergency room visits (Lizardi & Stanley,
2010). Brief interventions in suicide prevention aim to both immediately reduce
risk in highly vulnerable periods and enhance engagement in follow-up care. A
recent review found that even interventions provided in one encounter have
potential for accomplishing both tasks (Doupnik et al., 2020).
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Like other brief suicide-specific interventions, ASSIP is designed to be an
add-on to rather than replacement for other necessary services (Michel & Gysin-
Maillart, 2015). This makes the context of its implementation a likely key variable
in its outcomes. In the original Swiss effectiveness study, ASSIP was integrated
into psychiatric services that typically also included, e.g., access to
psychotherapy. A substantial decline in the follow-up rate of suicide attempts
was observed (8.3 % for ASSIP + TAU vs. 26.7% for TAU alone; Gysin-Maillart et
al., 2016). These promising figures contrast with a recent Finnish clinical trial,
which reported a 29.2% re-attempt rate for TAU augmented with ASSIP, showing
a non-significant difference from the 35.2% re-attempt rate for crisis counseling
(CC) augmenting TAU (Arvilommi et al., 2022a). Both intervention groups
received the brief intervention as an add-on to treatment as usual, and the trial
did not have a control group receiving only TAU. The Arvilommi et al. (2022a)
trial therefore provided no estimate of the effectiveness of the two add-on
interventions per se, but instead rates of re-attempts for suicide attempt survivors
receiving ‘services as usual’.

Arvilommi et al. (2022a) hypothesized that those randomized to ASSIP (a
suicide-specific intervention) would show fewer re-attempts during the two-year
follow-up than those randomized to CC (a non-specific intervention). This
hypothesis was not supported, and the intervention groups were pooled in
subsequent analyses (Arvilommi et al., 2022b). For the whole study group (160
participants) a re-attempt rate of 32 % was observed, with 57 % of those re-
attempting making more than one suicide attempt during the two-year follow-
up (Arvilommi et al., 2022b). Comparison of these rates to those observed in other
studies (e.g., Gysin-Maillart et al., 2016; Irigoyen et al., 2019) is complicated by
the exceptionally stringent data collection method used by Arvilommi et al,,
which included both patient records and self-reports, likely resulting in above-
average comprehensiveness in the detection of re-attempts during follow-up.
Differences in study populations (e.g., previous suicide attempts, severity of
symptomology) are also expected to affect the proportion of participants re-
attempting. Nevertheless, the observed rates leave clear room for improvement
in current Finnish suicide prevention practices.

The Arvilommi et al. (2022a) trial observed ASSIP clients receiving services
in the same Helsinki metropolitan area as the current study. In both studies,
ASSIP was provided outside the healthcare system by the NGO MIELI. All ASSIP
therapists had been trained as healthcare professionals (as nurses, psychologists
and/or psychotherapists), but employed in the context of crisis work. This
context had direct implications for the goals of their work (i.e., to provide crisis
support rather than to treat medical conditions) as well as the applicable laws
(e.g., healthcare services have an obligation to identify patients and make records
of all service interactions, while crisis work allows even anonymous
participation). In line with a recent review (Uddin et al., 2023), most of the current
participants perceived the non-clinical setting of MIELI more positively than the
clinical contexts they had experienced. Clients can contact ASSIP themselves or,
if they so wish, healthcare professionals can give their contact information to the
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ASSIP team that will then contact the client; the latter was the preferred route for
the majority of the current participants. This low threshold to entry was greatly
appreciated by the participants and seemed to facilitate engagement with the
program. Participants perceived interactions at MIELI as consistently kind and
welcoming, citing also small interactions with lobby personnel and/or
employees they passed in a hallway as contributing to this perception. The
physical setting and procedures at MIELI were often credited for being ‘not so
institution-like” and more approachable than those in healthcare settings.

While participants typically resented having to use several different
services and form alliances with many different professionals, none were directly
critical of ASSIP’s implementation outside the healthcare services they were
simultaneously receiving. However, some reported that this division of labor had
led to some confusion or pondered that ASSIP might just as well have been
integrated into their psychiatric care, and others (specifically participants who
found their treatment to be at a current dead-end) said that although the ASSIP
process seemed ‘whole” and gave them a sense of closure, they would not have
objected to having more sessions with their ASSIP therapist. Thus, the current
participants valued MIELI as the setting for ASSIP, and the review by Uddin et
al. (2023) suggests that non-clinical contexts of therapeutic contact for suicide
prevention are also preferred by clients more generally. However, questions may
be raised as to whether the closer integration of ASSIP into other services might
enhance the effectiveness of service paths for suicide attempt survivors (see also
Nordentoft et al., 2022).

To date, there is scarce research to evaluate how (ultra)brief suicide-specific
interventions perform in specific subgroups of suicide attempt survivors. A
further analysis on the trial data by Arvilommi et al. (2022b) explored the
predictors of outcome in the whole sample and revealed that younger age, a
diagnosis of personality disorder (especially borderline personality disorder), a
history of recent hospitalization and a history of multiple suicide attempts
predicted follow-up re-attempts. For patients with none of these characteristics,
the re-attempt rate was 13%, in contrast to 65% for those with a diagnosis of
borderline personality disorder (Arvilommi et al., 2022b). These findings were
interpreted to suggest the differential effectiveness of brief interventions for
subgroups of suicide attempt survivors (Arvilommi et al., 2022b). However, the
current findings suggest that a re-focus on suicide attempt survivors’ service
paths as wholes rather than on individual interventions or the characteristics of
individual service users might also help to explain why services succeed or fail
in preventing repeat suicide attempts in specific contexts or for specific service
users.

RCTs may provide convincing evidence that the target intervention is more
effective than the comparator in producing the desired outcome(s) in the context
studied. However, a variety of contextual conditions typically apply as
prerequisites of this superior effectiveness and may be lost in the subsequent real-
world implementations of evidence-based interventions in new service systems
(Kemp et al., 2019). The current findings revealed that in the participants” view,
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ASSIP was highly effective in, e.g., clarifying recovery tasks, inspiring
hopefulness, and enhancing further service engagement. In the current small but
diverse sample, these gains were not exclusive to any subgroup, but rather
reported also by those presenting with the predictors of poor outcome identified
by Arvilommi et al., 2022b (i.e., the young as well as those reporting a diagnosis
of personality disorder, a history of hospitalizations and/or multiple previous
suicide attempts). However, gains such as a clarified understanding of recovery
tasks and willingness to engage in working on them may lose their
meaningfulness if further support is not available to the service users after ASSIP.

The interviews used as data in the current study were conducted 4-10 weeks
after the last ASSIP session. At that time, half of the participants were fairly
confident that they would receive the support they needed to take the next steps
in their recovery. The other half found themselves at a confusing crossroads,
unsure as to whether or how their path to recovery would be supported after the
completion of ASSIP. For example, most participants desired some form of
psychotherapeutic support to continue working on recovery tasks and goals
identified in ASSIP, but many were worried that this would be impossible due to
barriers such as lack of service providers and high out-of-pocket costs. The
observations made by Arvilommi et al. (2022b) suggest that these worries were
warranted: over the two-year follow-up, only 9.4% of the suicide attempt
survivors in the clinical trial had received psychotherapy as part of their mental
health treatment.

These findings highlight the importance of considering and also evaluating
the service paths of suicide attempt survivors as wholes. This would include a
focus on the appropriateness of treatment contents as well as the (psychological)
predictability and continuity of individuals’ treatment paths as they are built
from the various components typically necessary in addressing complex
psychosocial problems such as suicidality (see also Nordentoft et al., 2022;
O’Connor & Portzky, 2018). The specific contents of the suicide-specific
intervention delivered are likely to be much less influential in terms of outcomes
than the service context (i.e., chain of care) in which the intervention is delivered.
Recent reviews support such a view: Doupnik et al. (2020) found similar effects
for a variety of very brief interventions; Sobanski et al. (2021) found that a variety
of longer-term psychotherapeutic interventions were effective; and Rudd et al.
(2022) proposed clinical strategies based on the common themes of a variety of
effective suicide-specific interventions.

In summary, service interventions after a suicide attempt should focus both
on providing suicide-specific support, i.e., facilitating an understanding of the
suicidal process and acquiring safe means to both cope with and pursue change
in suffering, and on making sure that the variety of biological, psychological and
social factors driving suicidal behavior for a particular individual are recognized
and responded to. Importantly, both service and research design should account
for the fact that many of the common drivers of suicidal behavior (e.g.,
relationship issues, trauma-related suffering, somatic pain, or untenable living
arrangements) are rarely resolved in an ultra-brief intervention, even when they
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may be successfully targeted by further interventions (e.g., relationship- or
trauma-focused therapy, somatic medicine or social work). The identification of
these drivers and possible interventions may be a powerfully hope-evoking
intervention, but if no further help in addressing them is provided, hopelessness
is likely to re-emerge.

5.4 Service users’ agency as a target and resource for intervention

There is surprisingly scarce research describing in detail how those in suicidal
crises actively pursue recovery through their interactions with services. The
current research provides some novel insight into these processes using the
concept of agency. In Study III, we proposed a definition of recovery-related
agency as the coupling of recovery-related intentionality and power.
Operationalising this concept as the participants’ narrated ability or inability to
act toward their self-identified recovery tasks allowed us to observe the many
ways that the participants deliberately sought life-affirming change and safety.
Focusing on service encounters further illuminated the many ways that service
interactions were perceived to facilitate or hinder these pursuits. Importantly,
these analyses revealed the situationality and contextuality of the participants’
ability to act toward recovery and/or stay safe in the space between suicide-
related and recovery-related intentions. The key finding of Study III thus
concerned the co-created nature of recovery-related agency in suicidal crises.

While the concept of agency has a variety of definitions and uses within
psychology and psychotherapy research, its essence pertains to the (bounded)
human ability to affect ourselves, our environments and other people in line with
our intentions (e.g., Bandura, 2006; Coleman & Neimeyer, 2015; Mackrill, 2018).
Both this capacity and the experience of it is highly relevant for mental health in
general and suicidal behavior in particular. A lack of agency in relation to solving
or coping with problems that cause suffering is a common denominator of the
conditions that mental health interventions are sought for and designed to
address (e.g., Coleman & Neimeyer, 2015; Wahlstrom & Seilonen, 2016). The
concept of agency is also relevant to such predictors of suicidal ideation as
entrapment (Holler et al., 2022) and hopelessness (Qiu et al., 2017), both implying
an experienced inability to affect an unacceptable and unbearable reality. While
the concept of agency has seldom been used to explore or elaborate on suicidal
behavior (for exceptions see Benson et al., 2013; Byng et al., 2015; Johnston et al.,
2022), several qualitative studies have identified the pursuit, lack and/or exercise
of control over one’s self and one’s circumstances as relevant in suicidal crises
(e.g., Benson et al., 2013; Pavulans et al., 2012; Ridge et al., 2020). These findings
may easily be reinterpreted in terms of lacking, pursuing and/or exercising
agency related to life-goals and/or recovery from suicidality.

In qualitative research, suicide attempts have been described both in terms
of a loss of agency/control and as an attempt at exerting agency/control (e.g.,
Crocker et al., 2006; Johnston et al., 2022; Lakeman & Fitzgerald, 2008). A
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complete loss of (subjective) agency in relation to critical life-goals is typically
described as a precipitant to suicidal ideation and action. In these
conceptualisations, suicidal action is then conceived of as a means to regain
agency, i.e., as ‘taking control’ by ending suffering in death when it feels
impossible to solve it in life (e.g., Jarventie, 1993; Pavulans et al., 2012). For
example, Jarventie (1993) described suicidal processes as a sequence of efforts to
cope with a (subjective) reality of waning options in life, even if the result of these
processes could be “surviving to death’. Like Jarventie (1993), Valach et al. (2006)
have drawn on action theory to underline the goal-directed and thus agentic
nature of suicidal behavior. Valach et al. (2006) demonstrated how life-directed
and suicide-directed processes are often intertwined in sequences of suicidal
behavior, with sometimes very abrupt switches between the life-goal directed
and suicide-goal directed systems. From the perspective of the current research,
the late stages of the suicidal process might be viewed as a cumulating loss of
recovery-related agency leading to the activation of suicide-related intentions
and, if coupled with suicide-related power, potentially leading to suicidal action.

The regaining of agency in relation to one’s life-goals (or ‘taking control
over one’s life’), in turn, has been described as key to overcoming suicidality
(Crona et al., 2017; Espeland et al., 2023; Sellin et al., 2017; Sinclair et al., 2005).
This regaining of agency/control is typically described as resulting from a
combination of external support and changes in circumstances as well as internal
meaning-making processes that reframe the individual as capable of affecting
their circumstances and/or their relationship to those circumstances in
meaningful ways (e.g., Crona et al.,, 2017). An important contribution of the
current research, and especially Study III, was the illumination of the co-existence
of recovery-related agency and non-agency in the participants’ accounts of the
suicidal crisis. Earlier research has sometimes framed the protective agency
related to life-goals or recovery as somewhat dichotomous, i.e., as lacking during
the crisis and present once recovered, and especially quantitative research on
agency tends to view the sense of agency as a relatively stable characteristic of
the individual with consequences for mental health or suicidality (e.g., Bryan et
al., 2014). However, the current research highlighted the context-dependent
nature of this agency and the many ways it was expressed even during the
participants” most vulnerable periods.

In these participants’ accounts, different forms of help-seeking were a
typical expression of recovery-related agency during high-risk periods, as were
different ways of delaying the suicidal act. Interestingly, the rejection of offered
services was also sometimes framed as an exertion of recovery-related agency:
when the offered services provided a poor fit with the participant’s recovery-
related intentions or even seemed to sabotage them, participants could choose to
pursue the relevant recovery tasks on their own. This was the case, for example,
in the young participant who ended their in-patient stay against professionals’
recommendation. The participant was losing their apartment and found that
avoiding homelessness was the most urgent recovery task for them, but that they
were both unable to search for a new apartment and unsupported in this task
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during the hospital stay. Similar exertions of what Study III coined ‘strained
agency’ could also concern, e.g., repeated efforts to attain more appropriate
support. These episodes illustrated the agentic resources the participants had and
deployed in their pursuit of recovery. However, such unsupported recovery-
related efforts were also associated with cumulating depletion and exhaustion
that could contribute to the re-emergence or reinforcement of suicidal impulses
(cf., Benson et al.,, 2016; Pavulans et al., 2012), underlining the necessity to
recognise service users’ exertions of recovery-related agency and provide
support for these efforts. When designing services in a world of limited resources,
it is important to note that in some cases, participants reported that the mere
recognition of their agentic efforts accompanied by a verbal gesture of
encouragement could make the difference between experiencing their efforts as
strained or sustained.

It is also worth noting the connection of the current conceptualisation of
agency to the intent-to-action theories conceptualising suicidal desire
(intentionality) and the ability to act in line with these intentions (power) as
distinct components of suicidality, both of which are necessary for suicidal action
(Klonsky et al., 2014; O’Connor et al., 2011; Van Orden et al., 2010). It has proven
an exceedingly difficult task to predict an individual’s progression from suicidal
ideation to suicide attempts (e.g., Klonsky & May, 2014). While much less
attention has been paid to predicting recovery from suicidal states (Bryan et al.,
2021; Dubruel et al., 2023), this would likely prove just as difficult.

The current participants’ accounts illustrate how, e.g., a protective
connection may be formed or broken even in small interactions. If it is accepted
that contextual factors play an important (even critical) part in the formation,
sustainment and erosion of recovery-related agency, as Study III suggested, the
observation that any characteristic(s) of the individual cannot adequately predict
their movements between suicidal ideation, attempts and recovery is
unsurprising (cf., Price-Robertson et al., 2017). However, risk factor research (i.e.,
research concerned with predicting movements from one category to another)
tends to view the formation and dissolution of suicidal urges and actions as a
relatively decontextualised and intrapersonal process (Marsh, 2016). A more
systemic and relational approach to investigating the moment-to-moment
movements from and toward suicidal action might thus be useful in moving
clinical research and practice forward.

Based on the current research, I argue that facilitating suicide attempt
survivors’ recovery-related agency should be understood as the core task of
services in indicated prevention. Further, I argue that an understanding of this
agency as profoundly co-constructed is critical for providing high quality care in
suicidal crises. That is, professionals and services need to be able to both value
the service users’ expressions of intentionality and power related to keeping safe
and pursuing change, and accept that their own interventions carry significant
weight in facilitating or hindering the emergence and sustenance of this agency.
The three original studies each provided direct and specific guidance for
professionals and services based on the participants” expressed preferences. Here,
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I will translate the key findings of this research into three principles to guide the
facilitation of suicide attempt survivors’ recovery-related agency in any service
context. I will finish by considering the need to support professionals” agency (i.e.,
intentionality and power) in meeting these needs.

First, the participants’ accounts made it clear that it is exhausting or
impossible to sustain recovery-related agency if one is not recognised as an agent
by the services designed to help or the professionals one is interacting with. An
agent is necessarily a subject; objects do not have agency. Practices that objectify
the service user invite non-agency and/or resistance, both of which may put the
suicidal service user at further risk. It is thus of utmost importance that services
and professionals recognise, appreciate and make use of the various ways that
suicidal individuals express recovery-related agency even amidst their suicidal
crises, while also remaining responsive to expressions of lacking agency and
needs for support. Relevant practices include, e.g., letting service users tell their
story, not only answer closed questions; including the service user in all decisions
concerning their care; and small gestures that communicate genuine interest in
the service user as a person. It is also imperative that treatment plans consider
service users’ personal recovery tasks, i.e., their subjective frame of reference and
intentionality, rather than only matching interventions to diagnoses.

Second, the participants emphasised that without a thorough processing of
the suicidal act it is difficult or impossible to formulate meaningful recovery tasks.
Making sense of the suicide attempt is thus critical for (re)gaining recovery-
related agency. A collaborative deconstruction of the suicide attempt is a shared
component of evidence-based suicide-specific interventions, and should be
integrated into any service response to suicidal action. For the current
participants, ASSIP served as an effective facilitator of this task, while adequate
exploration of the suicidal episode was often reported to be overlooked within
healthcare, including specialized psychiatric services. Professionals in the
relevant services thus need to be trained to recognise and appreciate the need for
such deconstruction as well as to facilitate it.

Third, the participants’ accounts demonstrated that the identification of
personal recovery tasks inspires hope, but it is not alone enough to sustain it.
Planning for safety may be perceived as a universally important recovery task
after a suicide attempt (e.g., Rudd et al., 2022), and its accomplishment in ASSIP
was appreciated by the current participants. However, effective services should
also offer support in addressing the drivers of suicidal behavior, not only
suppressing suicidal action. Gaining the power to act toward recovery-related
intentions is facilitated by a collaborative plan to address these tasks with
sufficiently continuous and predictable support. Suicide attempt survivors’ self-
identified recovery tasks typically include targets for both biological,
psychological and social interventions. Services should thus be prepared to
provide assistance in each of these domains. Making better use of the
multidisciplinary expertise of health and social service organisations may
contribute to better meeting service users’ needs despite inevitably limited
resources. In the current Finnish context, this might entail service design that
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produces less gatekeeping duties for medical professionals and more effective
utilisation of the expertise of other professions as well as currently underused
resources, such as systemic therapies and peer support.

Finally, providing adequate care requires that professionals are able to
respond to suicidal service users with respect and empathy. However,
attempting to help persons in suicidal crises while holding (inevitably) limited
power to do so is an emotionally highly challenging task. This challenge may
promote ineffective or even harmful service responses, including cynical,
rejecting and coercive actions (e.g., Ellis et al., 2018), as was sometimes reported
also by the current participants. Questions of responsibility, liability and guilt are
prominent in suicidal crises (e.g., Ellis et al. 2018; Jobes, 2000; Rudd et al., 1999).
This may emotionally complicate embracing a view of recovery-related agency
as co-created, yet I argue that such a view is imperative for effective service
responses. The provision of high-quality services thus requires professionals to
be provided with adequate training and ongoing support focusing on the
relational and emotional aspects of responding to suicidal crises, not only on, e.g.,
risk assessment or intervention techniques.

5.5 Implications for practice

This research project arose from my desire to both better understand and more
effectively accomplish my clinical work. It was thus designed specifically to
inform practice. This aim has affected the research questions and design as well
as the choices made in reporting the findings. Specifically, each study aimed to
provide enough concrete detail to allow practical use of the findings. Study I
provided a list of seven key aspects of services that the participants found
meaningful and that should thus be taken into account in service delivery and
development. Study II illuminated the subjective impact of ASSIP and the
participants” views on how its components facilitated these impacts, and called
attention to its more effective implementation to fully capitalize on the gains it
provided. Study III suggested that conceptualizing suicidal service users’
recovery-related agency as the coupling of recovery-related intentionality and
power may assist professionals in assessing both the available resources for and
obstacles to recovery. Further, it called for professionals to acknowledge that
both recovery-related intentionality and power is co-created in service
interactions, thereby emphasizing the need to appreciate both the weight and the
limits of the power held by professionals.

In this summary, [ have combined the learnings from the original studies to
allow for a practice-relevant contribution to understanding how current services
might be strengthened through greater appreciation for the complementary
perspectives provided by both qualitative and quantitative research as well as
the professions working together to intervene in suicidal crises. The practical
implications of the current research thus include guidance for both individual
practitioners interacting with service users in suicidal crises, those involved in
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service design, and policy makers. Further, these findings may be, and already
have been, used for teaching purposes in training healthcare professionals.

5.6 Limitations and future research

The current findings have value in informing more meaningful interventions
during suicidal crises and after a suicide attempt. However, the populations of
those who attempt suicide and those who complete it only partially overlap (e.g.,
Nordentoft, 2011). Thus, insights gained from investigating suicide attempt
survivors cannot be directly generalized to those who die by suicide, and even
when interventions effectively address the needs of suicide attempt survivors,
there is no guarantee for a reduction in suicides. However, alleviating the
suffering of suicide attempt survivors is a worthwhile task for services in itself,
and higher quality care for this vulnerable group is likely also cost-effective
(Dyvesether et al., 2022; Krysinska et al., 2024; Park et al., 2018; Solin et al., 2022).

The main limitation of the current research involves its use of retrospective
interviews to explore participants’ experiences of their service interactions.
Recollections and personal narratives of previous experiences have implications
for interpretations and actions in the present. Narratives are thus of relevance in
seeking to understand the narrator’s experiences and behavior despite their
inevitable inaccuracy in depicting past events. However, as retrospective
accounts are filtered through a variety of heuristics affecting human memory
recall, the degree to which they may be considered informative on actual past
experiences and processes is limited (Bantjes & Swartz, 2019). Hence, while the
current data illuminated the meaning of past events as perceived and interpreted
by the participants at the time of the interview, it must be accepted that these
perceptions and interpretations may have differed, even widely, from the
participants’ real-time meaning-making during the past episodes they described.
In future studies, data collection methods allowing for more real-time tracking of
experiences and meaning-making processes would yield a richer picture of the
ways in which service users’ perceptions of service interactions and their choices
for action, for example, are related.

The heterogeneity of the study sample in terms of demographics and
history of suicidality, mental health and service use may be considered as both a
limitation and a strength of this research. As the aim of the current research was
to investigate services available to the heterogeneous population of suicide
attempt survivors and not to give specific recommendations for specific
subgroups, I argue that this heterogeneity is primarily a strength. The diversity
of the sample meant that we received assessments of services from
complementary perspectives (e.g., from both first-time service users and those
with a long history of service engagement). This enabled the identification of
experiences and perspectives that were shared within this heterogeneous group
(e.g., an emphasis on professionals’ caring attitude and collaborative exploration
of the suicidal episode) and that should thus be considered to have high
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transferrability to service interactions with suicide attempt survivors. The
uniform appreciation for ASSIP in this heterogeneous sample also suggested that
the brief manualised intervention may be suitable as an add-on to a variety of
subpopulations of suicide attempt survivors. However, it was also highlighted
that the services ASSIP supplements should reflect the heterogeneity of this
population; in the current sample, the intensity of service users’ self-identified
post-ASSIP needs ranged from finding ASSIP’s follow-up sufficient to hopes for
intensive intervention through a combination of psychotropic medication,
psychotherapy, occupational rehabilitation and social work. Importantly, while
some of the variety in needs and preferences was illustrated in this small sample
of participants, it is obvious that the current research could not systematically
identify the more specific needs of service user subgroups. Rather, the current
findings underline the importance of professionals taking an interest in
understanding each service user’s idiographic reality and the associated needs
and preferences. Future studies may focus on the needs of vulnerable subgroups.

Finland is not ethnically or regionally homogeneous, and the current
findings thus have more direct relevance in some groups and areas than others.
As ethnic identity is not recorded in health or social databases in Finland, there
is little understanding of the epidemiology of suicidal behavior in Finnish ethnic
minorities, with the exception of some data on the higher suicide rate of the Sami
people (Young et al., 2015). Based on findings from other Nordic countries it is
likely that other minority groups also have distinct patterns of suicidality (e.g.,
Erlangsen et al., 2024; Niederkrotenthaler et al., 2020). Research into suicidal
behavior and related service use and needs in ethnic minorities would be
valuable in the future. The prevalence of ill health and suicidality as well as the
structuring, resourcing, availability and contents of mental health services and
the related outcomes in terms of, e.g., rates of suicide (Pirkola et al., 2009) and
use of disability pensions (Karolaakso, 2024) vary across the country. While the
populations and service systems of some of the larger Finnish cities share features
with the Helsinki metropolitan area explored in the current study, other cities
and areas that are more rural may have less in common with it. In addition, the
small but significant areas in Western Lapland that operate outside the
predominance of the medical model, relying instead on the open dialogue
approach (Mosse et al., 2022) will likely have a different set of strengths and
weaknesses in suicide prevention as compared to the service system described
by the current participants (Bergstrom et al., 2023), and further investigation of
these differences would be of interest.

Finally, the current research called attention to the need to better
understand how service users’ agency and the opportunities and barriers
presented by service systems interact to provide recovery outcomes. To achieve
this, longitudinal mixed-method studies focusing on the construction of recovery
(not only risk) would be a highly valuable future pursuit. Such studies would
need to follow service users through their service paths, documenting their
experiences and interpretations of any services used and also those desired but
found inaccessible. Incorporating psychometric and behavioral outcome
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measures would enable a meaningful integration of qualitative and quantitative
data, providing further insight into the facilitators and barriers to recovery for
suicide attempt survivors within real-life service systems.

5.7 Conclusions

This research illuminated both the opportunities and current challenges of
providing meaningful help to suicide attempt survivors within the context of
Finnish healthcare and crisis services. The main findings concerned the co-
created nature of movements toward recovery and the significant impact of
professionals’ actions in either facilitating or hindering this process during
suicidal crises. Building on the findings of the three original studies, I have
suggested complementing existing suicide prevention practices by 1) prioritizing
relationship-focused support, 2) optimizing the integration of diverse service
components, including suicide-specific brief interventions, to more effectively
facilitate the recovery process, and 3) recognizing the agency of the service user
as both a primary target and a valuable resource for intervention. It is my hope
that, if implemented, these recommendations will contribute to the improvement
of services, ensuring that those in suicidal crises - as well as their loved ones -
more consistently receive the support they need and deserve.
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YHTEENVETO (SUMMARY)

Itsemurhakriisistd toipuminen yhteisen tyon kohteena: itsemurhaa yrittinei-
den nikokulmia terveys- ja kriisipalveluista saatuun apuun

Tassd tutkimuksessa selvitettiin itsemurhayrityksestd selviytyneiden aikuisten
ndkokulmia palveluihin, joita he olivat saaneet ja toivoneet itsemurhakriisinsa
aikana. Itsemurhayritys on merkittdvd toteutuneen itsemurhan ennustetekija
(Bostwick ym., 2016). Itsemurha on kuitenkin kaikkea muuta kuin vadistimaton
lopputulema toistuvienkaan itsemurhayritysten jalkeen; pdinvastoin, suurin osa
itsemurhaa yrittaneistd ei kuole itsemurhan kautta (esim. Carroll ym., 2014; Suo-
minen ym., 2004).

Kohtaamisilla terveydenhuollon ja kriisipalveluiden kanssa voi olla itse-
murhakriisin purkamisessa ratkaiseva merkitys, mutta palveluilla on usein myos
vaikeuksia vastata avuntarpeeseen tavoilla, jotka tuntuisivat itsemurhavaarassa
olevista merkityksellisiltd ja auttavilta (esim. Taylor ym., 2009). Palvelunkéaytta-
jien ndkemykset voisivat auttaa kehittdim&dan paremmin tarkoitustaan palvelevia
terveys- ja kriisipalveluita, mutta Suomessa on harvoin tutkittu itsetuhoisuudes-
ta kdrsineiden kokemuksia ja ndkokulmia liittyen itsetuhoisuuden yhteydessa
saatuihin tai toivottuihin palveluihin. Tamé&n viitostutkimuksen tarkoituksena
oli tuottaa kaytannonldheistd tietoa itsemurhaa yrittdneiden suomalaisten pal-
velunkayttdjien ndkemyksistd ammattilaisten tyon ja palveluiden kehittdmisen
tueksi.

Tutkimus toteutettiin yhteistydssa MIELI Suomen Mielenterveys ry:m,
Helsingin kaupungin sekd Helsingin ja Uudenmaan sairaanhoitopiirin kanssa.
Kaikissa kolmessa osatutkimuksessa aineistona olivat neljantoista itsemurhayri-
tyksestd selviytyneen aikuisen syvéhaastattelut. Viimeisimman itsemurhayrityk-
sensd jdlkeen jokainen haastateltava oli osallistunut MIELI ry:n tarjoamaan Ly-
hytinterventioon itsemurhaa yrittdneille (Linity; Michel & Gysin-Maillart, 2015).
Jokainen osallistuja oli kdyttdnyt myos terveydenhuollon palveluita itsemurha-
kriisin yhteydessd. Haastattelut toteutuivat 4-10 viikkoa Linityn viimeisen kdyn-
nin jédlkeen, jolloin Linityyn johtaneesta itsemurhayrityksestd oli kulunut 3-6
kuukautta. Aineistoa tarkasteltiin laadullisesti. Tutkimuksissa I-II sovellettiin
tavanomaista sisédllonanalyysid, ja tutkimuksessa III sovellettiin kohdennettua
sisdllonanalyysid. Tutkimushaastattelujen lisédksi tutkijoiden kaytettdvissa olivat
osallistujien Linityn ensimmadiselld kdynnilld kertomat tarinat itsemurhayrityk-
sestddn sellaisina, kuin ne oli Linityssd dokumentoitu. N4itd tarinoita kdytettiin
tutkimuksessa taustoittamaan osallistujien haastatteluissa kertomaa.

Tutkimuksessa I tarkasteltiin sitd, miten osallistujat olivat kokeneet vuoro-
vaikutuksen terveydenhuollon kanssa edesauttaneen tai haitanneen toipumis-
taan itsemurhakriisin aikana. Lahes kaikilla osallistujilla oli sekd myonteisid etta
kielteisid kokemuksia kohtaamisista terveydenhuollossa. Osallistujat arvioivat
palveluiden auttavuutta ennen kaikkea suhteessa siihen, miten hyvin niiden oli
koettu tukevan osallistujien itse merkityksellisiksi arvioimien toipumisen teh-
tavien (eli toipumista edesauttavien toimien) toteuttamista. Seitsemén palvelui-
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den ominaisuutta nousi haastatteluissa keskeisiksi. Osallistujat toivoivat 1) tu-
levansa kohdatuksi avun arvoisina, 2) saavansa tukea itselleen merkityksellisten
teemojen tutkimiseen, 3) saavansa tukea itsemurhayrityksen ja siihen johtaneen
prosessin lapikdymiseen ja ymmadrtadmiseen, 4) hoitopolun psykologista jatku-
vuutta ja ennakoitavuutta, 5) tarpeenmukaista tukea omien toipumisen teh-
tdviensd toteuttamisessa, 6) tilaisuuksia osallistua lddkehoitoaan koskeviin paa-
toksiin ja 7) ihmissuhdekontekstinsa huomioimista.

Osatutkimuksessa I korostui yhtenevésti aiemman tutkimuksen kanssa se,
miten ratkaiseva merkitys palvelunkdyttdjien henkilokunnan asenteista tekemil-
14 havainnoilla oli heiddn palvelukokemustensa muotoutumisessa (esim. Taylor
ym., 2009). Lahes kaikilla osallistujilla oli kokemuksia vuorovaikutustilanteista
sekd empaattisiksi, kunnioittaviksi ja valittaviksi ettd vihamielisiksi, torjuviksi
ja/tai vdlinpitaméattomiksi koettujen ammattilaisten kanssa. Osallistujat kuvasi-
vat, miten ensimmadisen kaltaiset kohtaamiset olivat edistidneet toivon, itsearvos-
tuksen ja kuulumisen tunteita, kun taas jalkimmaiset olivat luoneet esteitd hoi-
toon hakeutumiselle tai sen hyodyntamiselle ja usein my6s vahvistaneet yllyk-
keitd itsetuhoiseen toimintaan. Osallistujat korostivat, ettd tuki itsetuhoiseen te-
koon johtaneen prosessin ymmadrtdmiseen sekd palveluiden riittdavd ennustet-
tavuus ja jatkuvuus olivat ratkaisevan tdrkeitd toipumisen kannalta. Lisdksi he
ilmaisivat toivovansa niin itsetuhoisuuden biologisiin, psykologisiin kuin
sosiaalisiinkin taustasyihin kohdistuvaa apua, mutta viimeisen ulottuvuuden oli
koettu jadneen padosin huomiotta heiddn saamissaan palveluissa.

Osatutkimuksessa II selvitettiin sitd, miten osallistujat olivat kokeneet
Linityyn osallistumisen vaikuttaneen itseensa. Linity (Michel & Gysin-Maillart,
2015) on MIELI ry:n kriisipalveluiden tarjoama lyhyt, itsetuhoiseen kayttayty-
miseen kohdennettu interventio, joka on tarkoitettu tdydentdmé&dn muita tar-
peenmukaisia palveluita itsemurhayrityksen jdlkeen. Linity painottaa varhaiseen
terapeuttiseen allianssiin panostamista ja kollaboratiivista tyootetta. Kolmen
kdynnin interventiossa ldhtokohtana on itsemurhaa yrittdineen oma tarina.
Asiakkaan itsemurhayrityksestddn ja sen taustasta kertoma tarina videoidaan
ensikdynnilld ja sitd tarkastellaan yhdessd videolta toisella kdynnilld, minka
jalkeen Linityn tyontekijd koostaa tarinasta tiivistelman edelleen yhdessa tarkas-
teltavaksi. Tarinan tarkastelu ja itsetuhoiseen tilaan liittyva yleinen psykoedu-
kaatio ovat ldhtokohtana yksilollisen tapausjdsennyksen, toipumistavoitteiden ja
turvasuunnitelman rakentamiselle kolmannella kdynnilld. Tapaamisten jdlkeen
asiakkaalle ldhetetdin kahden vuoden ajan seurantakirjeitd (ensimmdisend
vuonna kolmen kuukauden vilein ja toisena puolen vuoden vélein). Seuranta-
aikana asiakkaalla on mahdollisuus vastata kirjeisiin ja/tai olla yhteydessa
Linity-tyontekijadnsa kriisitilanteessa. Linity on alun perin suunniteltu yksilo-
interventioksi, mutta Suomessa siihen on liitetty mahdollisuus neljénteen istun-
toon yhdessé itsemurhaa yrittdneen ldheisten kanssa.

Osatutkimuksessa II havaittiin, ettd kaikilla osallistujilla oli padosin myo6n-
teinen kokemus Linitystd. Arviot sen vaikutusten henkilokohtaisesta merkityk-
sestd vaihtelivat: jotkut osallistujat kuvasivat Linityn olleen tdysin ratkaiseva
tekija toiveikkaiden tulevaisuudenndkymien (uudelleen)rakentamisessa, kun
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taas toiset arvioivat sen tuottaneen joitakin hyottyjd, mutta tilanteensa pysyneen
kuitenkin pddosin muuttumattomana. Kaikki osallistujat arvioivat Linityn tuot-
taneen toipumista tukevaa muutosta ainakin kahdella neljdstd heiddn kerto-
muksissaan tunnistetusta muutoksen osa-alueesta. Osallistujien kertomuksissa
muutoksia kuvattiin parempana olona (esim. helpottuneisuutena tai toiveikkuu-
tena), uusina ndkokulmina (yleisimmin kirkkaampana ymmarryksena itsetuhoi-
sesta prosessista), uusina kdyttdaymismalleina (esim. rohkaistumisena puhumaan
omista asioista tai tekemé&ddn vihemman, kun on uupunut) sekd uusina resurs-
seina (esim. osallistujalle itselleen uskottavana turvasuunnitelmana ja yhteyden-
ottomahdollisuutena). Suurin osa osallistujista koki Linityn tuottaneen myos
sivuvaikutuksia. Nditd kuvattiin kahdella osa-alueella: hankalina tunteina (esim.
videointiin tai kdsiteltyihin teemoihin liittyvand ahdistuksena tai huolena tyon-
tekijan kuormittumisesta) ja tiedonkasittelyn ylikuormittumisena (joka nayttay-
tyi esim. unohteluna tai dissosiatiivisina oireina). Kukaan osallistuja ei kuiten-
kaan kuvannut sivuvaikutuksia erityisen ongelmallisina, vaan pikemmin vé&ista-
mattomand osana toipumista kohti tyoskentelyd. Tyontekijoiden huomaavai-
seksi koetun suhtautumisen kuvattiin edesauttaneen sivuvaikutusten sietdmista
ja/tai vdistymistd. Kolmanneksi havaittiin, ettd kaikki osallistujat kuvasivat
Linityssd syntynyttd muutosta jollakin tavalla keskenerdisend. Vaikka moni koki
Linityn aikana tapahtuneen muutoksen olleen erittdin merkittdva, yhtd lukuun-
ottamatta kaikki osallistujat korostivat tarvitsevansa jatkossa Linityyn kuuluvaa
kirjeseurantaa ja yhteydenottomahdollisuutta tukevampaa tukea saadakseen
tyostettyd keskenerdisid toipumisen tehtdvia tai pidettya ylld tapahtunutta muu-
tosta. Lisdtukea toivovista osallistujista seitsemén arvioi haastatteluhetkelld, etta
toivotun kaltaista tukea oli heille saatavilla; loput kuusi olivat epitietoisia ja
huolissaan siitd, miten tarvittava tuki jatkossa jdrjestyisi. Kukaan tutkimuksen
osallistujista ei ollut hyddyntdnyt Linityn osana tarjottua mahdollisuutta ta-
paamiseen ldheisten kanssa, vaikka useampi arvioi, ettd se olisi ollut tarpeen tai
hyosdyllista.

Osatutkimuksessa III tarkasteltiin osallistujien kuvauksia toipumiseen liit-
tyvastd toimijuudestaan ja palveluiden roolista timéan toimijuuden syntymisessd,
ylldpitdmisessd ja sammuttamisessa. Toipumista koskeva toimijuus operationa-
lisoitiin osallistujien kuvauksiksi itsestddn kykenevind toimimaan toipumisen
tehtdviensd eteen. Se koostui siis kahdesta osa-alueesta: 1) toipumista koskevista
intentioista (joita edusti osallistujien ilmaisema oma ymmarrys toipumisen teh-
tavistddn eli siitd, mikd vahvistaisi tunnetta elimadstd eldmisen arvoisena ja/tai
edesauttaisi turvassa pysymistd myos itsetuhoisten yllykkeiden jatkuessa tai pa-
latessa) ja 2) osallistujien ilmaisemasta kyvystd toimia ndiden intentioiden mu-
kaisesti. Tarkastelimme nditd ilmauksia erityisesti yhteydessd osallistujien ku-
vauksiin vuorovaikutuksestaan terveys- ja kriisipalveluiden kanssa.

Osatutkimuksessa III havaittiin, ettd kaikki osallistujat ilmaisivat seka toi-
mijuutta ettd ei-toimijuutta liittyen toipumisen prosessiin. Palveluiden tarjoama
tuki kuvatui hyvin merkityksellisend sen kannalta, miten osallistujat kokivat
pystyvidnsd saavuttamaan tai ylldpitdimé&édn toipumista koskevaa toimijuutta tai
toisaalta pysymaddn turvassa silloin, kun kokivat toipumista koskevan toimi-
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juutensa puutteelliseksi. Toimijuuskokemusten ja suhdekontekstin ristiintaulu-
kointi tuotti neljd erilaista toimijuuskuvausta, jotka nimettiin vahvistetuksi toi-
mijuudeksi, kuluttavaksi toimijuudeksi, ankkuroiduksi ei-toimijuudeksi ja aje-
lehtivaksi ei-toimijuudeksi. Vahvistettu toimijuus viittasi osallistujien kokemuk-
siin tilanteista, joissa he kokivat palveluiden auttaneen luomaan ja/tai ylla-
pitdimé&dn heiddan omia toipumiseen liittyvid intentioitaan ja/tai kyvykkyyttaan
toimia intentioidensa mukaan. Vahvistettua toimijuutta he kuvasivat ikddn kuin
itseddn uudistavaksi tai ruokkivaksi. Vastaavasti kuluttavaa toimijuutta ilmeni
tilanteissa, joissa osallistujat kokivat jddvéansd toipumisen tavoitteidensa kanssa
yksin tai palveluiden jopa haittaavan heiddn omien toipumiseen liittyvien in-
tentioidensa muodostumista ja/tai ylldpitdmistd ja/tai niiden mukaan toimi-
mista, mutta 16ysivit tapoja toimia itsendisesti tavoitteidensa eteen. Vaikka osal-
listujat kuvasivat kyenneensa toimimaan néissa tilanteissa toipumista kohti, he
myds arvioivat kdytettdvissddn olevien toimijuusresurssien kuluneen tai vihen-
tyneen ndiden ponnistusten myo6td. Ankkuroiduksi ei-toimijuudeksi kutsuimme
tilanteita, joissa osallistujat kuvasivat toipumiseen liittyvan intentionaalisuuten-
sa ja/tai kyvykkyytensd olleen puutteellista, mutta ammattilaisten tuen autta-
neen pitdimddn heidét turvassa ja olleen osaltaan vahvistamassa toimijuuden
edellytysten syntymistd. Ajelehtivalla ei-toimijuudella taas kuvattiin tilanteita,
joissa osallistujat kokivat oman toipumiseen liittyvan toimijuutensa puutteel-
liseksi tai kokonaan puuttuvaksi, ja samalla jadvansd ilman tukea, joka voisi loi-
ventaa tdiman tilan vaarallisuutta. Ajelehtivaan ei-toimijuuteen liittyi osallistujien
tarinoissa usein itselle vaaralliseen toimintaan ajautumista tai turvautumista.

Toimijuuden kisitteen soveltaminen osallistujien kertomusten tarkasteluun
auttoi kuvaamaan uudesta ndkokulmasta heiddn toipumiseen liittyvid ponniste-
luitaan ja sitd, millainen rooli palveluilla oli heiddn ndkokulmastaan ollut ndiden
ponnistelujen helpottamisessa tai estaimisessd. Osatutkimuksen III tuloksissa ko-
rostuivat ne mahdollisuudet, joita palvelunkayttdjien ndkeminen toipumispro-
sessin toimijoina myds itsemurhakriisin aikana voi hoidolliseen vuorovaikutuk-
seen tuottaa, ja toisaalta ne riskit, joita heiddn toimijuutensa ohittaviin kaytan-
teisiin liittyy.

Tamén viitostutkimuksen tulokset tdydentdvit itsemurhatutkimuksen
kenttdd hallitsevan mééaréllisen tutkimuksen antia tarjoamalla padsyn palvelun-
kayttdjien tulkintoihin, jotka ilman laadullisten menetelmien hyodyntdmista jaa-
vét piiloon. Tarjoamalla ndkymén itsemurhayrityksestd selviytyneiden subjek-
tiivisiin merkityksenantoihin tutkimus kokonaisuudessaan valotti sitd, miten it-
semurhakriisistd toipumisen tai kriisin pitkittymisen polku rakentuu palvelun-
kayttdjien ja palveluiden vuorovaikutuksessa. Tutkimuksen tulokset havainnol-
listivat, miten jokainen kohtaaminen palvelujen kanssa voi edistdd tai estdd
itsemurhaa yrittdneiden palvelunkédyttdjien toipumiseen liittyvdd toimijuutta.
Kolme osatutkimusta tarjosivat kukin palvelunkadyttdjien kokemuksiin perustu-
vaa kdytannonldheistd opastusta ammattilaisille ja palveluiden kehittdmisen pa-
rissa tydskenteleville ammattilaisille. Kokonaisuutena tama vaitoskirjatutkimus
auttoi havainnollistamaan itsetuhoisuutta monimutkaisena ilmién4, johon vas-
taamisessa terveydenhuoltojdrjestelméd nykyisellddn nojaa palvelunkdyttdjien
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arvioimana liiaksi yksilokeskeiseen ja lddketieteelliseen ndkokulmaan. Tutki-
muksen havaintojen pohjalta viitédn, ettd paremmin palvelunkéyttdjien tarpeisiin
vastaavien palveluiden kehittimiseksi olisi tarpeen vahvistaa sekd itsemurha-
tutkimuksen moniddnisyyttd ja -menetelmdisyyttd ettd sosiaali- ja terveyden-
huollon eri ammattiryhmien toisiaan tdydentdvan asiantuntemuksen hyodynta-
mistd palveluiden suunnittelemisessa ja toteuttamisessa.

Yhdessa tarkasteltuina osatutkimusten tuloksissa huomionarvoisiksi nousi
kolme nykyisissd palveluissa liian vahdiselle huomiolle jadvad ndkokulmaa.
Ensinnékin keskioon nousi osallistujien tarve ihmissuhteisiinsa (ei vain heihin
yksiloind) kohdentuville interventioille. Ihmissuhteisiin liittyvd kuormitus on
itsetuhoisuuden tavallinen taustatekijd ja seuraus, mutta sen enempéd aikuisten
itsetuhoisuuden hoitoon suunnitelluissa interventioissa (Frey ym., 2022) kuin
ndiden osallistujien osakseen saamassa tavanomaisessa hoidossa tété ei ole juuri
huomioitu. Osallistujat toivoivat enemmaén tukea ldheistensd mukaan ottamiseen
hoitopolulla ja sen kautta my0s itsetuhoisen teon ndihin suhteisiin synnyttdmien
huolten ja jannitteiden kasittelyyn. Yksindisyydestd kérsivét osallistujat toivoivat
suorempaa tukea ihmissuhdeverkostonsa vahvistamiseen. My®os toive vertais-
tuen vahvemmasta hyodyntdmisestd nousi esiin. Kaiken kaikkiaan siis nykyisten
palveluiden puutteena esiin nousi korostuneen yksilokeskeinen fokus, jossa
suhteisiin ja osallistujille tdrkeisiin sosiaalisiin rooleihin kohdistuva tuki jai
olemattomaksi. Jatkokehittimisen tarpeeksi nousivat siten sekd itsetuhoisuuteen
kohdennetut interventiot, joissa suhdefokus olisi sisddnrakennettuna, ettd ta-
vanomaisen hoidon kehittdminen paremmin suhdendkokulman huomioivaan
suuntaan.

Toiseksi timdn tutkimuksen tulosten tarkastelu yhteydessa Linityn vaikut-
tavuudesta erilaisten palvelupolkujen osana kertyneeseen aiempaan ndyttoon
(Arvilommi ym., 2022a; Arvilommi ym. 2022b; Gysin-Maillart ym., 2016) nosti
esille tarpeen tarkastella itsemurhaa yrittdneiden palvelupolkuja kokonaisuuk-
sina niiden vaikuttavuuden lisddmiseksi. Osallistujien kertomukset valaisivat
sekd epédjatkuville palvelupoluille hukattuja mahdollisuuksia ettd niitd kertautu-
via hyotyjd, joita syntyi, kun itsetuhoisuuteen kohdennettu lyhytinterventio
(Linity) yhdistyi riittdvdn ennakoitavalla ja jatkuvalla tavalla muihin tarpeen-
mukaisiin palveluihin. Osallistujat arvostivat MIELI ry:n kriisipalveluiden alla
tarjottuun Linityyn hakeutumisen matalaa kynnystd, ja tuoreen katsauksen
(Uddin ym., 2023) havaintoja mukaellen osallistujat pitivdat myos muutoin MIELI
ry:n ei-kliinistd ympaéristod terveydenhuollon ympéristoja miellyttavampana.
Nykyiselldan Linity ei kuitenkaan ndytd nivoutuvan riittdvdn ennakoitavalla ja
johdonmukaisella tavalla osaksi terveydenhuollon hoitopolkuja, jotta Linityssa
rakennettua ymmarrystd itsetuhoisuuden taustasyistd ja motivaatiota niiden
tydstamiseen pddstdisiin optimaalisesti hyddyntamadan.

Kolmanneksi osatutkimusten tulokset tekivit ndkyviksi, miksi palvelun-
kayttdjien toimijuus on tarkedd ottaa auttamispyrkimysten keskioon. Kokemus
omaa eldmdd koskevan toimijuuden menetyksestd on tavallinen itsetuhoisten
yllykkeiden laukaisija (esim. Jarventie, 1993; Pavulans ym., 2012) ja toisaalta
toimijuuden palautumista on kuvattu keskeisend toipumiselle (Crona ym., 2017;
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Sinclair ym., 2005). Osallistujien kuvaukset tarjosivat kdytannonldheistd opastus-
ta sithen, millaisilla toimilla ammattilaiset ja palvelut voivat vahvistaa tai toi-
saalta haitata heiddn toipumista koskevaa toimijuuttaan. Monilla osallistujista oli
kokemusta vuorovaikutustilanteista, joissa he olivat kokeneet tulevansa koh-
delluiksi objekteina pikemmin kuin osallisina omassa hoidossaan. Ndiden ko-
kemusten osallistujat kuvasivat heikentdneen toimijuuden kokemustaan ja/tai
synnyttdneen vastustusta, ja molemmissa tapauksissa haitanneen heidan hyvin-
vointiaan ja turvallisuuttaan. Toisaalta osallistujat kuvasivat, ettd kun he tulivat
kohdelluiksi subjekteina, joiden ndkokulmasta oltiin hoidossa kiinnostuneita, he
kokivat itsekin paremmin sekd ymmartdvansd itseddn ettd kykeneviansd toimi-
maan omaa hyvinvointiaan palvelevalla tavalla.

Osallistujat tekivat myos selvaksi, ettd ilman itsemurhayrityksen perus-
teellista kasittelyd heiddn olisi ollut vaikeaa tai mahdotonta tunnistaa itselleen
mielekkditd toipumisen tehtdvid. Itsemurhayritykseen johtaneen prosessin ym-
maértdminen oli siis heiddn ndkokulmastaan ratkaisevan tdrkedd toipumiseen liit-
tyvan toimijuuden kannalta. Téllaisen ymmarryksen rakentaminen on osa kaik-
kia ndyttoon perustuvia itsetuhoiseen kayttaytymiseen kohdennettuja interven-
tioita, ja my6s suomalainen Kédypa hoito -suositus korostaa, ettd itsemurhaa yrit-
tdaneen kanssa on tarkedd kdayda lapi koko yritykseen johtanut tapahtumaketju
(Itsemurhien ehkdisy ja itsemurhaa yrittdneen hoito: Kdypa hoito -suositus, 2022).
Omalla kohdallaan osallistujat kuvasivat Linityn palvelleen hyvin itsetuhoisen
prosessin ymmartamistd, kun taas terveydenhuollossa moni koki itsemurhayri-
tyksen lapikdymisen jadneen vahdlle huomiolle tai jopa kokonaan huomiotta.
Itsemurhaa yrittdneitd potilaita kohtaavien terveydenhuollon ammattilaisten
valmiuksia tukea tédssd tdrkedssd tehtdvéssd on siis tarpeen vahvistaa.

Lisdksi osallistujat korostivat, ettd palveluiden olisi tdrkedd tarjota tukea
my0s itsetuhoisten yllykkeiden taustalla oleviin tekijoihin puuttumisessa, ei
pelkédstddn itsetuhoisten tekojen hillitsemisessda. Henkilokohtaisten toipumisen
tehtdvien tunnistaminen lisdsi toiveikkuutta, mutta jos osallistujat olivat jadneet
niiden toteuttamisen kanssa yksin, toivottomuus usein palasi. Osallistujien itse
madrittelemiin toipumisen tehtéviin sisdltyi tyypillisesti tavoitteita sekd biologi-
sille, psykologisille ettd sosiaalisille interventioille, ja palveluiden toivottiin tar-
joavan apua kaikilla ndilld osa-alueilla. Nykytilanteessa osallistujat kokivat eri-
tyisen puutteelliseksi toisaalta psykoterapian ja toisaalta kaikkiin toipumisen
sosiaalisiin ulottuvuuksiin (esim. ihmissuhdekonflikteihin tai itselleen merkityk-
sellisten sosiaalisten roolien puuttumiseen tai menettdmiseen) kohdentuvan tuen
saatavuuden.

Tama ja aiempi tutkimus (esim. Taylor ym., 2009) on osoittanut, miten kes-
keistd on, ettd ammattilaiset pystyvit vastaamaan itsemurhakriisissa apua hake-
ville palvelunkayttdjille kunnioittavasti ja empaattisesti. Itsetuhoisuuden hoito
on kuitenkin emotionaalisesti vaativa tehtdvd. Ammattilaisten vaikeudet sietdd
tahdn tehtavadan liittyvid jannitteitd voivat ndyttdaytyd palveluissa esimerkiksi
kyynisind, torjuvina tai pakottavina toimina (esim. Ellis ym., 2018), joista myos
tamdn tutkimuksen osallistujilla oli kokemuksia. Laadukkaat palvelut rakentu-
vat syvilliselle ymmarrykselle vuorovaikutuksen merkityksestd itsetuhoisesta
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kriisistd toipumiselle. Siksi ne edellyttdavét, ettd ammattilaisille tarjotaan asian-
mukaista koulutusta ja tukea myos itsetuhoisiin kriiseihin vastaamisen relatio-
naalisiin ja emotionaalisiin ndkokohtiin keskittyen, ei pelkdstddn riskiarvioinnin
tai interventiotekniikoiden ndkokulmasta.

82



REFERENCES

Aaltonen, K. (2019). Suicidal behavior in depressive or bipolar disorders. University
of Helsinki. http:/ /hdlLhandle.net/10138/296433

Aaltonen, K., Sund, R., Hakulinen, C., Pirkola, S., & Isometsd, E. (2024).
Variations in Suicide Risk and Risk Factors After Hospitalization for
Depression in Finland, 1996-2017. JAMA Psychiatry.
https:/ /doi.org/10.1001 /jamapsychiatry.2023.5512

Ahmedani, B. K., Westphal, ]J., Autio, K,, Elsiss, F., Peterson, E. L., Beck, A.,
Waitzfelder, B. E., Rossom, R. C., Owen-Smith, A. A., Lynch, F,, Lu, C. Y,,
Frank, C., Prabhakar, D., Braciszewski, J. M., Miller-Matero, L. R., Yeh, H.-
H., Hu, Y., Doshi, R., Waring, S. C., & Simon, G. E. (2019). Variation in
patterns of health care before suicide: A population case-control study.
Preventive Medicine, 127, 105796.
https:/ /doi.org/10.1016/i.ypmed.2019.105796

Andreasson, K., Krogh, J., Wenneberg, C., Jessen, H., Krakauer, K., Gluud, C,,
Thomsen, R., Randers, L., & Nordentoft, M. (2016). Effectiveness of
dialectical behavior therapy versus collaborative assessment and
management of suicidality treatment for reduction of self-harm in adults
with borderline personality traits and disorder-a randomized observer-
blinded clinical trial. Depression and Anxiety, 33(6), 520-530.
https:/ /doi.org/10.1002/da.22472

Andriessen, K., Reifels, L., Krysinska, K., Robinson, J., Dempster, G., & Pirkis, J.
(2019). Ethical Concerns in Suicide Research: Results of an International
Researcher Survey. Journal of Empirical Research on Human Research Ethics,
14(4), 383-394. https:/ /doi.org/10.1177/1556264619859734

Appleby, L., Dennehy, J., Thomas, C., Faragher, B., & Lewis, G. (1999). Aftercare
and clinical characteristics of people with mental illness who commit
suicide: A case-control study. The Lancet (British Edition), 353(9162), 1397~
1400. https://doi.org/10.1016/50140-6736(98)10014-4

Arvilommi, P., Valkonen, ]., Lindholm, L., Gaily-Luoma, S., Suominen, K.,
Gysin-Maillart, A., Ruishalme, O., & Isometsd, E. (2022). ASSIP vs. Crisis
Counseling for Preventing Suicide Re-attempts: Outcome Predictor
Analysis of a Randomized Clinical Trial Data. Archives of Suicide Research,
0(0), 1-16. https:/ /doi.org/10.1080/13811118.2022.2151957

Arvilommi, P., Valkonen, J., Lindholm, L. H., Gaily-Luoma, S., Suominen, K.,
Ruishalme, O. M., Kukkonen, M., Sihvola, H., & Isometsd, E. (2022). A
Randomized Clinical Trial of Attempted Suicide Short Intervention
Program versus Crisis Counseling in Preventing Repeat Suicide Attempts:
A Two-Year Follow-Up Study. Psychotherapy and Psychosomatics, 91(3),
190-199. https:/ /doi.org/10.1159/000521072

Asarnow, ]J. R., Hughes, J., Babeva, K., & Sugar, K. (2017). Cognitive-Behavioral
Family Treatment for Suicide Attempt Prevention: A Randomized
Controlled Trial. Journal of the American Academy of Child and Adolescent
Psychiatry, 56(6), 506-514. https:/ /doi.org/10.1016/].jaac.2017.03.015

83


http://hdl.handle.net/10138/296433
https://doi.org/10.1001/jamapsychiatry.2023.5512
https://doi.org/10.1016/j.ypmed.2019.105796
https://doi.org/10.1002/da.22472
https://doi.org/10.1177/1556264619859734
https://doi.org/10.1016/S0140-6736(98)10014-4
https://doi.org/10.1080/13811118.2022.2151957
https://doi.org/10.1159/000521072
https://doi.org/10.1016/j.jaac.2017.03.015

Awenat, Y., Peters, S., Shaw-Nunez, E., Gooding, P., Pratt, D., & Haddock, G.
(2017). Staff experiences and perceptions of working with in-patients who
are suicidal: Qualitative analysis. The British Journal of Psychiatry, 211(2),
103-108. https:/ /doi.org/10.1192/bjp.bp.116.191817

Bandura, A. (2006). Toward a Psychology of Human Agency. Perspectives on
Psychological Science, 1(2), 164-180. https://doi.org/10.1111/j.1745-
6916.2006.00011.x

Bantjes, J., & Swartz, L. (2019). “‘What Can We Learn From First-Person
Narratives?” The Case of Nonfatal Suicidal Behavior. Qualitative Health
Research, 29(10), 1497-1507. https:/ /doi.org/10.1177/1049732319832869

Bantjes, J., & Swartz, L. (2020). The Benefits of Robust Debate About the Place of
Qualitative Research in Suicide Prevention. Qualitative Health Research,
30(6), 944-946. https:/ /doi.org/10.1177/1049732320909104

Barber, M. E. (2012). Recovery as the New Medical Model for Psychiatry.
Psychiatric Services, 63(3), 277-279.
https:/ /doi.org/10.1176/ appi.ps.201100248

Barnes, G. L., Haghiran, M. Z., & Tracy, D. K. (2022). Contemporary perceptions
and meanings of ‘the medical model” amongst NHS mental health
inpatient clinicians. International Journal of Mental Health Nursing, 31(3),
567-575. https:/ /doi.org/10.1111/inm.12972

Bateman, A., & Fonagy, P. (2016). Mentalization-based treatment for personality
disorders: A practical guide. Oxford University Press.
https:/ /doi.org/10.1093 / med:psych/9780199680375.001.0001

Beniwal, R. P., Shrivastava, M. K., Gupta, V., Sharma, V., Sharma, S., Kumari, S.,
Bhatia, T., & Deshpande, S. N. (2022). Why Do People Live or Die? A
Retrospective Study from a Crisis Intervention Clinic in North India.
Indian Journal of Psychological Medicine, 44(1), 17-21.
https:/ /doi.org/10.1177/02537176211022508

Benson, O., Gibson, S., Boden, Z. V. R., & Owen, G. (2016). Exhausted without
trust and inherent worth: A model of the suicide process based on
experiential accounts. Social Science & Medicine, 163, 126-134.
https:/ /doi.org/10.1016/j.socscimed.2016.06.045

Benson, O., Gibson, S., & Brand, S. (2013). The Experience of Agency in the
Feeling of Being Suicidal. Journal of Consciousness Studies, 20, 56-79.

Berg, H. (2019). Evidence-Based Practice in Psychology Fails to Be Tripartite: A
Conceptual Critique of the Scientocentrism in Evidence-Based Practice in
Psychology. Frontiers in Psychology, 10, 2253-2253.
https:/ /doi.org/10.3389/fpsy.2019.02253

Berg, S. H., Rertveit, K., & Aase, K. (2017). Suicidal patients” experiences
regarding their safety during psychiatric in-patient care: A systematic
review of qualitative studies. BMC Health Services Research, 17(1), 73.
https:/ /doi.org/10.1186/s12913-017-2023-8

Bergmans, Y., Gordon, E., & Eynan, R. (2017). Surviving moment to moment:
The experience of living in a state of ambivalence for those with recurrent

84


https://doi.org/10.1192/bjp.bp.116.191817
https://doi.org/10.1111/j.1745-6916.2006.00011.x
https://doi.org/10.1111/j.1745-6916.2006.00011.x
https://doi.org/10.1177/1049732319832869
https://doi.org/10.1177/1049732320909104
https://doi.org/10.1176/appi.ps.201100248
https://doi.org/10.1111/inm.12972
https://doi.org/10.1093/med:psych/9780199680375.001.0001
https://doi.org/10.1177/02537176211022508
https://doi.org/10.1016/j.socscimed.2016.06.045
https://doi.org/10.3389/fpsyg.2019.02253
https://doi.org/10.1186/s12913-017-2023-8

suicide attempts. Psychology and Psychotherapy, 90(4), 633-648.
https:/ /doi.org/10.1111/papt. 12130

Bergqvist, E., Probert-Lindstrom, S., Froding, E., Palmqvist-@berg, N., Ehnvall,
A., Sunngvist, C., Sellin, T., Vaez, M., Waern, M., & Westrin, A. (2022).
Health care utilisation two years prior to suicide in Sweden: A
retrospective explorative study based on medical records. BMC Health
Services Research, 22, 664. https:/ /doi.org/10.1186 /s12913-022-08044-9

Bergstrom, T. (2023). From treatment of mental disorders to the treatment of
difficult life situations: A hypothesis and rationale. Medical Hypotheses, 176,
111099. https:/ /doi.org/10.1016/j.mehy.2023.111099

Beskow, J., Kerkhof, A., Kokkola, A., & Uutela, A. (Eds.). (1999). Suicide
prevention in Finland 1986-1996: External evaluation by an international
peer group. Psychiatria Fennica. -, 31-46.

Bostik, K. E., & Everall, R. D. (2007). Healing from suicide: Adolescent
perceptions of attachment relationships. British Journal of Guidance &
Counselling, 35(1), 79-96. https:/ /doi.org/10.1080/03069880601106815

Bostwick, J. M., Pabbati, C., Geske, J. R., & McKean, A.]. (2016). Suicide
Attempt as a Risk Factor for Completed Suicide: Even More Lethal Than
We Knew. American Journal of Psychiatry, 173(11), 1094-1100.
https:/ /doi.org/10.1176/appi.ajp.2016.15070854

Bowlby, J. (1977). The making and breaking of affectional bonds. I. Aetiology
and psychopathology in the light of attachment theory. An expanded
version of the Fiftieth Maudsley Lecture, delivered before the Royal
College of Psychiatrists, 19 November 1976. British Journal of Psychiatry,
130(3), 201-210. https://doi.org/10.1192 /bjp.130.3.201

Briggs, S., Netuveli, G., Gould, N., Gkaravella, A., Gluckman, N. S,
Kangogyere, P., Farr, R., Goldblatt, M. J., & Lindner, R. (2019). The
effectiveness of psychoanalytic/psychodynamic psychotherapy for
reducing suicide attempts and self-harm: Systematic review and meta-
analysis. The British Journal of Psychiatry, 214(6), 320-328.
https:/ /doi.org/10.1192/bjp.2019.33

Brinkmann, S., & Kvale, S. (2018a). Doing Interviews. SAGE Publications.
https:/ /doi.org/10.4135/9781529716665

Brown, G. K., & Jager-Hyman, S. (2014). Evidence-based psychotherapies for
suicide prevention: Future directions. American Journal of Preventive
Medicine, 47, S186-5194. https:/ /doi.org/10.1016/j.amepre.2014.06.008

Brown, G. K., Ten Have, T., Henriques, G. R, Xie, S. X., Hollander, J. E., & Beck,
A.T. (2005). Cognitive Therapy for the Prevention of Suicide Attempts: A
Randomized Controlled Trial. JAMA, 294(5), 563.
https:/ /doi.org/10.1001 /jama.294.5.563

Bryan, C.J. (2021). Rethinking Suicide: Why Prevention Fails, and How We Can Do
Better. Oxford University Press. https://doi.org/10.1093 /med-
psych/9780190050634.001.0001

Bryan, C.J., Andreski, S. R., McNaughton-Cassill, M., & Osman, A. (2014).
Agency is Associated with Decreased Emotional Distress and Suicidal

85


https://doi.org/10.1111/papt.12130
https://doi.org/10.1186/s12913-022-08044-9
https://doi.org/10.1016/j.mehy.2023.111099
https://doi.org/10.1080/03069880601106815
https://doi.org/10.1176/appi.ajp.2016.15070854
https://doi.org/10.1192/bjp.130.3.201
https://doi.org/10.1192/bjp.2019.33
https://doi.org/10.4135/9781529716665
https://doi.org/10.1016/j.amepre.2014.06.008
https://doi.org/10.1001/jama.294.5.563
https://doi.org/10.1093/med-psych/9780190050634.001.0001
https://doi.org/10.1093/med-psych/9780190050634.001.0001

Ideation in Military Personnel. Archives of Suicide Research, 18(3), 241-250.
https:/ /doi.org/10.1080/13811118.2013.824836

Bryan, C.J., Bryan, A. O., & Kopacz, M. S. (2021). Finding purpose and
happiness after recovery from suicide ideation. The Journal of Positive
Psychology, 16(1), 46-53. https:/ /doi.org/10.1080/17439760.2019.1676460

Bryan, C.J., Mintz, J., Clemans, T. A., Leeson, B., Burch, T. S., Williams, S. R.,
Maney, E., & Rudd, M. D. (2017). Effect of crisis response planning vs.
contracts for safety on suicide risk in U.S. Army Soldiers: A randomized
clinical trial. Journal of Affective Disorders, 212, 64-72.
https:/ /doi.org/10.1016/j.jad.2017.01.028

Bryan, C.J., & Rudd, M. D. (2018). Brief cognitive-behavioral therapy for suicide
prevention. Guilford Publications.

Buckmaster, R., Guerin, S., O’Leary, T., & McNulty, M. (2021). Exploration of
family dynamics in adults who self-harm: A multi-perspective approach.
Journal of Family Therapy, 43(4), 665-686. https://doi.org/10.1111/1467-
6427.12314

Burén, P., Jimenez-Trevino, L., Saiz, P. A., Garcia-Portilla, M. P., Corcoran, P.,
Carli, V., Fekete, S., Hadlaczky, G., Hegerl, U., Michel, K., Sarchiapone,
M., Temnik, S., Varnick, A., Verbanck, P., Wasserman, D., Schmidtke, A.,
& Bobes, J. (2016). Reasons for Attempted Suicide in Europe: Prevalence,
Associated Factors, and Risk of Repetition. Archives of Suicide Research,
20(1), 45-58. https:/ /doi.org/10.1080/13811118.2015.1004481

Byng, R., Howerton, A., Owens, C. V., & Campbell, J. (2015). Pathways to
suicide attempts among male offenders: The role of agency. Sociology of
Health & Illness, 37(6), 936-951. https:/ /doi.org/10.1111/1467-9566.12259

Byrne, L., Happell, B., & Reid-Searl, K. (2016). Lived experience practitioners
and the medical model: World’s colliding? Journal of Mental Health, 25(3),
217-223. https://doi.org/10.3109/09638237.2015.1101428

Carroll, R., Metcalfe, C., & Gunnell, D. (2014). Hospital presenting self-harm
and risk of fatal and non-fatal repetition: Systematic review and meta-
analysis. PloS One, 9(2), €89944-e89944.
https:/ /doi.org/10.1371 /journal.pone.0089944

Chalker, S. A., Martinez Ceren, C., Ehret, B., & Depp, C. (2023). Suicide-Focused
Group Therapy: A Scoping Review. Crisis : The Journal of Crisis Intervention
and Suicide Prevention, 44(6), 485-496. https:/ /doi.org/10.1027/0227-
5910/a000892

Choi, Y., Nam, C. M., Lee, S. G,, Park, S., Ryu, H.-G., & Park, E.-C. (2020).
Association of continuity of care with readmission, mortality and suicide
after hospital discharge among psychiatric patients. International Journal for
Quality in Health Care, 32(9), 569-576.
https:/ /doi.org/10.1093 /intghc/ mzaa093

Coleman, R. A., & Neimeyer, R. A. (2015). Assessment of Subjective Client
Agency in Psychotherapy: A Review. Journal of Constructivist Psychology,
28(1), 1-23. https:/ /doi.org/10.1080/10720537.2014.939791

86


https://doi.org/10.1080/13811118.2013.824836
https://doi.org/10.1080/17439760.2019.1676460
https://doi.org/10.1016/j.jad.2017.01.028
https://doi.org/10.1111/1467-6427.12314
https://doi.org/10.1111/1467-6427.12314
https://doi.org/10.1080/13811118.2015.1004481
https://doi.org/10.1111/1467-9566.12259
https://doi.org/10.3109/09638237.2015.1101428
https://doi.org/10.1371/journal.pone.0089944
https://doi.org/10.1027/0227-5910/a000892
https://doi.org/10.1027/0227-5910/a000892
https://doi.org/10.1093/intqhc/mzaa093
https://doi.org/10.1080/10720537.2014.939791

Crasta, D., Funderburk, J. S., Gray, T. D., Cordova, J. V., & Britton, P. C. (2023).
Brief relationship support as a selective suicide prevention intervention:
Piloting the Relationship Checkup in veteran couples with relationship
and mental health concerns. Suicide and Life-Threatening Behavior, 53(5),
787-801. https:/ /doi.org/10.1111/sltb.12983

Crocker, L., Clare, L., & Evans, K. (2006). Giving up or finding a solution? The
experience of attempted suicide in later life. Aging & Mental Health, 10(6),
638-647. https:/ /doi.org/10.1080/13607860600640905

Crona, L., Stenmarker, M., C)jehagen, A., Hallberg, U., & Bradvik, L. (2017).
Taking care of oneself by regaining control — A key to continue living four
to five decades after a suicide attempt in severe depression. BMC
Psychiatry, 17, 69. https:/ /doi.org/10.1186/s12888-017-1223-4

Cutcliffe, J. R., Stevenson, C., Jackson, S., & Smith, P. (2006). A modified
grounded theory study of how psychiatric nurses work with suicidal peo-
ple. International Journal of Nursing Studies, 43(7), 791-802.
https:/ /doi.org/10.1016 /i.iijnurstu.2005.09.001

DeCou, C. R., Comtois, K. A., & Landes, S. J. (2019). Dialectical Behavior
Therapy Is Effective for the Treatment of Suicidal Behavior: A Meta-
Analysis. Behavior Therapy, 50(1), 60-72.
https:/ /doi.org/10.1016/i.beth.2018.03.009

Diamond, G., Diamond, G. M., & Levy, S. (2021). Attachment-based family
therapy: Theory, clinical model, outcomes, and process research. Journal of
Affective Disorders, 294, 286-295. https:/ /doi.org/10.1016/j.jad.2021.07.005

Doupnik, S. K., Rudd, B., Schmutte, T., Worsley, D., Bowden, C. F., McCarthy,
E., Eggan, E., Bridge, J. A., & Marcus, S. C. (2020). Association of Suicide
Prevention Interventions With Subsequent Suicide Attempts, Linkage to
Follow-up Care, and Depression Symptoms for Acute Care Settings: A
Systematic Review and Meta-analysis. JAMA Psychiatry, 77(10), 1021-1030.
https:/ /doi.org/10.1001 /jamapsychiatry.2020.1586

Dubruel, A., Patel, P., & Kennedy, A. (2023). The Recovery from Attempting
Suicide. Archives of Suicide Research, 0(0), 1-13.
https://doi.org/10.1080/13811118.2023.2281546

Durkheim, E. (1897/2002). Suicide: A Study in Sociology (2nd ed.). Routledge.
https:/ /doi.org/10.4324 /9780203994320

Dyvesether, S. M., Hastrup, L. H., Hawton, K., Nordentoft, M., & Erlangsen, A.
(2022). Direct costs of hospital care of self-harm: A national register-based
cohort study. Acta Psychiatrica Scandinavica, 145(4), 319-331.
https:/ /doi.org/10.1111/acps. 13383

Elkins, D. N. (2009). The Medical Model in Psychotherapy: Its Limitations and
Failures. Journal of Humanistic Psychology, 49(1), 66-84.
https:/ /doi.org/10.1177/0022167807307901

Ellis, E. (2022). A Critical, Relational Approach for Working with Suicide in
Family Therapy. Australian and New Zealand Journal of Family Therapy,
43(1), 104-117. https:/ /doi.org/10.1002/anzf.1477

87


https://doi.org/10.1111/sltb.12983
https://doi.org/10.1080/13607860600640905
https://doi.org/10.1186/s12888-017-1223-4
https://doi.org/10.1016/j.ijnurstu.2005.09.001
https://doi.org/10.1016/j.beth.2018.03.009
https://doi.org/10.1016/j.jad.2021.07.005
https://doi.org/10.1001/jamapsychiatry.2020.1586
https://doi.org/10.1080/13811118.2023.2281546
https://doi.org/10.4324/9780203994320
https://doi.org/10.1111/acps.13383
https://doi.org/10.1177/0022167807307901
https://doi.org/10.1002/anzf.1477

Ellis, T. E., Schwartz, ]. A.J., & Rufino, K. A. (2018). Negative Reactions of
Therapists Working with Suicidal Patients: A CBT/Mindfulness
Perspective on ‘Countertransference.” International Journal of Cognitive
Therapy, 11(1), 80-99. https:/ /doi.org/10.1007/s41811-018-0005-1

Engel, G. L. (1977). The Need for a New Medical Model: A Challenge for
Biomedicine. Science, (4286), 129-136.
https:/ /doi.org/10.1126/science.847460

Erlangsen, A., Lind, B. D., Stuart, E. A,, Qin, P., Stenager, E., Larsen, K. ]., Wang,
A.G., Hvid, M., Nielsen, A. C., Pedersen, C. M., Winslev, J.-H., Langhoff,
C., Mithlmann, C., & Nordentoft, M. (2015). Short-term and long-term
effects of psychosocial therapy for people after deliberate self-harm: A
register-based, nationwide multicentre study using propensity score
matching. The Lancet. Psychiatry, 2(1), 49-58.
https:/ /doi.org/10.1016/52215-0366(14)00083-2

Erlangsen, A., Madsen, T., Morthorst Reuter, B., Kjeer Haier, N., G Wan, A.,
Isometsd, E., Partonen, T., Solin, P., Viskum Lytken Larsen, C., Katajavaara
Seidler, I., Bloch, A. P., Gudlaugsdottir, G. J., Oskarsson, H., Mehlum, L.,
Khan, M. M., Khan, A., Wasserman, D., Carli, V., & Hadlaczky, G. (2024).
Prevention of suicide and suicide attempts in the Nordic countries. Nordic
Council of Ministers. https:/ /doi.org/10.6027 / temanord2024-509

Espeland, K., Knizek, B. L., & Hjelmeland, H. (2023). Lifesaving turning points:
First-person accounts of recovery after suicide attempt(s). Death Studies,
47(5), 550-558. https:/ /doi.org/10.1080/07481187.2022.2108941

Evidence-Based Medicine Working Group. (1992). Evidence-Based Medicine: A
New Approach to Teaching the Practice of Medicine. JAMA : The Journal of
the American Medical Association, 268(17), 2420-2425.
https:/ /doi.org/10.1001 /jama.1992.03490170092032

Farre, A., & Rapley, T. (2017). The New Old (and Old New) Medical Model:
Four Decades Navigating the Biomedical and Psychosocial
Understandings of Health and Illness. Healthcare, 5(4), 88-.
https:/ /doi.org/10.3390/ healthcare5040088

Feeney, B. C., & Collins, N. L. (2019). The importance of relational support for
attachment and exploration needs. Current Opinion in Psychology, 25, 182~
186. https:/ /doi.org/10.1016/j.copsyc.2018.11.011

Feng, Y., Valuri, G., Morgan, V. A., Preen, D., O’Leary, C. M., Crampin, E., &
Waterreus, A. (2023). Secondary mental health service utilisation
following emergency department contact for suicidal behaviour: A
systematic review. Australian & New Zealand Journal of Psychiatry, 57(9),
1208-1222. https:/ /doi.org/10.1177/00048674231172116

Ferracioli, N. G. M., Rodrigues, E. C. G., & Santos, M. A. dos. (2023). Bittersweet
transformative experiences in professionals working with suicidal
patients: A meta-synthesis. Brazilian Journal of Psychiatry, 45(1), 62-70.
https:/ /doi.org/10.47626/1516-4446-2022-2617

Fleischmann, A., Bertolote, J]. M., Wasserman, D., De Leo, D., Bolhari, ]., Botega,
N.J., De Silva, D., Phillips, M., Vijayakumar, L., Varnik, A., Schlebusch, L.,

88


https://doi.org/10.1007/s41811-018-0005-1
https://doi.org/10.1126/science.847460
https://doi.org/10.1016/S2215-0366(14)00083-2
https://doi.org/10.6027/temanord2024-509
https://doi.org/10.1080/07481187.2022.2108941
https://doi.org/10.1001/jama.1992.03490170092032
https://doi.org/10.3390/healthcare5040088
https://doi.org/10.1016/j.copsyc.2018.11.011
https://doi.org/10.1177/00048674231172116
https://doi.org/10.47626/1516-4446-2022-2617

& Thanh, H. T. T. (2008). Effectiveness of brief intervention and contact for
suicide attempters: A randomized controlled trial in five countries. Bulletin
of the World Health Organization, 86(9), 703-709.
https:/ /doi.org/10.2471/BLT.07.046995

Fortune, S., Pavlova, A., Hetrick, S. E., Scarth, B., Hawton, K., & Witt, K. G.
(2021). First responder, clinician, and non-clinical support staff
knowledge, attitudes, and behaviours towards people presenting for
emergency care following self-harm: A mixed evidence synthesis. The
Cochrane Database of Systematic Reviews, 2021(12), CD014939.
https:/ /doi.org/10.1002/14651858.CD014939

Fox, K. R., Huang, X., Guzmaén, E. M., Funsch, K. M., Cha, C. B., Ribeiro, ]. D., &
Franklin, J. C. (2020). Interventions for suicide and self-injury: A meta-
analysis of randomized controlled trials across nearly 50 years of research.
Psychological Bulletin, 146(12), 1117-1145.
https:/ /doi.org/10.1037/bul0000305.supp

Fraley, R. C,, Gillath, O., & Deboeck, P. R. (2021). Do Life Events Lead to Endur-
ing Changes in Adult Attachment Styles? A Naturalistic Longitudinal In-
vestigation. Journal of Personality and Social Psychology, 120(6), 1567.
https:/ /doi.org/10.1037/pspi0000326

Franklin, J. C,, Ribeiro, J. D., Fox, K. R., Bentley, K. H., Kleiman, E. M., Huang,
X., Musacchio, K. M., Jaroszewski, A. C., Chang, B. P., & Nock, M. K.
(2017). Risk factors for suicidal thoughts and behaviors: A meta-analysis of
50 years of research. Psychological Bulletin, 143(2), 187-232.
https:/ /doi.org/10.1037 /bul0000084

Frey, L. M., Hans, J. D., & Cerel, ]. (2016). Perceptions of Suicide Stigma. Crisis,
37(2), 95-103. https:/ /doi.org/10.1027/0227-5910/a000358

Frey, L. M., Hans, ]J. D., & Cerel, J. (2017). An Interpretive Phenomenological In-
quiry of Family and Friend Reactions to Suicide Disclosure. Journal of Mar-
ital and Family Therapy, 43(1), 159-172. https:/ /doi.org/10.1111/jmft.12180

Frey, L. M., Hunt, Q. A., Russon, J. M., & Diamond, G. (2022). Review of family-
based treatments from 2010 to 2019 for suicidal ideation and behavior.
Journal of Marital and Family Therapy, 48(1), 154-177.
https:/ /doi.org/10.1111/imft.12568

Frey, L. M., & Hunt, Q. A. (2018). Treatment For Suicidal Thoughts and
Behavior: A Review of Family-Based Interventions. Journal of Marital and
Family Therapy, 44(1), 107-124. https:/ /doi.org/10.1111 /jmft.12234

Fuller, J. (2017). The new medical model: A renewed challenge for biomedicine.
CMA] : Canadian Medical Association Journal, 189(17), E640-E641.
https:/ /doi.org/10.1503 / cmaj. 160627

Gaily-Luoma, S. (2020) Itsemurhaa yrittdneiden kokemukset ammattilaisen
apuna (Service-user experiences of attempted suicide can guide clinicians).
Finnish Medical Journal, 38(75), 1926-1930.

Goldney, R. D. (2002). Qualitative and Quantitative Approaches in Suicidology:
Commentary. Archives of Suicide Research, 6(1), 69-73.
https:/ /doi.org/10.1080/13811110213117

89


https://doi.org/10.2471/BLT.07.046995
https://doi.org/10.1002/14651858.CD014939
https://doi.org/10.1037/bul0000305.supp
https://doi.org/10.1037/pspi0000326
https://doi.org/10.1037/bul0000084
https://doi.org/10.1027/0227-5910/a000358
https://doi.org/10.1111/jmft.12180
https://doi.org/10.1111/jmft.12568
https://doi.org/10.1111/jmft.12234
https://doi.org/10.1503/cmaj.160627
https://doi.org/10.1080/13811110213117

Goldney, R. D. (2004). Finland’s contribution to suicide prevention. Crisis, 25(2),
86-87. https://doi.org/10.1027/0227-5910.25.2.86

Goodfellow, B., Kolves, K., & de Leo, D. (2018). Contemporary Nomenclatures
of Suicidal Behaviors: A Systematic Literature Review. Suicide and Life-
Threatening Behavior, 48(3), 353-366. https:/ /doi.org/10.1111/sltb.12354

Guyon, H., Kop, J.-L., Juhel, J., & Falissard, B. (2018). Measurement, ontology,
and epistemology: Psychology needs pragmatism-realism. Theory &
Psychology, 28(2), 149-171. https:/ /doi.org/10.1177/0959354318761606

Gysin-Maillart, A., Schwab, S., Soravia, L., Megert, M., & Michel, K. (2016). A
Novel Brief Therapy for Patients Who Attempt Suicide: A 24-months
Follow-Up Randomized Controlled Study of the Attempted Suicide Short
Intervention Program (ASSIP). PLOS Medicine, 13(3), €1001968.
https:/ /doi.org/10.1371 /journal.pmed.1001968

Hajek Gross, C., Oehlke, S.-M., Prillinger, K., Goreis, A., Plener, P. L., &
Kothgassner, O. D. (2023). Efficacy of mentalization-based therapy in
treating self-harm: A systematic review and meta-analysis. Suicide and Life-
Threatening Behavior, 00(1-21). https:/ /doi.org/10.1111/sltb.13044

Hales-Ho, S., & Timm, T. M. (2023). Perinatal Suicidal Ideation and Couple
Therapy. The American Journal of Family Therapy, 0(0), 1-17.
https:/ /doi.org/10.1080/01926187.2023.2198150

Haukka, J., Suominen, K., Partonen, T., & Lonngvist, J. (2008). Determinants
and Outcomes of Serious Attempted Suicide: A Nationwide Study in
Finland, 1996-2003. American Journal of Epidemiology, 167(10), 1155-1163.
https:/ /doi.org/10.1093/aje/ kwn017

Hawton, K., Witt, K., Taylor Salisbury, T. L., Arensman, E., Gunnell, D., Hazell,
P., Townsend, E., & Van Heeringen, K. (2016). Psychosocial interventions
for self-harm in adults. Cochrane Database of Systematic Reviews, 2016(5),
CD012189-. https:/ /doi.org/10.1002/14651858.CD012189

Haynes, R. B., Sackett, D. L., Gray, J. A. M., Cook, D. J., & Guyatt, G. H. (1996).
Transferring evidence from research into practice: 1. The role of clinical
care research evidence in clinical decisions. BM] Evidence-Based Medicine,
1(7), 196-. https:/ /doi.org/10.1136 /ebm.1996.1.196

Hennipman-Herweijer, C., Amerongen-Meeuse, ]. van N., Schaap-Jonker, H., &
Boonstra, N. (2023). The experiences of living with a suicidal family mem-
ber, and the impact on daily life: A systematic review and meta-aggrega-
tion. Journal of Psychiatric and Mental Health Nursing, 1-21.
https:/ /doi.org/10.1111/jpm.13045

Hinkkurinen, J., Isola, A., & Kylm4, J. (Eds.). (2011). Itsemurhaa yrittdneiden
miesten kokemuksia itsetuhoisuudesta ja siihen liittyvasta
toivottomuudesta. Hoitotiede. -, 230-239.

Hjelmeland, H. & Knizek, B. L. (2017). Suicide and mental disorders: A
discourse of politics, power, and vested interests. Death Studies, 41(8), 481-
492. https:/ /doi.ore/10.1080/07481187.2017.1332905

90


https://doi.org/10.1027/0227-5910.25.2.86
https://doi.org/10.1111/sltb.12354
https://doi.org/10.1177/0959354318761606
https://doi.org/10.1371/journal.pmed.1001968
https://doi.org/10.1111/sltb.13044
https://doi.org/10.1080/01926187.2023.2198150
https://doi.org/10.1093/aje/kwn017
https://doi.org/10.1002/14651858.CD012189
https://doi.org/10.1136/ebm.1996.1.196
https://doi.org/10.1111/jpm.13045
https://doi.org/10.1080/07481187.2017.1332905

Hjelmeland, H., & Knizek, B. L. (2010). Why We Need Qualitative Research in
Suicidology. Suicide and Life-Threatening Behavior, 40(1), 74-80.
https:/ /doi.org/10.1521/suli.2010.40.1.74

Hjelmeland, H., & Knizek, B. L. (2016). Time to Change Direction in Suicide
Research. In R. C. O’Connor & J. Pirkis (Eds.), The International Handbook of
Suicide Prevention (pp. 696-709). John Wiley & Sons.

Hjelmeland, H., & Knizek, B. L. (2020). Response to Bantjes and Swartz.
Qualitative Health Research, 30(6), 942-943.
https:/ /doi.org/10.1177/1049732319890310

Hogan, A.]. (2019). Moving Away from the ‘Medical Model’: The Development
and Revision of the World Health Organization’s Classification of
Disability. Bulletin of the History of Medicine, 93(2), 241-269.
https:/ /doi.org/10.1353 /bhm.2019.0028

Holler, I., Kremers, A., Schreiber, D., & Forkmann, T. (2022). Trapped in my in-
ner prison — Cross-sectional examination of internal and external entrap-
ment, hopelessness and suicidal ideation. PloS One, 17(7), e0270985-
e0270985. https:/ /doi.org/10.1371/journal.pone.0270985

Holopainen, J., Helama, S., Bjorkenstam, C., & Partonen, T. (2013). Variation
and seasonal patterns of suicide mortality in Finland and Sweden since the
1750s. Environmental Health and Preventive Medicine, 18(6), 494-501.
https:/ /doi.org/10.1007 /s12199-013-0348-4

Hom, M. A,, Bauer, B. W, Stanley, 1. H., Boffa, ]. W., Stage, D. L., Capron, D. W.,
Schmidt, N. B., & Joiner Jr., T. E. (2021). Suicide attempt survivors’
recommendations for improving mental health treatment for attempt
survivors. Psychological Services, 18(3), 365-376.
https:/ /doi.org/10.1037/ser0000415

Hom, M. A,, Albury, E. A., Gomez, M. M., Christensen, K., Stanley, I. H., Stage,
D. L., & Joiner, T. E. (2020). Suicide attempt survivors” experiences with
mental health care services: A mixed methods study. Professional
Psychology: Research and Practice, 51(2), 172-183.
https:/ /doi.org/10.1037 / pro0000265

Hom, M. A,, & Joiner, T. E. (2017). Predictors of Treatment Attrition Among
Adult Outpatients With Clinically Significant Suicidal Ideation. Journal of
Clinical Psychology, 73(1), 88-98. https:/ /doi.org/10.1002/jclp.22318

Hom, M. A, Stanley, I. H., & Joiner, T. E. (2015). Evaluating factors and
interventions that influence help-seeking and mental health service
utilization among suicidal individuals: A review of the literature. Clinical
Psychology Review, 40, 28-39. https:/ /doi.org/10.1016/j.cpr.2015.05.006

Hsieh, H.-F., & Shannon, S. E. (2005). Three Approaches to Qualitative Content
Analysis. Qualitative Health Research, 15(9), 1277-1288.
https:/ /doi.org/10.1177/1049732305276687

Huda, A. S. (2021). The medical model and its application in mental health.
International Review of Psychiatry, 33(5), 463-470.
https:/ /doi.org/10.1080/09540261.2020.1845125

91


https://doi.org/10.1521/suli.2010.40.1.74
https://doi.org/10.1177/1049732319890310
https://doi.org/10.1353/bhm.2019.0028
https://doi.org/10.1371/journal.pone.0270985
https://doi.org/10.1007/s12199-013-0348-4
https://doi.org/10.1037/ser0000415
https://doi.org/10.1037/pro0000265
https://doi.org/10.1002/jclp.22318
https://doi.org/10.1016/j.cpr.2015.05.006
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1080/09540261.2020.1845125

Huikari, S. (2018). Empirical studies on economics of suicides and divorces.
University of Oulu. https:/ /oulurepo.oulu.fi/handle /10024 /37671

Hume, D. (1777 /2006). On Suicide. Penguin Books.

Hunter, J., Maunder, R., Kurdyak, P., Wilton, A. S., Gruneir, A., & Vigod, S.
(2018). Mental health follow-up after deliberate self-harm and risk for
repeat self-harm and death. Psychiatry Research, 259, 333-3309.
https:/ /doi.org/10.1016/i.psychres.2017.09.029

Irigoyen, M., Porras-Segovia, A., Galvan, L., Puigdevall, M., Giner, L., De Leon,
S., & Baca-Garcia, E. (2019). Predictors of re-attempt in a cohort of suicide
attempters: A survival analysis. Journal of Affective Disorders, 247, 20-28.
https:/ /doi.org/10.1016/j.jad.2018.12.050

Isometsd, E. (2020). Itsemurhien ehkdisy eilen, tdnddn, huomenna. Duodecim,
138(21), 1937-1939.

Isometsd, E. T. (2001). Psychological autopsy studies - a review. European
Psychiatry, 16(7), 379-385. https:/ /doi.org/10.1016 /50924-9338(01)00594-6

Jarventie, I. (1993). Selviytydi hengilti: Sosiaalipsykologinen ja sosiaalipsykiatrinen
nékékulma itsemurhiin. Finnish National Research and Development Centre
for Welfare and Health. https:/ /www.julkari.fi/handle /10024 /76167

Jobes, D. A. (2000). Collaborating to Prevent Suicide: A Clinical-Research
Perspective. Suicide & Life-Threatening Behavior, 30(1), 8-17.
https:/ /doi.org/10.1111/7.1943-278X.2000.tb01061.x

Jobes, D. A. (2023). Managing suicidal risk: A collaborative approach, 3rd ed (pp.
xxii, 362). The Guilford Press.

Jobes, D. A., & Chalker, S. A. (2019). One Size Does Not Fit All: A
Comprehensive Clinical Approach to Reducing Suicidal Ideation,
Attempts, and Deaths. International Journal of Environmental Research and
Public Health, 16(19), 3606. https:/ /doi.org/10.3390/ijerph16193606

Johnston, M. S., Ricciardelli, R., & McKendy, L. (2022). Fight or flight? Exploring
suicide thoughts, experiences, and behaviours among correctional
workers and their interventions of agency. Sociology of Health & Illness,
44(9), 1500-1516. https:/ /doi.org/10.1111/1467-9566.13526

Joiner, T. E. (2011). Editorial: Scientific Rigor as the Guiding Heuristic for
SLTB'’s Editorial Stance. Suicide and Life-Threatening Behavior, 41(5), 471-
473. https://doi.org/10.1111/j.1943-278X.2011.00056.x

Kajanoja, J., & Valtonen, J. (2024). A Descriptive Diagnosis or a Causal Explana-
tion? Accuracy of Depictions of Depression on Authoritative Health Or-
ganization Websites. Psychopathology, 1-10.
https:/ /doi.org/10.1159/000538458

Kapur, N., Cooper, J., O’Connor, R. C., & Hawton, K. (2013). Non-suicidal self-
injury v. attempted suicide: New diagnosis or false dichotomy? British
Journal of Psychiatry, 202(5), 326.
https:/ /doi.org/10.1192/bjp.bp.112.116111

Karman, P., Kool, N., Poslawsky, I. E., & van Meijel, B. (2015). Nurses” attitudes
towards self-harm: A literature review. Journal of Psychiatric and Mental
Health Nursing, 22(1), 65-75. https:/ /doi.org/10.1111/jpm.12171

92


https://oulurepo.oulu.fi/handle/10024/37671
https://doi.org/10.1016/j.psychres.2017.09.029
https://doi.org/10.1016/j.jad.2018.12.050
https://doi.org/10.1016/S0924-9338(01)00594-6
https://www.julkari.fi/handle/10024/76167
https://doi.org/10.1111/j.1943-278X.2000.tb01061.x
https://doi.org/10.3390/ijerph16193606
https://doi.org/10.1111/1467-9566.13526
https://doi.org/10.1111/j.1943-278X.2011.00056.x
https://doi.org/10.1159/000538458
https://doi.org/10.1192/bjp.bp.112.116111
https://doi.org/10.1111/jpm.12171

Karolaakso, T. (2024). Disability Pensions Due to Mental Disorders in Finland: The
role of social factors and mental health services. Tampere University.
https:/ /trepo.tuni.fi/handle/10024 /154163

Kasteenpohja, T., Marttunen, M., Aalto-Setéld, T., Peréls, J., Saarni, S. 1., &
Suvisaari, J. (2015). Treatment received and treatment adequacy of
depressive disorders among young adults in Finland. BMC Psychiatry,
15(1), 47. https:/ /doi.org/10.1186/512888-015-0427-8

Kellogg, R. (2015). Fundamentals of Cognitive Psychology. SAGE Publications.
https:/ /us.sagepub.com/en-us/nam/fundamentals-of-cognitive-
psychology /book239684

Kemp, C. G. (2019). Expanding Hybrid Studies for Implementation Research:
Intervention, Implementation Strategy, and Context. Frontiers in Public
Health, 7, 325-325. https:/ /doi.org/10.3389/fpubh.2019.00325

Kerkhof, A.]J. F. M. (1999). The Finnish National Suicide Prevention Program
Evaluated. Crisis, 20(2), 50-50. https:/ /doi.org/10.1027/ /0227-
5910.20.2.50

Khalifian, C. E., Chalker, S. A., Leifker, F. R., Rashkovsky, K., Knopp, K.,
Morland, L. A., Glynn, S., & Depp, C. (2022). Veteran and partner interest
in addressing suicidality from a couple-based treatment approach. Couple
and Family Psychology: Research and Practice, 11(1), 74-81.
https:/ /doi.org/10.1037 / cfp0000195

Khalifian, C. E., Leifker, F. R., Knopp, K., Wilks, C. R., Depp, C., Glynn, S.,
Bryan, C., & Morland, L. A. (2022). Utilizing the couple relationship to
prevent suicide: A preliminary examination of Treatment for
Relationships and Safety Together. Journal of Clinical Psychology, 78(5), 747~
757. https:/ /doi.org/10.1002 /iclp.23251

Klonsky, E. D., & May, A. M. (2015). The Three-Step Theory (3ST): A New
Theory of Suicide Rooted in the ‘Ideation-to-Action” Framework.
International Journal of Cognitive Therapy, 8§(2), 114-129.
https:/ /doi.org/10.1521 /ijct.2015.8.2.114

Korkeila, J. (2014). EPA-1476 - Suicide prevention project in Finland: Focus on
outpatient care. European Psychiatry, 29, 1-1.
https:/ /doi.org/10.1016/50924-9338(14)78668-7

Kosonen, H. S. (2021). Lectio Praecursoria: Sukupuolitettu ja tartuntavaarallinen
itsemurha : tabu ja biovalta omaehtoista kuolemaa késittelevissa
englanninkielisissd nykyelokuvissa. Thanatos, 10(1).
https:/ /jyx.jvu.fi/handle /123456789 /78200

Krysinska, K., Andriessen, K., Bandara, P., Reifels, L., Flego, A., Page, A.,
Schlichthorst, M., Pirkis, J., Mihalopoulos, C., & Khanh-Dao Le, L. (2024).
The cost-effectiveness of psychosocial interventions following self-harm in
Australia. Crisis: The Journal of Crisis Intervention and Suicide Prevention,
45(2), 118-127. https:/ /doi.org/10.1027 /0227-5910/a000926

Lakeman, R., & Fitzgerald, M. (2009). Ethical suicide research: A survey of
researchers. International Journal of Mental Health Nursing, 18(1), 10-17.
https:/ /doi.org/10.1111/j.1447-0349.2008.00569.x

93


https://trepo.tuni.fi/handle/10024/154163
https://doi.org/10.1186/s12888-015-0427-8
https://us.sagepub.com/en-us/nam/fundamentals-of-cognitive-psychology/book239684
https://us.sagepub.com/en-us/nam/fundamentals-of-cognitive-psychology/book239684
https://doi.org/10.3389/fpubh.2019.00325
https://doi.org/10.1027/0227-5910.20.2.50
https://doi.org/10.1027/0227-5910.20.2.50
https://doi.org/10.1037/cfp0000195
https://doi.org/10.1002/jclp.23251
https://doi.org/10.1521/ijct.2015.8.2.114
https://doi.org/10.1016/S0924-9338(14)78668-7
https://jyx.jyu.fi/handle/123456789/78200
https://doi.org/10.1027/0227-5910/a000926
https://doi.org/10.1111/j.1447-0349.2008.00569.x

Latakieng, J., Mastauskaite, G., Gelezélyte, O., Mazulyté-Rasyting, E., Rim-
keviciene, ., Skruibis, P., Michel, K., & Gysin-Maillart, A. (2019). “I Didn"t
Feel Treated as Mental Weirdo”: Primary Findings on Helpful Relation-
ship Characteristics in Suicide Attempt Health Care in Lithuania. Illness,
Crisis & Loss, 105413731985465.
https:/ /doi.org/10.1177/1054137319854656

Large, M. M., & Kapur, N. (2018). Psychiatric hospitalisation and the risk of
suicide. The British Journal of Psychiatry, 212(5), 269-273.
https:/ /doi.org/10.1192/bjp.2018.22

Lees, D., Procter, N., Fassett, D., & Handley, C. (2016). Involving mental health
service users in suicide-related research: A qualitative inquiry model.
Nurse Researcher (2014), 23(4), 30. https:/ /doi.org/10.7748 /nr.23.4.30.s7

Linehan, M. (1993). Cognitive-behavioral treatment of borderline personality disorder.
Guilford Press.

Linehan, M. M., Armstrong, H., Suarez, A., Allmon, D., & Heard, H. (1991).
Cognitive-Behavioral Treatment of Chronically Parasuicidal Borderline
Patients. Archives of General Psychiatry, 48(12), 1060-1064.
https:/ /doi.org/10.1001/archpsyc.1991.01810360024003

Littlewood, D. L., Harris, K., Gooding, P., Pratt, D., Haddock, G., & Peters, S.
(2021). Using My Demons to Make Good: The Short- and Long-Term
Impact of Participating in Suicide-Related Research. Archives of Suicide
Research, 25(2), 315-339. https://doi.org/10.1080/13811118.2019.1663330

Lizardi, D., & Stanley, B. (2010). Treatment Engagement: A Neglected Aspect in
the Psychiatric Care of Suicidal Patients. Psychiatric Services, 61(12), 9.
https:/ /doi.org/10.1176/ps.2010.61.12.1183

Lovasz, N., & Clegg, J. W. (2019). The Social Production of Evidence in
Psychology: A Case Study of the APA Task Force on Evidence-Based
Practice. In K. C. O’Doherty, L. M. Osbeck, E. Schraube, & J. Yen (Eds.),
Psychological Studies of Science and Technology (pp. 213-235). Springer
International Publishing. https://doi.org/10.1007/978-3-030-25308-0_10

MacDonald, S., Sampson, C., Turley, R., Biddle, L., Ring, N., Begley, R., &
Evans, R. (2020). Patients” Experiences of Emergency Hospital Care
Following Self-Harm: Systematic Review and Thematic Synthesis of
Qualitative Research. Qualitative Health Research, 30(3), 471-485.
https://doi.org/10.1177/1049732319886566

Mackrill, T. (2009). Constructing Client Agency in Psychotherapy Research.
Journal of Humanistic Psychology, 49(2), 193-206.
https:/ /doi.org/10.1177/0022167808319726

Maiden, M. ]., Trisno, R., Finnis, M. E., Norrish, C. M., Mulvey, A., Nasr-
Esfahani, S., Orford, N. R., & Moylan, S. (2021). Long-term outcomes of
patients admitted to an intensive care unit with intentional self-harm.
Anaesthesia and Intensive Care, 49(3), 173-182.
https:/ /doi.org/10.1177/0310057X20978987

Mann, J. J., Michel, C. A., & Auerbach, R. P. (2021). Improving Suicide
Prevention Through Evidence-Based Strategies: A Systematic Review. The

94


https://doi.org/10.1177/1054137319854656
https://doi.org/10.1192/bjp.2018.22
https://doi.org/10.7748/nr.23.4.30.s7
https://doi.org/10.1001/archpsyc.1991.01810360024003
https://doi.org/10.1080/13811118.2019.1663330
https://doi.org/10.1176/ps.2010.61.12.1183
https://doi.org/10.1007/978-3-030-25308-0_10
https://doi.org/10.1177/1049732319886566
https://doi.org/10.1177/0022167808319726
https://doi.org/10.1177/0310057X20978987

American Journal of Psychiatry, 178(7), 611-624.
https:/ /doi.org/10.1176/ appi.ajp.2020.20060864

Marsh, I. (2016). Critiquing Contemporary Suicidology. In Critical Suicidology:
Transforming Suicide Research and Prevention for the 21st Century. UBC Press.

McCabe, R., Garside, R., Backhouse, A., & Xanthopoulou, P. (2018).
Effectiveness of brief psychological interventions for suicidal
presentations: A systematic review. BMC Psychiatry, 18(1), 120.
https:/ /doi.org/10.1186/s12888-018-1663-5

McLeod, J. (2011). Qualitative Research in Counselling and Psychotherapy (2nd ed.).
SAGE Publications.

Messer, S. B. (2004). Evidence-based practice: Beyond empirically supported
treatments. Professional Psychology: Research and Practice, 35(6), 580-588.
https://doi.org/10.1037/0735-7028.35.6.580

Meza, ]. 1., Zullo, L., Vargas, S. M., Ougrin, D., & Asarnow, ]J. R. (2023).
Practitioner Review: Common elements in treatments for youth suicide
attempts and self-harm - a practitioner review based on review of
treatment elements associated with intervention benefits. Journal of Child
Psychology and Psychiatry, 64(10), 1409-1421.
https://doi.org/10.1111/jcpp.13780

Michel, K. (2021). Suicide Models and Treatment Models Are Separate Entities.
What Does It Mean for Clinical Suicide Prevention? International Journal of
Environmental Research and Public Health, 18(10), 5301.
https:/ /doi.org/10.3390/ijerph18105301

Michel, K. (2023). The Suicidal Person: A New Look at a Human Phenomenon (p. 376
Pages). Columbia University Press.

Michel, K., & Gysin-Maillart, A. (2015). ASSIP — Attempted suicide short
intervention program: A manual for clinicians (pp. x, 113). Hogrefe
Publishing. https://doi.org/10.1027/00476-000

Michel, K., & Jobes, D. A. (2011). Building a Therapeutic Alliance With the Suicidal
Patient. American Psychological Association.
https:/ /www.jstor.org/stable/j.ctvlchrwpg

Michel, K., Maltsberger, ]J. T., Jobes, D. A., Leenaars, A. A., Orbach, L, Stadler,
K., Dey, P, Young, R., & Valach, L. (2002). Discovering the truth in at-
tempted suicide. American Journal of Psychotherapy, 56(3), 424-437.
https://doi.org/10.1176/appi.psychotherapy.2002.56.3.424

Michel, K., & Valach, L. (1997). Suicide as goal-directed action. Archives of
Suicide Research, 3(3), 213-221.
https:/ /doi.org/10.1080/13811119708258273

Michel, K., & Valach, L. (2011). The narrative interview with the suicidal
patient. In K. Michel & D. A. Jobes (Eds.), Building a therapeutic alliance with
the suicidal patient. (pp. 63-80). American Psychological Association.
https://doi.org/10.1037 /12303-004

Miettinen, T. M. (2022). Nuorten itsetuhoisuus ja siihen liittyvd apu. Tampere
University. https:/ /trepo.tuni.fi/handle /10024 /141393

95


https://doi.org/10.1176/appi.ajp.2020.20060864
https://doi.org/10.1186/s12888-018-1663-5
https://doi.org/10.1037/0735-7028.35.6.580
https://doi.org/10.1111/jcpp.13780
https://doi.org/10.3390/ijerph18105301
https://doi.org/10.1027/00476-000
https://www.jstor.org/stable/j.ctv1chrwpq
https://doi.org/10.1176/appi.psychotherapy.2002.56.3.424
https://doi.org/10.1080/13811119708258273
https://doi.org/10.1037/12303-004
https://trepo.tuni.fi/handle/10024/141393

Mizen, C. S., & Hook, J. (2020). Relational and affective neuroscience: A quiet
revolution in psychiatric and psychotherapeutic practice. BJPsych
Advances, 26(6), 356-366. https:/ /doi.org/10.1192/bja.2020.63

Morgan, D. L. (2007). Paradigms Lost and Pragmatism Regained:
Methodological Implications of Combining Qualitative and Quantitative
Methods. Journal of Mixed Methods Research, 1(1), 48-76.
https://doi.org/10.1177/2345678906292462

Morrissey, J., Doyle, L., & Higgins, A. (2018). Self-harm: From risk management
to relational and recovery-oriented care. The Journal of Mental Health
Training, Education and Practice, 13(1), 34-43.
https:/ /doi.org/10.1108 /JMHTEP-03-2017-0017

Mosse, D., Pocobello, R., Saunders, R., Seikkula, J., & von Peter, S. (2023).
Introduction: Open Dialogue around the world - implementation,
outcomes, experiences and perspectives. Frontiers in Psychology, 13,
1093351. https:/ /doi.org/10.3389/fpsye.2022.1093351

Murad, M. H.,, Asi, N., Alsawas, M., & Alahdab, F. (2016). New evidence
pyramid. BM] Evidence-Based Medicine, 21(4), 125-127.
https:/ /doi.org/10.1136/ebmed-2016-110401

Niederkrotenthaler, T., Mittendorfer-Rutz, E., Mehlum, L., Qin, P., &
Bjorkenstam, E. (2020). Previous suicide attempt and subsequent risk of re-
attempt and suicide: Are there differences in immigrant subgroups
compared to Swedish-born individuals? Journal of Affective Disorders, 265,
263. https:/ /doi.org/10.1016/j.jad.2020.01.013

Nissild, K. (1995). Itsetuhoisen ihmisen kisitys omasta kuolemastaan:
Haastattelututkimus itsemurhayrityksen tehneiden henkiloiden toiminnan
tavoitteista, heidin seki traumapotilaiden kuolema- ja
kuolemattomuuskdisityksistd. Suomalainen teologinen kirjallisuusseura.

Nordentoft, M. (2011). Crucial elements in suicide prevention strategies.
Progress in Neuro-Psychopharmacology and Biological Psychiatry, 35(4), 848-
853. https:/ /doi.org/10.1016/i.ponpbp.2010.11.038

Nordentoft, M., Erlangsen, A., & Madsen, T. (2022). More coherent treatment
needed for people at high risk of suicide. The Lancet. Psychiatry, 9(4), 263-
264. https:/ /doi.org/10.1016 /52215-0366(21)00449-1

Noyes, A. L. (2022). Navigating the Hierarchy: Communicating Power
Relationships in Collaborative Health Care Groups. Management
Communication Quarterly, 36(1), 62-91.
https:/ /doi.org/10.1177/08933189211025737

Nuij, C., von Ballegooijen, de Beurs, D., Juniar, D., Erlangsen, A., Portzky, G.,
O’Connor, R. C,, Smit, J. H., Kerkhof, A., & Riper, H. (2021). Safety plan-
ning-type interventions for suicide prevention: Meta-analysis. British Jour-
nal of Psychiatry, 219(2), 419-426. https:/ /doi.org/10.1192/bjp.2021.50

O’Brien, B. C,, Harris, I. B., Beckman, T. J., Reed, D. A., & Cook, D. A. (2014).
Standards for Reporting Qualitative Research: A Synthesis of Recommen-
dations. Academic Medicine, 89(9), 1245-1251.
https:/ /doi.org/10.1097 / ACM.0000000000000388

96


https://doi.org/10.1192/bja.2020.63
https://doi.org/10.1177/2345678906292462
https://doi.org/10.1108/JMHTEP-03-2017-0017
https://doi.org/10.3389/fpsyg.2022.1093351
https://doi.org/10.1136/ebmed-2016-110401
https://doi.org/10.1016/j.pnpbp.2010.11.038
https://doi.org/10.1016/S2215-0366(21)00449-1
https://doi.org/10.1177/08933189211025737
https://doi.org/10.1192/bjp.2021.50
https://doi.org/10.1097/ACM.0000000000000388

O’Connor, R. C,, Cleare, S., Eschle, S., Wetherall, K., & Kirtley, O. (2011). To-
wards an Integrated Motivational-Volitional Model of Suicidal Behaviour.
In R. C. O'Connor, S. Platt, & J. Gordon (Eds.), International Handbook of Su-
icide Prevention (1st ed., pp. 181-198). Wiley.
https:/ /doi.org/10.1002/9781119998556.ch11

O’Connor, R. C., & Portzky, G. (2018). Looking to the Future: A Synthesis of
New Developments and Challenges in Suicide Research and Prevention.
Frontiers in Psychology, 9, 2139. https:/ /doi.org/10.3389/fpsyg.2018.02139

Oskarsson, H., Mehlum, L., Titelman, D., Isometss, E., Erlangsen, A.,
Nordentoft, M., Mittendorfer-Rutz, E., Hokby, S., Tomasson, H., &
Palsson, S. P. (2023). Nordic region suicide trends 2000-2018; sex and age
groups. Nordic Journal of Psychiatry, 77(7), 721-730.
https:/ /doi.org/10.1080/08039488.2023.2231918

Pajonk, F.-G., Ruchholtz, S., Waydhas, C., & Schneider-Axmann, T. (2005).
Long-term follow-up after severe suicide attempt by multiple blunt
trauma. European Psychiatry, 20(2), 115-120.
https:/ /doi.org/10.1016/j.eurpsy.2004.10.003

Park, A.-L., Gysin-Maillart, A., Miiller, T. J., Exadaktylos, A., & Michel, K.
(2018). Cost-effectiveness of a Brief Structured Intervention Program
Aimed at Preventing Repeat Suicide Attempts Among Those Who
Previously Attempted Suicide: A Secondary Analysis of the ASSIP
Randomized Clinical Trial. JAMA Network Open, 1(6), €183680.
https:/ /doi.org/10.1001 /jamanetworkopen.2018.3680

Park, Y. S., Konge, L., & Artino, A. R. (2020). The Positivism Paradigm of
Research. Academic Medicine: Journal of the Association of American Medical
Colleges, 95(5), 690-694. https:/ /doi.org/10.1097/ ACM.0000000000003093

Partonen, T. (2020). A new national suicide prevention programme in Finland.
Psychiatria Fennica, 51, 10-15.

Partonen, T., Grainger, M., Kiviruusu, O., & Suvisaari, ]. (2022). Viimeinen
terveydenhuollon kdynti ennen itsemurhaa vuosina 2016-2018. Duodecim,
138(4), 345-352.

Pavulans, K. S., Bolms;jo, 1., Edberg, A.-K., & C)jehagen, A. (2012). Being in want
of control: Experiences of being on the road to, and making, a suicide
attempt. International Journal of Qualitative Studies on Health and Well-Being,
7(0). https://doi.org/10.3402/ghw.v7i0.16228

Pineda, J., & Dadds, M. (2013). Family Intervention for Adolescents With
Suicidal Behavior: A Randomized Controlled Trial and Mediation
Analysis. Journal of the American Academy of Child and Adolescent Psychiatry,
52(8), 851-862. https:/ /doi.org/10.1016/j.jaac.2013.05.015

Pirkola, S. (1999). Alcohol and other substance misuse in suicide. National Public
Health Institute.

Pirkola, S., Sohlman, B., Heild, H., & Wahlbeck, K. (2007). Reductions in
Postdischarge Suicide After Deinstitutionalization and Decentralization: A
Nationwide Register Study in Finland. Psychiatric Services, 58(2), 221-226.
https:/ /doi.org/10.1176/ps.2007.58.2.221

97


https://doi.org/10.1002/9781119998556.ch11
https://doi.org/10.3389/fpsyg.2018.02139
https://doi.org/10.1080/08039488.2023.2231918
https://doi.org/10.1016/j.eurpsy.2004.10.003
https://doi.org/10.1001/jamanetworkopen.2018.3680
https://doi.org/10.1097/ACM.0000000000003093
https://doi.org/10.3402/qhw.v7i0.16228
https://doi.org/10.1016/j.jaac.2013.05.015
https://doi.org/10.1176/ps.2007.58.2.221

Pirkola, S., Sund, R., Sailas, E., & Wahlbeck, K. (2009). Community mental-
health services and suicide rate in Finland: A nationwide small-area
analysis. The Lancet (British Edition), 373(9658), 147-153.
https://doi.org/10.1016 /50140-6736(08)61848-6

Ponterotto, J. G. (2005). Qualitative Research in Counseling Psychology: A
Primer on Research Paradigms and Philosophy of Science. Journal of
Counseling Psychology, 52(2), 126-136.

Price-Robertson, R., Obradovic, A., & Morgan, B. (2017). Relational recovery:
Beyond individualism in the recovery approach. Advances in Mental Health,
15(2), 108-120. https:/ /doi.org/10.1080/18387357.2016.1243014

Probert-Lindstrom, S., Berge, J., Westrin, A., C)jehagen, A., & Pavulans, K. S.
(2020). Long-term risk factors for suicide in suicide attempters examined
at a medical emergency in patient unit: Results from a 32-year follow-up
study. BM]J Open, 10(10), e038794-e038794.
https:/ /doi.org/10.1136/bmjopen-2020-038794

Qin, P., Stanley, B., Melle, 1., & Mehlum, L. (2022). Association of Psychiatric
Services Referral and Attendance Following Treatment for Deliberate Self-
harm With Prospective Mortality in Norwegian Patients. JAMA Psychiatry,
79(7), 651. https:/ /doi.org/10.1001 /jamapsychiatry.2022.1124

Qiu, T., Klonsky, E. D., & Klein, D.N. (2017). Hopelessness Predicts Suicide
Ideation But Not Attempts: A 10-Year Longitudinal Study. Suicide & Life-
Threatening Behavior, 47(6), 718-722. https:/ /doi.org/10.1111/sltb.12328

Ridge, D., Smith, H., Fixsen, A., Broom, A., & Oliffe, ]. (2021). How men step
back - and recover - from suicide attempts: A relational and gendered
account. Sociology of Health & Illness, 43(1), 238-252.
https://doi.org/10.1111/1467-9566.13216

Rodriguez-Otero, J. E., Campos-Mourifo, X., Meilan-Ferndndez, D., Pintos-
Bailén, S., & Cabo-Escribano, G. (2022). Where is the social in the
biopsychosocial model of suicide prevention? International Journal of Social
Psychiatry, 68(7), 1403-1410. https:/ /doi.org/10.1177/00207640211027210

Rogers, M. L., Jeon, M. E., Zheng, S., Richards, J. A., Joiner, T. E., & Galynker, I.
(2023). Two sides of the same coin? Empirical examination of two
proposed characterizations of acute suicidal crises: Suicide crisis
syndrome and acute suicidal affective disturbance. Journal of Psychiatric
Research, 162, 123-131. https:/ /doi.org/10.1016 /i.jpsychires.2023.05.001

Roos af Hjelmsiter, E., Ros, A., Gdre, B. A., & Westrin, A. (2019). Deficiencies in
healthcare prior to suicide and actions to deal with them: A retrospective
study of investigations after suicide in Swedish healthcare. BM] Open,
9(12), e032290. https:/ /doi.org/10.1136/bmjopen-2019-032290

Ropaj, E., Haddock, G., & Pratt, D. (2023). Developing a consensus of recovery
from suicidal ideations and behaviours: A Delphi study with experts by
experience. PLOS ONE, 18(9), e0291377. https:/ /doi.org/10.1371 /jour-
nal.pone.0291377

98


https://doi.org/10.1016/S0140-6736(08)61848-6
https://doi.org/10.1080/18387357.2016.1243014
https://doi.org/10.1136/bmjopen-2020-038794
https://doi.org/10.1001/jamapsychiatry.2022.1124
https://doi.org/10.1111/sltb.12328
https://doi.org/10.1111/1467-9566.13216
https://doi.org/10.1177/00207640211027210
https://doi.org/10.1016/j.jpsychires.2023.05.001
https://doi.org/10.1136/bmjopen-2019-032290
https://doi.org/10.1371/journal.pone.0291377
https://doi.org/10.1371/journal.pone.0291377

Roskam, I., Aguiar, J., Akgun, E., Arikan, G., Artavia, M., et al. (2021). Parental
Burnout Around the Globe: A 42-Country Study. Affective Science, 2(1), 58-
79. https:/ /doi.org/10.1007 / s42761-020-00028-4

Rudd, M. D., Bryan, C.]., & Jobes, D. A. (2022). A Standard Protocol for the
Clinical Management of Suicidal Thoughts and Behavior: Implications for
the Suicide Prevention Narrative. Frontiers in Psychiatry, 13.
https:/ /doi.org/10.3389/fpsyt.2022.929305

Rudd, M. D., Joiner, T. E. Jr., Jobes, D. A., & King, C. A. (1999). The outpatient
treatment of suicidality: An integration of science and recognition of its
limitations. Professional Psychology: Research and Practice, 30(5), 437-446.
https:/ /doi.org/10.1037 /0735-7028.30.5.437

Rudd, M. D,, Joiner, T., & Rajab, M. H. (2001). Treating suicidal behavior: An
effective, time-limited approach. Guilford Press.

Runeson, B., Haglund, A., Lichtenstein, P., & Tidemalm, D. (2016). Suicide Risk
After Nonfatal Self-Harm: A National Cohort Study, 2000-2008. The
Journal of Clinical Psychiatry, 77(02), 240-246.
https:/ /doi.org/10.4088 /TCP.14m09453

Russon, J., Abbott, C. H., Jin, B., Rivers, A. S., Winston-Lindeboom, P., Kobak,
R., & Diamond, G. S. (2023). Attachment-based family therapy versus
nondirective supportive therapy for lesbian, gay, bisexual and questioning
adolescents with depression, and suicidal ideation: An exploratory study.
Suicide and Life-Threatening Behavior, 53(6), 958-967.
https:/ /doi.org/10.1111/sltb.12995

Ruuhela, R. (2018). Impacts of Weather and Climate on Mortality and Self-harm in
Finland. http:/ /hdl.handle.net/10138 /258658

Ryan, R. M., & Deci, E. L. (2017). Self-determination theory: Basic psychological
needs in motivation, development, and wellness. The Guilford Press.

Sackett, D. L., Rosenberg, W. M. C,, Gray, J. A. M., Haynes, R. B., & Richardson,
W.S. (1996). Evidence based medicine: What it is and what it isn’t. British
Medical Journal: BM], International Edition, 312(7023), 71.

Samuelsson, M., Wiklander, M., Asberg, M., & Saveman, B.-I. (2000). Psychiatric
care as seen by the attempted suicide patient. Journal of Advanced Nursing,
32(3), 635-643. https:/ /doi.org/10.1046/].1365-2648.2000.01522.x

Satterfield, J. M., Spring, B., Brownson, R. C., Mullen, E. J., Newhouse, R. P,
Walker, B. B., & Whitlock, E. P. (2009). Toward a Transdisciplinary Model
of Evidence-Based Practice. The Milbank Quarterly, 87(2), 368-390.
https:/ /doi.org/10.1111 /1.1468-0009.2009.00561.x

Saunders, K. E. A, Hawton, K., Fortune, S., & Farrell, S. (2012). Attitudes and
knowledge of clinical staff regarding people who self-harm: A systematic
review. Journal of Affective Disorders, 139(3), 205-216.
https:/ /doi.org/10.1016/j.jad.2011.08.024

Savander, E. E., Weiste, E., Hintikka, J., Leiman, M., Valkeapdd, T., Heinonen,
E., & Perdkyld, A. (2019). Offering patients opportunities to reveal their
subjective experiences in psychiatric assessment interviews. Patient

99


https://doi.org/10.1007/s42761-020-00028-4
https://doi.org/10.3389/fpsyt.2022.929305
https://doi.org/10.1037/0735-7028.30.5.437
https://doi.org/10.4088/JCP.14m09453
https://doi.org/10.1111/sltb.12995
http://hdl.handle.net/10138/258658
https://doi.org/10.1046/j.1365-2648.2000.01522.x
https://doi.org/10.1111/j.1468-0009.2009.00561.x
https://doi.org/10.1016/j.jad.2011.08.024

Education and Counseling, 102(7), 1296-1303.
https:/ /doi.org/10.1016/i.pec.2019.02.021

Scarth, B., Pavlova, A., Hetrick, S. E., Witt, K. G., Hawton, K., & Fortune, S.
(2021). Service users’ experiences of emergency care following an episode
of self-harm: A mixed evidence synthesis. Cochrane Database of Systematic
Reviews, 12. https:/ /doi.org/10.1002/14651858.CD014940

Schlichthorst, M., Ozols, L, Reifels, L., & Morgan, A. (2020). Lived experience
peer support programs for suicide prevention: A systematic scoping
review. International Journal of Mental Health Systems, 14(1), 65.
https:/ /doi.org/10.1186/s13033-020-00396-1

Sellin, L., Asp, M., Kumlin, T., Wallsten, T., & Wiklund Gustin, L. (2017). To be
present, share and nurture: A lifeworld phenomenological study of rela-
tives” participation in the suicidal person’s recovery. International Journal of
Qualitative Studies on Health and Well-Being, 12(1), 1287985-10.
https:/ /doi.org/10.1080/17482631.2017.1287985

Shah, P., & Mountain, D. (2007). The medical model is dead - long live the
medical model. British Journal of Psychiatry, 191(5), 375-377.
https:/ /doi.org/10.1192/bip.bp.107.037242

Shand, F. L., Batterham, P. J., Chan, J. K. Y., Pirkis, J., Spittal, M. J., Woodward,
A., & Christensen, H. (2018). Experience of Health Care Services After a
Suicide Attempt: Results from an Online Survey. Suicide and Life-
Threatening Behavior, 48(6), 779-787. https:/ /doi.org/10.1111/sltb.12399

Sheehan, L., Oexle, N., Armas, S. A., Wan, H. T., Bushman, M., Glover, L., &
Lewy, S. A. (2019). Benefits and risks of suicide disclosure. Social Science &
Medicine, 223, 16-23. https:/ /doi.org/10.1016/j.socscimed.2019.01.023

Shneidman, E. S. (1998). The Suicidal Mind. Oxford University Press.

Silverman, M. M., Berman, A. L., Sanddal, N. D., O’Carroll, P. W., & Joiner Jr.,
T. E. (2007). Rebuilding the Tower of Babel: A Revised Nomenclature for
the Study of Suicide and Suicidal Behaviors Part 2: Suicide-Related
Ideations, Communications, and Behaviors. Suicide and Life-Threatening
Behavior, 37(3), 264-277. https:/ /doi.org/10.1521 /suli.2007.37.3.264

Sinclair, J., & Green, J. (2005). Understanding resolution of deliberate self harm:
Qualitative interview study of patients” experiences. BM]J, 330(7500), 1112~
1115. https://doi.org/10.1136 /bm;j.38441.503333.8F

Sobanski, T., Josfeld, S., Peikert, G., & Wagner, G. (2021). Psychotherapeutic
interventions for the prevention of suicide re-attempts: A systematic
review. Psychological Medicine, 51(15), 2525-2540.
https:/ /doi.org/10.1017/50033291721003081

Sokol, Y., Levin, C,, Linzer, M., Rosensweig, C., Hubner, S., Gromatsky, M.,
Walsh, S., Dixon, L., & Goodman, M. (2022). Theoretical model of recovery
following a suicidal episode (COURAGE): Scoping review and narrative
synthesis. BJPsych Open, 8(6), €200. https:/ /doi.org/10.1192/bjo.2022.599

Solin, P., Tamminen, N., Seppdnen, A., & Partonen, T. (2022). Calculation of
Costs Related to Death by Suicide in Finland. Social Sciences, 11(10), 468-.
https:/ /doi.org/10.3390/socsci11100468

100


https://doi.org/10.1016/j.pec.2019.02.021
https://doi.org/10.1002/14651858.CD014940
https://doi.org/10.1186/s13033-020-00396-1
https://doi.org/10.1080/17482631.2017.1287985
https://doi.org/10.1192/bjp.bp.107.037242
https://doi.org/10.1111/sltb.12399
https://doi.org/10.1016/j.socscimed.2019.01.023
https://doi.org/10.1521/suli.2007.37.3.264
https://doi.org/10.1136/bmj.38441.503333.8F
https://doi.org/10.1017/S0033291721003081
https://doi.org/10.1192/bjo.2022.599
https://doi.org/10.3390/socsci11100468

Stanley, B., & Brown, G. K. (2012). Safety Planning Intervention: A Brief
Intervention to Mitigate Suicide Risk. Cognitive and Behavioral Practice,
19(2), 256-264. https:/ /doi.org/10.1016/j.cbpra.2011.01.001

Statistics Finland: Suicide. (2024). Retrieved April 5, 2024, from
https:/ /statfin.stat.fi/PxWeb/pxweb/en/StatFin/StatFin__ksyyt/statfin
ksyvt pxt 11by.px/

Stiles, W. B. (2003). Qualitative Research: Evaluating the Process and the
Product. In: Handbook of Clinical Health Psychology. John Wiley & Sons.

Stulz, N., Hepp, U., Gosoniuc, D., Grizec, L., Muheime, F., Weiss, M.G., &
Riecher-Rossler, A. (2018). Patient-Identified Priorities Leading to
Attempted Suicide: Life Is Lived in Interpersonal Relationships. Crisis : The
Journal of Crisis Intervention and Suicide Prevention, 39(1), 37-46.
https:/ /doi.org/10.1027/0227-5910/a000473

Suicide Prevention and Intervention After Attempted Suicide: Current Care
Guidelines. (2022) Working group set up by the Finnish Medical Society
Duodecim, MIELI Mental Health Finland, the Finnish Psychiatric
Association, the Finnish Association for Adolescent Psychiatry, & the
Finnish Association for General Practice. Available online at
https:/ /www .kaypahoito.fi/hoi50122 (referred April 9, 2024)

Suominen, K., Isometsd, E., Suokas, J., Haukka, J., Achté, K., & Lonnqvist, J.
(2004). Completed Suicide After a Suicide Attempt: A 37-Year Follow-Up
Study. American Journal of Psychiatry, 161(3), 562-563.
https:/ /doi.org/10.1176/appi.ajp.161.3.562

Suominen, K., Isometsd, E. T., Henriksson, M. M., Ostamo, A. I., & Lonnqvist, J.
(2004). Patients” evaluation of their psychiatric consultation after
attempted suicide. Nordic Journal of Psychiatry, 58(1), 55-59.
https://doi.org/10.1080/08039480310000806

Swift, J. K., Trusty, W. T., & Penix, E. A. (2021). The effectiveness of the
Collaborative Assessment and Management of Suicidality (CAMS)
compared to alternative treatment conditions: A meta-analysis. Suicide and
Life-Threatening Behavior, 51(5), 882-896.
https:/ /doi.org/10.1111/sltb.12765

Tapola, V. (2016). Self-injurious behavior: Assessment and treatment. Jyvdiskyli
Studies in Education, Psychology and Social Research, 559.
https:/ /ivx.jvu.fi/handle/123456789 /51511

Tarrier, N., Taylor, K., & Gooding, P. (2008). Cognitive-Behavioral Interventions
to Reduce Suicide Behavior: A Systematic Review and Meta-Analysis.
Behavior Modification, 32(1), 77-108.
https:/ /doi.org/10.1177 /0145445507304728

Taylor, T. L., Hawton, K., Fortune, S., & Kapur, N. (2009). Attitudes towards
clinical services among people who self-harm: Systematic review. British
Journal of Psychiatry, 194(2), 104-110.
https:/ /doi.org/10.1192/bjp.bp.107.046425

Tidemalm, D., Ldngstrom, N., Lichtenstein, P., & Runeson, B. (2008). Risk of
suicide after suicide attempt according to coexisting psychiatric disorder:

101


https://doi.org/10.1016/j.cbpra.2011.01.001
https://statfin.stat.fi/PxWeb/pxweb/en/StatFin/StatFin__ksyyt/statfin_ksyyt_pxt_11by.px/
https://statfin.stat.fi/PxWeb/pxweb/en/StatFin/StatFin__ksyyt/statfin_ksyyt_pxt_11by.px/
https://doi.org/10.1027/0227-5910/a000473
https://www.kaypahoito.fi/hoi50122
https://doi.org/10.1176/appi.ajp.161.3.562
https://doi.org/10.1080/08039480310000806
https://doi.org/10.1111/sltb.12765
https://jyx.jyu.fi/handle/123456789/51511
https://doi.org/10.1177/0145445507304728
https://doi.org/10.1192/bjp.bp.107.046425

Swedish cohort study with long term follow-up. BM]J, 337(7682), 1328-
1331. https:/ /doi.org/10.1136/bmj.a2205

Tollefsen, I. M., Hem, E., & Ekeberg, O. (2012). The reliability of suicide
statistics: A systematic review. BMC Psychiatry, 12(1), 9-9.
https:/ /doi.org/10.1186/1471-244X-12-9

Tong, A. (2016). A guide to reading and using systematic reviews of qualitative
research. Nephrology, Dialysis, Transplantation, 31(6), 897-903.
https:/ /doi.org/10.1093 /ndt/ gfu354

Turecki, G., & Brent, D. A. (2016). Suicide and suicidal behaviour. The Lancet,
387(10024), 1227-1239. https:/ /doi.org/10.1016/50140-6736(15)00234-2

Tynkkynen, L. (2023). What a journey! - A short history of the Finnish health
care and social service reform and administrative integration of health
care and social services. European Journal of Public Health,
33(Supplement_2). https://doi.org/10.1093 /eurpub/ckad160.125

Uddin, T., Pitman, A., Benson, G., Kamal, Z., Hawton, K., & Rowe, S. (2023).
Attitudes toward and experiences of clinical and non-clinical services
among individuals who self-harm or attempt suicide: A systematic review.
Psychological Medicine, 1-19. https:/ /doi.org/10.1017/50033291723002805

Upanne, M., Hakanen, J., & Rautava, M. (1999). Can Suicide Be Prevented? The
Suicide Project in Finland 1992 — 1996: Goals, Implementation and Evaluation.
Finnish National Research and Development Centre for Welfare and
Health. https:/ /urn.fi/ URN:NBN:fi-fe201204193612

Valach, L., Konrad, M., Dey, P., & Young, R. (2006). Linking Life- and Suicide-
Related Goal Directed Processes: A Qualitative Study. Journal of Mental
Health Counseling, 28(4), 353-371.

Van Orden, K. A, Witte, T. K., Cukrowicz, K. C., Braithwaite, S. R., Selby, E. A,
& Joiner, T. E. (2010). The interpersonal theory of suicide. Psychological
Review, 117(2), 575-600. https:/ /doi.org/10.1037/a0018697

Wabhlstrom, J., & Seilonen, M.-L. (2016). Displaying agency problems at the
outset of psychotherapy. European Journal of Psychotherapy & Counselling,
18(4), 333-348. https:/ /doi.org/10.1080/13642537.2016.1260616

Wampold, B., & Imel, Z. (2015). The Great Psychotherapy Debate: The Evidence for
What Makes Psychotherapy Work (2nd ed.). Routledge.
https://doi.org/10.4324 /9780203582015

Waraan, L., Sigveland, J., Hanssen-Bauer, K., Czjakowski, N. O., Axelsdéttir, B.,
Mehlum, L., & Aalberg, M. (2023). Family therapy for adolescents with
depression and suicidal ideation: A systematic review and meta-analysis.
Clinical Child Psychology and Psychiatry, 28(2), 831-849.
https:/ /doi.org/10.1177/13591045221125005

Ward-Ciesielski, E. F., & Rizvi, S. L. (2021). The Potential Iatrogenic Effects of
Psychiatric Hospitalization for Suicidal Behavior: A Critical Review and
Recommendations for Research. Clinical Psychology (New York, N.Y.), 28(1),
60-71. https:/ /doi.org/10.1111/cpsp.12332

Watling, D., Preece, M., Hawgood, J., Bloomfield, S., & Kalves, K. (2022).
Developing an Intervention for Suicide Prevention: A Rapid Review of

102


https://doi.org/10.1136/bmj.a2205
https://doi.org/10.1186/1471-244X-12-9
https://doi.org/10.1093/ndt/gfu354
https://doi.org/10.1016/S0140-6736(15)00234-2
https://doi.org/10.1093/eurpub/ckad160.125
https://doi.org/10.1017/S0033291723002805
https://urn.fi/URN:NBN:fi-fe201204193612
https://doi.org/10.1037/a0018697
https://doi.org/10.1080/13642537.2016.1260616
https://doi.org/10.4324/9780203582015
https://doi.org/10.1177/13591045221125005
https://doi.org/10.1111/cpsp.12332

Lived Experience Involvement. Archives of Suicide Research, 26(2), 465-480.
https:/ /doi.org/10.1080/13811118.2020.1833799

Wenzel, A., Brown, G. K., & Beck, A. T. (2009). Cognitive Therapy for Suicidal
Patients: Scientific and Clinical Applications. American Psychological
Association. https:/ /www jstor.org/stable/j.ctvlchrxp6

WHO. (2014). Preventing suicide: A global imperative. World Health Organisation.
https:/ /www.who.int/publications-detail-redirect/ 9789241564779

Wilson, J. F. (2004). Finland pioneers international suicide prevention. Annals of
Internal Medicine, 140(10), 853-856. https:/ /doi.org/10.7326/0003-4819-
140-10-200405180-00037

Yardley, L. (2000). Dilemmas in qualitative health research. Psychology & Health,
15(2), 215-228. https:/ /doi.org/10.1080/08870440008400302

Yiu, H. W,, Rowe, S., & Wood, L. (2021). A systematic review and meta-analysis
of psychosocial interventions aiming to reduce risks of suicide and self-
harm in psychiatric inpatients. Psychiatry Research, 305, 114175-114175.
https:/ /doi.org/10.1016/j.psychres.2021.114175

Young, M. E,, & Ryan, A. (2020). Postpositivism in Health Professions
Education Scholarship. Academic Medicine, 95(5), 695.
https:/ /doi.org/10.1097/ ACM.0000000000003089

Young, T. K., Revich, B., & Soininen, L. (2015). Suicide in circumpolar regions:
An introduction and overview. International Journal of Circumpolar Health,
74(1), 27349-27349. https:/ /doi.org/10.3402/ijch.v74.27349

Zortea, T. C., Dickson, A., Gray, C. M., & O’Connor, R. C. (2019). Associations
between experiences of disrupted attachments and suicidal thoughts and
behaviours: An interpretative phenomenological analysis. Social Science &
Medicine, 235, 112408. https:/ /doi.org/10.1016/j.socscimed.2019.112408

103


https://doi.org/10.1080/13811118.2020.1833799
https://www.jstor.org/stable/j.ctv1chrxp6
https://www.who.int/publications-detail-redirect/9789241564779
https://doi.org/10.7326/0003-4819-140-10-200405180-00037
https://doi.org/10.7326/0003-4819-140-10-200405180-00037
https://doi.org/10.1080/08870440008400302
https://doi.org/10.1016/j.psychres.2021.114175
https://doi.org/10.1097/ACM.0000000000003089
https://doi.org/10.3402/ijch.v74.27349
https://doi.org/10.1016/j.socscimed.2019.112408

ORIGINAL PAPERS

HOW DO HEALTH CARE SERVICES HELP AND HINDER
RECOVERY AFTER A SUICIDE ATTEMPT?
A QUALITATIVE ANALYSIS OF FINNISH SERVICE USER
PERSPECTIVES

by
Selma Gaily-Luoma, Jukka Valkonen, Juha Holma & Aarno Laitila, 2022
International Journal of Mental Health Systems,16, 52

https://doi.org/10.1186/s13033-022-00563-6

Published under Creative Commons Attribution 4.0 International License.



https://doi.org/10.1186/s13033-022-00563-6

vemetionel ool of Mental Health Systems (2022)16:52 International Journal of
https://doi.org/10.1186/513033-022-00563-6 I\/Iental He aIth Systems

: ] ®
How do health care services help and hinder &=

recovery after a suicide attempt? A qualitative
analysis of Finnish service user perspectives

Selma Gaily-Luoma' ®, Jukka Valkonen?, Juha Holma'® and Aarno Laitila'

Abstract

Background: Suicide attempt survivors are at high risk of re-attempts and suicide death. Previous research has
shown that service users’ experiences of post-attempt care are related to future treatment engagement and re-
attempts. In-depth understanding of how current services meet service users' needs in the period immediately follow-
ing a suicide attempt is thus imperative for the development of more effective tertiary prevention practices in real-life
health care systems.

Method: In this qualitative study, Finnish suicide attempt survivors'experiences of and perspectives on mental health
services were explored through a semi-structured interview. Participants were seven female and seven male service
users interviewed 3-6 months after the index suicide attempt. A conventional content analysis of these service user
interviews is presented.

Results: Participants’ experiences of care ranged from helping to hindering recovery. Seven key aspects of services
were described as helpful when present and hindering when absent. These included (1) meeting the service user as
worthy of help, (2) supporting the exploration of personal meanings, (3) supporting the exploration of suicidality, (4)
psychological continuity and predictability, (5) offering a responsive partnership in navigating recovery, (6) inviting
service user involvement in medication decisions, and (7) accounting for service users'relational context.
Conclusions: Current health care services are inconsistent in meeting suicide attempt survivors’ subjective needs,
leaving clear room for improvement in tertiary suicide prevention. To be perceived as meaningful by service users, ser-
vices should strive to offer opportunities for both biomedical, psychological, and social interventions, with responsiv-
ity to individual needs and preferences. A focus on the social aspects of recovery (e.g., offering support to loved ones
affected by the suicidal incident; facilitating peer support and social belonging) was most often found to be lacking in
current services.

Keywords: Suicide attempt, Self-harm, Health care, Service user, Experience, Mental health, Psychiatry, Emergency
services, Qualitative, Recovery

Background

A history of attempted suicide is the most significant
predictor of suicide death [1], making suicide attempt
survivors’ care a priority in suicide prevention. Tertiary
prevention research aims at supporting improvement in

“Correspondence: sekagail@studentjyufi practices. However, transforming research evidence into
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that suicide attempt survivors’ subjective experiences of
care are related to, e.g., treatment outcome and future
engagement with services [4, 5]. In-depth understanding
of service user perspectives is thus needed to inform the
development of approachable, high-quality services [6, 7].

Historically, Finland has pioneered suicide preven-
tion efforts [8]. The Finnish National Suicide Prevention
Project of 1986-1996 [9] was the first comprehensive,
research-based suicide prevention program in the world.
Its quantitative and qualitative results were published
in over 100 articles [8, 10]. Prominent findings included
a high incidence of untreated psychiatric disorders in
individuals who had died by suicide and inadequacies
in the treatment of suicide-related psychiatric disorders.
National policies were implemented to improve identifi-
cation rates and quality of treatment of these disorders.

The National Suicide Prevention Project was a success
[9, 10]. Finland’s previously rising suicide rates began to
decline in 1990 and have since halved [11]. However, the
current age-standardized suicide rate of 13.4/100,000
remains above the average for high-income countries
[12]. In 2020, the Finnish Ministry of Social Affairs
and Health launched a new Mental Health Strategy
and National Suicide Prevention Program for the dec-
ade 2020-2030 [13]. Measures detailed in the program
include raising public awareness to reduce stigmatizing
attitudes, restricting access to means of suicide, enhanc-
ing access to low-threshold crisis support and health
care, supporting those bereaved by suicide, attending to
substance-abuse-related suicide risk, improving respon-
sible media coverage, developing EU legislation for sui-
cide-related social media content, and strengthening
research.

Since the completion of the National Suicide Preven-
tion Project, Finnish suicide research has continued to
yield results of value for tertiary prevention. The most
recent publications include a clinical trial [14] and lon-
gitudinal observations on prospective study cohorts [15].
However, qualitative research efforts have been scarce,
and suicide attempt survivors’ experiences of services
remain unexplored.

Finnish mental health services for suicide attempt
survivors

Finland has universal health care that includes the prom-
ise of need-based psychiatric services for all residents,
with recently published Current Care Guidelines [16]
for suicide prevention and intervention after attempted
suicide. However, treatment delays and the limited avail-
ability of evidence-based psychosocial interventions
have been identified as barriers to appropriate care, with
an ongoing national debate on possible solutions [17].

(2022) 16:52

Page 2 of 12

Despite prioritizing efforts, these barriers also affect indi-
viduals presenting with suicidal behavior [18].

While private-sector providers offer treatment options
for those with private insurance or the ability to pay
out of pocket, several non-governmental organizations
(NGOs) supplement public health care with free-of-
charge services. The NGO most prominently involved in
suicide prevention, MIELI Mental Health Finland, pro-
vides crisis support services, a national crisis helpline,
and the Attempted Suicide Short Intervention Program
(ASSIP) [19]. ASSIP is a three-session manualized inter-
vention for suicide attempt survivors, with follow-up let-
ters and the possibility for crisis contact over the next
2 years. ASSIP is designed to be auxiliary to any health
care interventions assessed as appropriate (i.e., treatment
as usual) after a suicide attempt and is recommended as
such in the Current Care Guidelines [16].

Aims of the study

We investigated service users’ experiences of health care
services after a recent suicide attempt. The present article
focuses on service users’ experiences of services provided
by the Finnish public health care system. These service
users’ experiences of ASSIP will be presented elsewhere.
We aimed for in-depth understanding of service users’
personal views on whether and how services had facili-
tated or could facilitate their recovery. Our data-driven
definition of recovery emphasizes the present service
users’ own understandings of its goals and process and
resembles the concept of ‘psychological recovery’ pro-
posed by Andresen et al. [20].

Methods

This study applied an exploratory qualitative design in
a naturalistic setting. Participants were suicide attempt
survivors with recent experience of both health care
services and the Attempted Suicide Short Intervention
Program (ASSIP). Here, we report our findings on par-
ticipants’ experiences with the health care system, i.e.,
“treatment as usual”. This includes experiences with, e.g.,
primary health care services, emergency services and
psychiatric in-patient and out-patient services. Find-
ings on participants’ experiences of ASSIP, provided by
an NGO outside the health care system and designed
as an adjunct to treatment as usual, are to be published
separately.

Our primary data consist of in-depth service user
interviews focusing on experiences of care. Additional
data include written summaries of participants’ narra-
tives of their index suicide attempt (documented as part
of ASSIP). These summaries were reviewed in this study
solely to enhance contextual understanding.
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This study received ethical approval from the Helsinki
University Hospital Ethics Committee. As per Finnish
and EU regulations, participants were given a detailed
description of the procedures for ensuring the confiden-
tiality and protection of their personal data both during
and after the study. All participants gave their written
consent to use of their recorded interview and the writ-
ten summary of their suicide attempt for the purposes of
this study.

Study recruitment

Participants were recruited through the MIELI Suicide
Prevention Center (MIELI) in Helsinki. Eligible par-
ticipants included all persons entering ASSIP at MIELI,
excluding only those under age 18 and/or resident out-
side the Hospital District of Helsinki and Uusimaa.
Through MIELI, ASSIP is available to Finnish-speaking
adolescents and adults with a recent suicide attempt,
excluding those whose suicide attempt occurred during
a psychotic episode, those with a current substance abuse
disorder serious enough to impede engagement with the
intervention, and those with habitual serious self-harm.
In the ASSIP context, a suicide attempt is defined as
either a completed or interrupted action that, in the per-
son’s own understanding, was aimed at taking their own
life.

ASSIP therapists informed eligible clients of the study
at beginning of the first ASSIP session and at the end
of the last session asked for their consent to participate.
Consent was confirmed by the interviewer at the end of
the study interview.

Participants

Of the 104 eligible service users informed of the study,
18 gave their initial consent and 14 participated in the
research interview (one could not be interviewed due to
COVID pandemic restrictions and three withdrew before
the interview). The most common reason given for con-
senting was a desire to be of help in service development
and/or increase public awareness of suicidal behavior.
Reported reasons for non-consent included privacy con-
cerns and/or an expectation that participation would be
overwhelming. Participant characteristics are presented
in Table 1. Participants represented diverse socio-demo-
graphic backgrounds and current life circumstances.
Highest education varied from high school diploma to
master’s degree. Thirteen participants were white, and
one was of mixed ethnicity.

The physical severity of the index suicide attempts
ranged from requiring emergency medical intervention
to interrupted with no physical injury (e.g., climbing to a
height but deciding not to jump). Planned or used meth-
ods included intoxication (9), self-cutting (2), leaping
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Table 1 Participant characteristics
n %

Registered sex

Male 7 50

Female 7 50
Age

18-29 5 36

30-45 4 29

46-59 3 21

60+ 2 14
Current occupation

Employed 7 50

Student 3 21

Pensioner 2 14

Unemployed 2 14
Living arrangement

With spouse 4 29

With other adult family member(s) 3 21

Alone or with roommate 6 43

No fixed abode 1 7

from a height (2), motor vehicle collision (3) and electro-
cution (1); some participants combined means. In addi-
tion to the index attempt, eight participants reported at
least one previous suicide attempt either in recent years
or decades earlier. Seven had received psychiatric treat-
ment in relation to suicidality before the current episode.
During the current episode, all had experience of emer-
gency services, 12 had received outpatient psychiatric
services, four had been inpatients, and two had received
psychotherapy.

The participants’ narratives of their suicide attempt
showed diversity in the routes to suicidal action. Two
participants reported psychological well-being well into
middle age and attributed their suicide attempt solely or
primarily to a specific current stressor (e.g., chronic pain
due to a somatic condition). Three participants narrated
a previous suicidal episode, followed by a lengthy period
of well-being before the current episode. The majority of
the participants narrated the suicidal process as having
its roots in early childhood, many reporting traumatic life
histories of early abuse and/or bereavement.

Service user interviews

All participants took part in a semi-structured research
interview conducted by the first author. The inter-
views took place at the MIELI Suicide Prevention
Center 3—6 months after the index suicide attempt and
4—-10 weeks after the last ASSIP session. Interviews lasted
45-120 min and were video recorded. Following the
interview topic guide (see Additional file 1), experiences
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of ASSIP were investigated first, then those of any other
services received by the participant. Participants were
asked about aspects of services they perceived as help-
ful, unhelpful, or even hurtful, any surprising elements,
suggestions for improvement, and their subjective assess-
ment of whether each service received had been help-
ful to them. The primary focus was on the most recent
suicidal episode, but accounts of previous episodes were
explored when initiated by participants. While all the
participants answered all the questions in the topic guide,
the interviewer followed the participants’ narrative lead,
and thus the order of the questions varied. A reflec-
tive journal was kept to document initial impressions,
insights and questions elicited by each interview.

Data analysis

We performed a conventional content analysis [21] of the
interview data, since our aim was to describe the phe-
nomenon under study (i.e., suicide attempt survivors’
perspectives on services) and this method allows data-
driven insights to emerge from the data. Interviews were
transcribed verbatim and read/listened to multiple times
to enable immersion in the data. Data excerpts relevant
to the research question (i.e., all meaning units in which
participants expressed some kind of personal view on
health care services) were then systematically identified
and open-coded. Open-coded units of similar content
were organized into clusters and the clusters tentatively
conceptualized as themes. Data excerpts not yet belong-
ing to established clusters/themes were reviewed in a
cyclical process, resulting in the refinement of existing
conceptualizations (incorporation of variations of closely
related thematic content) and the formation of new clus-
ters (when data did not fit with existing clusters/themes).
A record was kept of the evolving coding and cluster-
ing of data and conceptualization of themes. The ana-
lytical process was led by the first author and reviewed
and refined in data sessions with the fourth author. All
authors contributed to refining the final themes and their
wordings during the writing process.

Results

The participants provided rich accounts of their personal
experiences of and views on services they had received.
In narrating their experiences, participants mentioned
a variety of personally meaningful recovery goals, i.e.,
changes they wished for and/or understood to be a per-
sonal marker of “getting better”. Such goals included, for
example, ridding oneself of the wish to die, not being
overwhelmed by negative feelings, finding hope, (re)dis-
covering an interest in working or the ability to work,
and being able to meet the demands of daily life. Par-
ticipants also spoke of a variety of recovery tasks, i.e.,
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activities they understood as a route to achieving their
personal goals. These tasks included, for example, learn-
ing to talk about what was bothering them, strengthening
their sense of self-worth, getting traumatic experiences
“off their chest’, finding the right medication, learning
to manage recurrent suicidal impulses without acting on
them, and finding or returning to meaningful activities
and/or relationships.

When participants were asked about the helpfulness
of services they had received, they seemed primarily
to make these evaluations in relation to their person-
ally meaningful recovery goals and tasks. Thus, services
were found helpful when experienced as providing help
in achieving personal recovery goals and/or working on
personal recovery tasks and unhelpful or even hurtful
when experienced as not supporting personal goals/tasks
and/or promoting goals/tasks that the participant did not
find personally meaningful.

Seven key themes emerged in the participants’ accounts
of what helped or hindered their recovery. Themes 1-5
were found in all the participants’ accounts and themes
6-7 in most of them. We present these key themes as
dimensions that incorporate the whole range of helpful to
hindering experiences reported by participants.

Key aspects of services perceived as helpful after a suicide
attempt

The key aspects of services perceived by service users
as helpful to recovery included meeting the service user
as worthy of help, supporting the exploration of personal
meaning, supporting the exploration of suicidality, offer-
ing (psychological) continuity and predictability, offering
a responsive partnership in navigating recovery, invit-
ing service user involvement in medication decisions and
accounting for service users’ relational context (see Fig. 1).

Meeting the service user as worthy of help
This theme refers to how professionals were perceived
to communicate that the service user was (or was not)
deserving of help. The participants most often described
the professionals they had encountered as well-meaning.
They spoke appreciatively of “understanding’, “empa-
thetic” or “decent” professionals expressing genuine con-
cern, working to arrange for their continued care, and
giving them information about their options and encour-
agement about the possibility of recovery. Such actions
were experienced as validating service users’ worth as
human beings, reducing shame and evoking hopefulness.
Participants who had hesitated to disclose their suicide
attempt cited professionals’ empathetic style as making
disclosure possible and/or worthwhile.

Participants mostly described professionals’ actions
as understandable (e.g., caused by an overwhelming
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HINDERING RECOVERY

No perceived empathy or efforts

MEETING SERVICE USER AS WORTHY OF HELP

PROFESSIONAL(S) AND OR SERVICE(S) PERCEIVED AS...

HELPING RECOVERY

Perceived empathy and/or clear
efforts to help; interactions

to help; interactions dismissive, <
blaming or hostile.

No focus on personally
meaningful topics; no questions

SUPPORTING EXPLORATION OF PERSONAL MEANING

welcoming and respectful;
validating suffering.

Focus on personally meaningful
topics; atmosphere of warm

supporting exploration; no time
or space to explore.

No exploration of suicidality;
evasive, judgmental or

SUPPORTING EXPLORATION OF SUICIDALITY

curiosity; adequate time and
space to explore.

Explicit focus on suicidality and
the suicide attempt; professional

overwhelmed responses to
suicide topic.

Multiple transfers; discontinuous
service paths; unpredictable

OFFERING (PSYCHOLOGICAL) CONTINUITY AND PREDICTABILITY

perceived as interested but not
overwhelmed by topic.

Few transfers; follow-up phone
calls over transfer periods;

progression of care; ambiguous
treatment plans or referrals.

Left to navigate relevant
recovery tasks alone;

OFFERING RESPONSIVE PARTNERSHIP IN NAVIGATING RECOVERY

predictable progression of care;
unambiguous treatment plans.

Support and help available for
relevant recovery tasks;

professionals unresponsive to
current needs.

Service user uninformed and/or
unheard around medication

INVITING SERVICE USER INVOLVEMENT IN MEDICATION DECISIONS

professionals responsive to
current needs.

Service user adequately informed

decisions; no opportunity for
dialogue.

No attention to affected loved
ones; No peer resources

ACCOUNTING FOR SERVICE USER’S RELATIONAL CONTEXT

P> about medication; involved in
decision-making.

Loved ones supported and
involved if wished for; peer

available; no efforts to enhance
social belonging.

Fig. 1 Key aspects of services perceived as helpful

resources available if desired;
social belonging supported.

workload) even when they felt hurt or disappointed in
some way by those actions. There were, however, excep-
tions. Some participants read staff unresponsiveness to
their individual circumstances as a cue that their treat-
ment was being performed “for the organization, not
for me” or “as a routine’, resulting in a feeling of being
dismissed or not deemed worthy of individualized care.
Many also reported of a professional acting in ways
that felt intentionally punitive and/or blaming, such as
aggressively commanding “a grown-up” to “stop play-
ing around” These incidents were described as hurtful,
but they did not seem to hinder participants from hav-
ing subsequent good experiences with other profession-
als. However, several participants described learning to
fear and/or avoid a specific treatment context (most often
the emergency room) due to hostile or humiliating inter-
actions with staff that they had experienced themselves
or witnessed peers experiencing. Some reported this as
a personal barrier to care and as accelerating self-harm
behaviors.

Supporting the exploration of personal meaning
This theme included accounts of professionals’ per-
ceived support (or lack thereof) in the exploration of

themes and experiences that the participants found
meaningful in relation to their suffering, including rela-
tionship issues, unresolved life experiences and ques-
tions of identity. Such exploration was desired by all
participants and cited by many as the most important
aspect of care. However, several participants felt that
issues such as medication, diagnoses, sick leave, and/or
management of anxiety had been over-emphasized in
their care, while little or no attention was paid to under-
standing the roots of their subjectively experienced suf-
fering. Participants expressed wishes of “[professionals]
really getting to know me’, “going deeper’, “focusing on
root causes” and “more therapy-type sessions”

The participants made it clear that although they
were motivated to explore difficult topics, they needed
help in doing so. Several participants emphasized that
without the support of questions they would be or
had been unable to express themselves. One partici-
pant stated, “if they didn’t ask me anything, I wouldn’t
say anything” and another reported sitting in anxious
silence and eventually dropping out of appointments in
which professionals “seemed to expect I could just open
up” with very little help from questions.
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When exploring personally meaningful topics with an
engaged professional, the participants described gain-
ing new insights and feeling less shame and more com-
passion for themselves. However, opportunities for such
exploration seemed to be inconsistent across services.
While some participants reported appreciatively on such
exploration with their psychologist or nurse, others felt
there had been no room for this in their health care con-
tacts. This seemed to lead several participants to wish for
psychotherapy, which they expected would offer them an
opportunity for the kind of joint exploration they longed
for. In fact, this opportunity seemed to represent the
most significant line of hope for several participants. In
some, these hopes had a desperate tone, since either costs
or difficulties in finding a service provider made psycho-
therapy seem like it was “not an option” or “just a pipe
dream”.

Supporting the exploration of suicidality

This theme comprised accounts of professionals’ per-
ceived support (or lack thereof) in the exploration of the
participants’ suicidality. All participants viewed careful
examination of the suicide attempt as important or even
crucial for formulating meaningful recovery goals or
treatment plans. However, many felt that there had been
little or no opportunity for this in their health care. Some
participants reported that they had only been asked
about suicidality through standard questionnaires, and
that their answers were not subsequently discussed with
any professional, one participant stating, “I felt like I was
filling in forms all the time—I have no idea where they
went” Another reported a nurse in a psychiatric ward
telling her not to talk about her suicide attempt, as “it’s
time to move on now” Several others also felt that the
topic of suicidality seemed to be avoided by profession-
als, sometimes creating a severe obstacle to collabora-
tion. The exploration of suicidality was thus raised as an
issue separate from (although parallel to) the exploration
of personally meaningful topics in general.

Participants also reflected on their personal struggle
with the topic of suicidality, acknowledging it as “dif-
ficult to talk about” and “not something you want to
repeat every time to a new professional”. Some had hes-
itated over the disclosure of suicidal intent or a suicide
attempt due to hopelessness about treatment and want-
ing to retain the option of completed suicide. One partic-
ipant reported that despite her hesitation she would have
disclosed her intent before the attempt, had she been
asked directly about suicidality by her psychiatrist. She
reported being surprised at not being asked.

Several participants reported hesitating over discussing
suicide topics due to worry about the effects on profes-
sionals. Many had anticipated or perceived professionals
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to be emotionally burdened by their accounts of suffer-
ing and/or suicidality, one participant stating, “I kind of
feel bad going through all this with [professionals], like,
how can they take it—I'm making them feel bad, too” On
the other hand, participants expressed appreciation for
situations in which they felt talking about suicidality was
“allowed” and professionals did not become, for example,

“overwhelmed’, “either overly concerned or withdrawn”
or “judgmental” around this topic.

Offering (psychological) continuity and predictability

This theme included accounts of the perceived (dis)conti-
nuity and/or (un)predictability of services. Most partici-
pants expressed a wish for more continuity of treatment.
Many had felt demoralized by being repeatedly trans-
ferred from one professional to another. Several stated
that starting with a new professional felt like “going back
to the beginning” and disrupted their progress. Some
constantly feared news of another transfer, having pre-
viously lost a meaningful treatment relationship due to,
e.g., staff changes.

Participants reported feeling that to avoid being prema-
turely discharged they needed to be rather proactive in
their engagement with services. This led to much unease,
as many recognized that hopelessness and/or fears of
being burdensome could dissuade them from using ser-
vices. Follow-up contact with suicide attempt survivors
was a common suggestion for service improvement, with
several participants emphasizing the importance of pro-
fessionals checking on the outcomes of emergency room
referrals.

Participants’ sense of service continuity was some-
times challenged by confusing or unclear treatment
plans. Many were pleasantly surprised at receiving their
first psychiatric appointment within just days of refer-
ral. However, they also reported professionals emphasiz-
ing that treatment would be of limited (but unspecified)
duration, leaving them in uncertainty about the availabil-
ity of care in the near future. Some reported being left in
confusion during a transfer period about whether, how
or where their treatment might continue. On the other
hand, a supportive phone call during a transfer period
could greatly improve participants’ satisfaction with the
continuity of their treatment paths. The participants’
emphasis was thus on the psychological or experienced
continuity of care rather than the number of transfers per
se.

Some participants’ sense of psychological continuity
was further undermined by cognitive dysfunction dur-
ing the most acute phase of their suicidal crisis. They had
noticed with frustration that even helpful interactions
and insights soon became unretrievable from memory
during this phase. Several participants wished for more
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written notes (on both practical information and insights
during treatment sessions) and text message reminders.

Offering a responsive partnership in navigating recovery
This theme included participants’ perceptions of the
responsivity (or lack thereof) of professionals to their
individual circumstances, needs and preferences in the
recovery process and the collaboration offered by profes-
sionals in navigating it. While they wished for therapeu-
tic conversation, the participants rejected an exclusive
focus on this or any other form of intervention. Instead,
they wished for need-based support to be available for
a variety of personally meaningful recovery tasks. These
included, e.g., arranging for basic needs (e.g., applying
for benefits, finding an apartment), organizing mean-
ingful day-to-day activities (especially during sick leave)
and finding peer support. In tackling current issues,
participants emphasized their wish for partnership or
collaboration with, rather than simple direction from,
professionals. Such collaborative interactions had been
experienced by most participants at least some of the
time. These experiences were described as, e.g., “empow-
ering’, hope-evoking and encouraging further engage-
ment with services.

However, collaboration or responsivity to service users’
expressed needs was not a given. Some participants felt
that professionals’ views on relevant recovery tasks had
differed widely from their own and that reconciling these
differences had proven difficult. One participant felt her
hopelessness was currently largely due to the interrup-
tion of her studies, making resuming these studies her
prioritized recovery task. Completing this task would
have required making a phone call to the school, a “sim-
ple” task greatly complicated by her anxiety. Thus, she
wished that “someone would [make the call] with me,
since I can’t do it alone” However, she felt that when she
spoke about this issue, “[professionals] told me that kind
of stuff is easy to fix” Yet she felt no help was offered in
fixing it, thereby exacerbating her hopelessness.

Several participants perceived the organizational con-
text (policies, workloads etc.) as restricting professionals’
responsivity to service users’ individual circumstances.
This seemed to result in experiences of objectification,
with some participants describing treatment as “some-
thing that’s done to me” or as moving along an “assem-
bly line” rather than a collaborative process. Doctors’
(including psychiatrists’) roles were often perceived as
disappointingly restricted to such topics as diagnoses,
medication, and sick leave. Organizational protocols, cul-
ture or constraints were also the perceived cause of many
unsatisfactory interactions with other professionals.
One participant reported attempting to initiate dialogue
on treatment tasks and goals by asking his psychologist
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about “the point of these sessions”. The reply, “you are
entitled to these specialized psychiatric services’, seemed
to him confirmation that his treatment was performed
primarily as an organizational routine, with individual
needs and recovery tasks deemed irrelevant.

Inviting service user involvement in medication decisions
This theme included accounts of participants’ experi-
ences with psychotropic medication and professionals’
perceived efforts (or failures) to collaboratively engage
participants in dialogue about it. Thirteen participants
reported receiving some kind of psychotropic medication
in relation to their recent suicidal crisis. Twelve reported
having experienced adverse side-effects and/or with-
drawal symptoms (e.g., extreme fatigue, “feeling drunk’,
nausea and heart palpitations). Two were certain of the
helpful effects of medication and two others assumed
this, reporting that medication “can’t be ruled out as
a cause for feeling better” or “I don’t remember how I
felt without it, but I assume it’s helpful” The remaining
nine had to date no personal experience of the benefits
of medication. However, almost all participants reported
being at least somewhat hopeful about the potential of
medication being helpful, and even those who were not
hopeful, reported compliance.

In fact, several participants stated that medication is
an important—“even the most important”’—element in
treatment, despite having no personal experience of its
helpful effects. However, even participants with high
hopes for medication expressed dismay at situations in
which it seemed the primary focus of their care. As one
participant stated:

“Even though [medication] is the most vital part of
treatment, it felt a bit much once when I came in
and the first thing I'm asked is ‘how’s the medica-
tion, have you taken it?! I mean, I felt like they could
at least ask how I'm doing and not the meds [small
laugh]. But that’s just me, I mean the meds are an
important part of it and that’s how it should be”

Most participants also expressed frustration in receiv-
ing little or even no information on the medication pre-
scribed for them, the difficulty of “finding the right drug’,
and/or doctors being “unable to explain how or why [the
medicine] should work” Many participants expressed a
wish for genuine dialogue with their doctor about medi-
cation, possible adjustments to it and/or its eventual
termination.

Accounting for service users’ relational context

This theme included participants’ perceptions of profes-
sionals accounting (or not) for their social and relation-
ship context. All participants with a spouse or involved
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adult children expressed concern about their family
members being affected by the suicidal incident and
receiving too little or no support. They wished for “a sys-
tem for this” and that it would not be left up to family
members and/or service users alone to decide if, when
and how they might need support or want to join the
treatment process. Some participants also reported con-
flicts in close relationships that contributed to their suf-
fering but remained unaddressed in their treatment.

Most participants described support from family
members and/or friends’ as a valuable resource in their
recovery. However, this resource did not seem to receive
much attention in their health care contacts. In addi-
tion to loved ones not being offered support and not
being invited to join treatment processes, participants
expressed dismay at experiences such as having no pri-
vate place to go with visitors during an inpatient stay or
being discharged from the emergency room without a
family member being informed, despite requests both
from themselves and family members. Some participants,
however, considered it important that family members
were not involved in their treatment.

Those with scarce natural networks called for their
lack of close relationships or thwarted social belonging
(e.g., during sick leave) to be better taken into account
in treatment planning and practices, including more
active checking-in by professionals “to keep track that I'm
alive” They also expressed appreciation for efforts to pro-
vide “human contact” through services even if they were
unhappy with other aspects of their health care contacts.

Some participants felt group interventions better
suited “less grave situations and more outgoing people”
or feared their own reactions to peers’ difficult emotions,
while others had found or expected to find both formal
and informal peer interactions highly valuable. Some
participants emphasized the importance of both peer
relationships and written narratives by recovered peers
as resources providing experiences of social belonging,
hope and destigmatization. However, they had found
professionals to be mostly unaware of such resources
and unable to give guidance on finding them even when
asked.

Discussion

This article reports on service user experiences of
health care services after a recent suicide attempt,
focusing on both helpful and hindering aspects of care.
All the participants had received the Attempted Suicide
Short Intervention Program (ASSIP) [19], provided by
a non-governmental organization outside the health
care system and designed as an adjunct to treatment as
usual. Findings on users’ experiences of ASSIP will be
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published elsewhere and are discussed here only briefly
as context for the present findings.

A recent Finnish randomized controlled trial [14]
comparing ASSIP and crisis counseling as usual (CC)
as adjuncts to treatment as usual provided by the
health care system found a non-significant difference
in effectiveness between these interventions in pre-
venting repeat suicide attempts. The high re-attempt
rate in both groups (29.2% for ASSIP and 35.2% for CC
at 2-year follow-up) indicated an urgent need for the
development of the whole service system. We believe
the present in-depth qualitative exploration of recent
service user experiences has provided information use-
ful for improving services.

As in earlier studies, e.g., [22, 23], the present service
users had ample experience of both helpful and hinder-
ing (or even hurtful) interactions with services. Key
aspects of services perceived as helpful in their pursuit
of recovery included meeting the service user as worthy
of help, supporting the exploration of personal meaning,
supporting the exploration of suicidality, (psychologi-
cal) continuity and predictability, offering a responsive
partnership in navigating recovery, inviting service user
involvement in medication decisions and accounting for
service users’ relational context.

Our findings are both congruent with and comple-
ment previous research. Irrespective of context, suicide
attempt survivors wish for collaborative professionals
and continuity of care, including more follow-up efforts
and fewer transfers during treatment processes, e.g.,
[5, 23, 24]. More attention to peer and natural network
resources have also been requested by suicide attempt
survivors in previous studies, e.g., [22, 25]. Service
users also frequently perceive some professionals as
unprepared to discuss suicidality, e.g., [22, 25, 26]. The
service users in this study emphasized the importance
of early and consistent opportunities for both the thera-
peutic exploration of meaningful topics and biomedical
interventions to alleviate suffering, the one not being
seen as a substitute for the other. Similar appreciative
and critical views on psychotropic medication have also
been reported in previous studies, e.g., [22].

Suicide attempt survivors’ appraisals of helpful
aspects of care mostly coincide with those presented
by other psychiatric service users, e.g., [27]. However,
careful exploration of the suicidal act may be consid-
ered as a need specific to this service user population.
While not systematically highlighted in previous quali-
tative studies, this need was emphasized by the present
participants. In short, these service users join those in
earlier studies who have called for patient-centered care
with need-based opportunities for a variety of interven-
tions, e.g., [23, 24].
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Reflections on the Medical Model

The frustrations users report with current services
may be seen as reflecting Medical Model-related issues
previously addressed in the literature [6, 7, 28-31].
The Medical Model is the paradigm favored by West-
ern modern medicine. Despite controversy, it also
dominates both research and practice in the fields of
psychiatry and suicidology. In the Medical Model, sui-
cidal behavior is understood as symptomatic of an
underlying illness or disorder of the individual (e.g.,
depression) for which curative or symptom-reducing
treatment is seen as the primary route to preventing
further suicidal behavior. Acceptable interventions
posit targeting a specific cause of this illness or disorder
with an effective specific ingredient, whether biologi-
cal (e.g., psychotropic medication targeting a neuro-
chemical imbalance) or psychological (e.g., a specified
therapeutic intervention targeting suicidal cognitions).
As cures are understood to be disorder-specific, stand-
ardized assessment methods (e.g., symptom invento-
ries) are preferred to ensure accurate diagnosis. With
mounting quantitative evidence [4], such common fac-
tors as the therapeutic alliance are increasingly recog-
nized as relevant, but their value is seen as indirect or
instrumental (e.g., enhancing adherence to treatments
delivering specific ingredients) rather than healing per
se.

While the Medical Model may be credited with many
advances in modern psychiatry and suicide prevention,
its challenges in alone informing effective responses to
mental health issues in general and suicidal behavior in
particular have been repeatedly addressed in the litera-
ture (e.g. [6, 7, 27, 28]). The present findings may be seen
as reflecting these challenges. The Finnish Current Care
Guidelines [16] for suicide prevention and intervention
after attempted suicide acknowledge the existence of
alternative models of suicidal behavior, i.e., that suicidal
behavior may be understood as at least partly independ-
ent of any illness or disorder. However, these guidelines
rest firmly on the Medical Model, as do the health care
practices informed by them. In their appraisal of these
practices, the present service users echoed criticisms of
the Medical Model in reporting frustration with what
they perceived as an overly individual focus in care, an
over-emphasis on medication, diagnoses and standard-
ized procedures, an inadequate focus on the underlying
interpersonal or social causes of suicidality, and treat-
ment discontinuity caused by the structuring of services.
These practices were often perceived as objectifying and
contributing to a sense of not being seen or valued as
one’s unique self. On the other hand, when professionals’
general stance was perceived as empathetic and collabo-
rative, Medical Model-informed intervention contents
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(e.g., psychotropic medication, referral to specialized ser-
vices) were often highly valued by the participants.

Interestingly, many service users seemed to be caught
up in a personal debate about the most efficacious model
of responding to suicidality. In their accounts, they
argued consecutively for the primacy of medication and
the primacy of psychological or social interventions in
suicide prevention. These service user reflections pre-
sented an interesting parallel to the controversy and
debate among professionals, communicating a similar
co-existence (rather than achieved integration) of differ-
ent paradigms. Echoing Engel’s [32] classic proposition
of a biopsychosocial model for the treatment of mental
health issues, most of the service users offered framings
of suicidality as both (1) symptomatic of an illness with
biological causes and thus curable with medication, (2)
expressive of psychological vulnerabilities and thus suit-
able for psychological interventions, and (3) as rooted in
their social context and thus best alleviated by interven-
tions targeting their relationship with this context.

The Finnish Current Care Guidelines [16] also state that
biological, psychological, and social factors all contribute
to the pathway to suicidal behavior. However, social fac-
tors seem to be largely overlooked in current health care
practices, perhaps due to their awkward fit with the Med-
ical Model (see also: [33]). In the present study, all the
participants had been offered biological remedies and at
least some form of psychological support or intervention,
as laid down in the Finnish Current Care Guidelines. But
while these guidelines cite, e.g., community support as a
protective factor, they do not suggest possible interven-
tions targeted at social or interpersonal aspects of recov-
ery. In keeping with these non-specific guidelines, few
service users in the current study reported receiving sup-
port focusing on the social aspects of recovery.

The present service users seemed, however, to find
such recovery tasks highly relevant. They called atten-
tion to their social context in expressing worry about
affected loved ones or sorrow over their lack of close rela-
tionships. Those who had been assigned sick leave often
described being thrown further off balance by loss of
the social roles associated with work or study and need-
ing (but rarely receiving) help in adjusting to, or com-
pensating for, this. Many saw relationships with peers as
potentially highly meaningful and wished for (but rarely
received) help in finding such resources. The conclusion
Kerkhof ([10], p 63) reached two decades ago in an evalu-
ation of the Finnish Suicide Prevention Program has not
yet lost its relevance: “[t]here still appears to be a gap
between medical paradigms and sociocultural paradigms
in understanding and preventing suicidal behavior” Our
results, like those of earlier qualitative studies, underline
the importance of finding ways to close this gap in order
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to provide effective, need-based interventions for those
at greatest risk of suicide.

Ethical considerations

While the value of service user participation in suicide
research is evident, study designs require careful ethi-
cal consideration to prevent any adverse consequences
for participants in this highly vulnerable population,
e.g. [34]. Hence the present effort to address key ethical
issues included procedures to ensure genuinely volun-
tary participation, safety in the event of heightened dis-
tress during or after the interviews, and protection of the
participants’ data and identity. These procedures seemed
to ensure safe and meaningful participation: all the ser-
vice users reported satisfaction with their participation,
even when they acknowledged feeling somewhat fatigued
after the interview. Several participants described par-
ticipation as a deeply meaningful experience and many
spontaneously expressed their willingness to further par-
ticipate in similar efforts. One participant described the
experience:

“I find it really valuable to be able to put these expe-
riences in words and know that someone is inter-
ested in this side of things...the view of someone
navigating these processes and their perspective, in
a deep sense, on the treatment they have received...I
mean, I've filled in feedback forms in the past, but
they feel kind of faceless..When I was considering
participating, I knew I had stories to tell, this is not
my first time around, and it feels [valuable] to be
able to share my perspective”

Ethical concerns include recognition of both researcher
positioning and procedures enhancing validity [35]. This
study was inspired by the first author’s wish to under-
stand the experience of those using the psychiatric ser-
vices she was also engaged in providing. This positioning
may be seen as both an advantage and a threat to valid-
ity. While the first author’s personal engagement with
the target service system allowed for a deeper contextual
understanding of the participants’ accounts, it may also
have presented risks through, e.g., preconception bias.
The validity-enhancing procedures included a reflective
journal (documenting a genuine learning process, includ-
ing surprises, during the data collection and analysis),
data sessions and discussions with other members of the
research group, and dialogues with several peer audi-
ences to invite multivoiced challenges to the emerging
analyses.

Strengths and limitations
The service users participating in this study were diverse
in age, sex, socioeconomic status, previous service use
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and history of suicidal action. However, only a minor-
ity of those eligible decided to participate. While the
uptake rate may be considered good for a qualitative
study requiring such deep participant engagement, it is
important to note the possibility of self-selection bias in
the sample when interpreting the results. Service users
with more resources and further along in their recovery
are likely over-represented in this sample. The scarcity of
minority representation in the sample limits the useful-
ness of these findings for understanding service experi-
ences in minority groups vulnerable to both negative
service experiences and suicide. Future studies could also
include thus far understudied groups such as persons for
whom a suicide attempt has resulted in permanent physi-
cal disability. Themes identified in this study may form
a useful starting point (e.g., in brief questionnaire form)
for a quantitative investigation of service experiences in a
representative sample of service users.

We plan to report findings on participants’ experiences
of health care services and ASSIP in separate publications
to allow for a more detailed exploration and discussion of
each. However, service users’ experiences of ASSIP have
likely affected their appraisals of encounters in the health
care system, and vice versa. ASSIP seemed to benchmark
some desirable aspects of care, which may have resulted
in greater service user frustration with other services. In
the first 1-2 months following ASSIP, psychiatric services
seemed to fail as often as they succeeded in supporting
service users’ continued work on recovery tasks that they
had identified as personally relevant during ASSIP. Ser-
vice users left without such support experienced this dis-
continuance as undermining the gains they had made in
ASSIP, while those receiving such support felt they were
further building on these gains.

Conclusion

In this study, we sought in-depth understanding of
suicide attempt survivors’ perspectives on health care
services after a suicide attempt. We believe our find-
ings are useful for both clinicians, service developers
and policy makers. In line with previous research, ser-
vice users reported that being met with empathy and
respect fostered a sense of hope, self-worth and belong-
ing, while hostile or dismissive staff attitudes created
barriers to care and even accelerated self-harming
behaviors. Adequate predictability and continuity of
services was perceived as crucial for both making and
retaining recovery gains. Service users called for the
need-based availability of both (bio)medical remedies,
psychological interventions (including an explicit, but
not exclusive, focus on exploring suicidality), and inter-
ventions targeting their relational context and sense
of social belonging. The responsiveness of services
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to individual needs and preferences was described as
key, with service users emphasizing that one valued
intervention modality (e.g., psychotropic medication)
cannot substitute for another (e.g., therapeutic conver-
sation). Interventions targeting social aspects of recov-
ery (e.g., attention to affected loved ones; facilitation
of peer support and social belonging) were most often
found to be lacking in current services.
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ABSTRACT

Background A history of attempted suicide is the most significant predictor of suicidal death. Several brief interventions
aimed at tertiary suicide prevention have been investigated in clinical trials. However, suicide attempt survivors’
experiences of such interventions have rarely been reported.

Objective To explore how suicide attempt survivors perceive the impact of the Attempted Suicide Short Intervention
Program (ASSIP).

Method We interviewed 14 Finnish adults who had received ASSIP as an adjunct to treatment as usual. Semi-structured
interviews took place 4-10 weeks after the last ASSIP session. A conventional content analysis of the interview data is presented.
Results Three core categories depicting ASSIP’s perceived impact were identified. The core category life-affirming change
comprised subcategories of feeling better, thinking differently, acting differently, and having new resources. The core category
collateral effects comprised difficult feelings and cognitive overload. The core category incompleteness of change comprised lack of
destred change, gains as incomplete, need for sustenance, and unrealized potenrial.

Conclusion Clients perceived ASSIP as effectively facilitating life-affirming change but agreed that further support was necessary
to retain and build on these gains. Identified needs for improvement included more predictable post-ASSIP service paths and more
support for involving affected loved ones.

Keywords: suicide attempt; brief treatment; clients’ perspective; qualitative; ASSIP

Clinical or methodological significance of this article: Suicide attempt survivors are at high risk for further suicidal
action and difficult to engage in services. Our findings indicate that the Attempted Suicide Short Intervention Program, a
brief suicide-specific add-on intervention, has the potential to make an impact perceived by clients as deeply meaningful.
Importantly, ASSIP seems to facilitate remoralization, the formation of credible safety strategies, and motivation to
further engage in services and work on long-term recovery. However, our findings also call for closer attention to the
accessibility of post-ASSIP support and opportunities for engaging affected loved ones after a suicide attempt.

Introduction engaged in services, especially in the long-term,

hence the need for interventions that are both

A history of attempted suicide presents a significant readily available and brief (e.g., Lizardi & Stanley,
risk for eventual suicidal death (e.g., Bostwick et al., 2010). Recent research has produced evidence
2016). Suicide attempt survivors are not easily supporting several brief or very brief interventions
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(e.g., Brown et al., 2005; Gysin-Maillart et al., 2016;
Jobes, 2012; Rudd et al., 2015; Stanley et al., 2018).
Many of these share key components, including colla-
borative exploration of suicidality, planning for future
crises, and “caring contact follow-up” (Jobes &
Chalker, 2019). While the effectiveness of brief inter-
ventions in reducing repeated suicidal acts has been
investigated (McCabe et al., 2018; Sobanski et al.,
2021), suicide attempt survivors’ evaluations of
their impact have seldom been reported.

The Attempted Suicide Short Intervention
Program

The Attempted Suicide Short Intervention Program
(ASSIP) (Michel & Gysin-Maillart, 2015) is a brief,
suicide-specific intervention designed as an adjunct
to treatment as usual (TAU). ASSIP’s integrative
approach was inspired by observations of the poor
fit of the prevalent medical model to the needs of
those who attempt suicide (Michel et al., 2002;
Michel et al., 2017). In ASSIP, suicidal behaviour
is primarily understood as goal-oriented action, i.e.,
a perceived solution to unbearable mental pain.
ASSIP also draws on cognitive-behavioural theory,
attachment theory, and narrative theory in its under-
standing of effective post-attempt intervention.
ASSIP comprises 3—4 weekly sessions and follow-up
letters over two years. Goals and tasks are manualized
for each 60—90-minute session (see Table I). An early
therapeutic alliance is facilitated by use of the narrative
interviewing style and a non-judgmental, collaborative
approach by the therapist. Video-playback of the
suicidal narrative invites the patient to review the
episode from a (co-)observer position within the
safety of the therapeutic alliance. This allows for joint
reflection and clarification of the chain of events
leading to the suicide attempt, thereby fostering
insight and the motivation to develop personal safety

strategies. Sessions are highly collaborative and
include psychoeducation, case conceptualization, the
formulation of long-term goals, personal vulnerabil-
ities, specific suicide triggers, personal warning signs,
and safety strategies (Michel & Gysin-Maillart, 2015.).

In Finland, ASSIP has been implemented by
MIELI Mental Health Finland (MIELI), a national
non-governmental organization (NGO). At MIELI
Suicide Prevention Centers, it is provided by health-
care professionals but outside the healthcare system.
While the ASSIP manual does not include the
client’s natural network (e.g., family) in the interven-
tion, clients in Finland are offered an opportunity to
invite loved ones along in the fourth session.

Previous Findings on the Outcomes of ASSIP

To date, two randomized clinical trials of ASSIP have
been published. Gysin-Maillart et al. (2016) originally
compared ASSIP as an add-on to TAU to TAU alone.
Respective re-attempt rates for groups receiving
ASSIP + TAU and TAU alone were 8.3% and
26.7%. A mean hazard ratio of 0.17 for a suicide
attempt in the ASSIP group indicated an 83%
reduced risk of attempting suicide during two-year
follow-up. In Finland, Arvilommi, Valkonen, Lind-
holm, Gaily-Luoma, Suominen, Ruishalme, et al.
(2022) compared the rates of suicide attempts in
groups receiving either ASSIP or crisis counselling
as augments to TAU and found the difference in re-
attempt rates non-significant.

In the United States, a modification of ASSIP
delivered to suicide attempt survivors with substance
abuse disorders during hospitalization was tested in a
small pilot RCT (z=34). This study reported high
patient satisfaction but also relatively high re-
attempt rates (Conner et al., 2021). Secondary ana-
lyses of the RCT data from Gysin-Maillart et al.
(2016) have explored, e.g., cost-effectiveness (Park

Table I. Contents of the Attempted Suicide Short Intervention Program.

Clients are asked to narrate, in their own words, how it came about that they attempted suicide. This narrative

interview is videotaped with the client’s consent. The first session ends with a collaborative suicide risk assessment

Client and therapist watch the videotaped narrative together, pausing to jointly reflect on important episodes. At the

end of the second session, clients are given a psychoeducative handout (“Suicide Is Not a Rational Act”) and asked
to return it with personal comments in the third session, after which the therapist prepares a draft summary of the

Session 1

using the Suicide Status Form (Jobes, 2006).
Session 2

client’s narrative for the case conceptualization.
Session 3

The client’s comments on the psychoeducative handout are discussed. The case conceptualization is completed

collaboratively. This includes reviewing and revising the summary of the client’s narrative; addressing key
vulnerabilities and triggers associated with the suicidal episode; and identifying warning signs, safety strategies and
long-term goals. These are documented in writing and given to the client.

(Session 4)

In the ASSIP manual, clients are offered an optional fourth session to complete tasks or practice safety measures. In

our sample, clients were encouraged to invite their loved ones along for this fourth session.

Continued
contact

After the sessions are completed, semi-standardized letters reminding the client of the work done and the possibility of
contacting the therapist are sent for the next two years at 3, 6, 9, 12, 18 and 24 months after the last session.

Clients are invited to reply to the letters with updates if they so wish.




et al., 2018), the association between the therapeutic
alliance and suicidal ideation during follow-up
(Gysin-Maillart et al., 2017; Ring & Gysin-Maillart,
2019/2020), changes in coping (Gysin-Maillart et al.,
2020), and changes in reasons for living and reasons
for dying (Briidern et al., 2018; Gysin-Maillart et al.,
2022). Ongoing studies include a large ASSIP RCT
in Sweden (National Library of Medicine, 2020).

Quantitative research on ASSIP has accumulated,
but qualitative reports of clients’ experiences of the
intervention remain scarce. This is typical in suici-
dology, as quantitative methods dominate the field
and qualitative data — while often collected in some
form during the developmental phases of novel inter-
ventions — remain unpublished. To date, the only
empirical report from ASSIP clients’ perspectives is
from an unpublished mixed-methods effectiveness
study conducted in Lithuania (Latakiené et al.,
2022). In this study, the five women and two men
who received ASSIP as an add-on to TAU reported
a positive perception of the respectful, collaborative
nature of the therapeutic relationship and the focus
on suicide-specific treatment tasks in ASSIP, while
being rather critical of TAU.

Aims of the Current Study

We explored participants’ reports of how their
engagement in ASSIP had affected them in the short
term. Our aim was to produce a data-driven interpret-
ation of participants’ experiences that can inform the
further development and implementation of ASSIP.

Method

This study applied an exploratory qualitative design in a
naturalistic setting. Participants had recently attempted
suicide and subsequently received both healthcare ser-
vices (TAU) and ASSIP. Here, we report our findings
on participants’ experiences of ASSIP. The present par-
ticipants’ experiences of TAU have been published else-
where (Gaily-Luoma et al., 2022). Our primary data
consist of in-depth participant interviews focusing on
experiences of services received after the suicide
attempt. We also had access to participants’ ASSIP
case conceptualizations. These were reviewed to
enhance contextual understanding of the participants’
situation and routes to suicidal action.

Study Recruitment

Participants were recruited through the MIELI
Mental Health Finland Suicide Prevention Center
(MIELI) in Helsinki, Finland. Clients entering
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ASSIP, excluding those under age 18 and/or resident
outside the Hospital District of Helsinki and
Uusimaa, were invited to participate. In ASSIP, a
suicide attempt is defined as a completed or inter-
rupted action that, in the person’s own understand-
ing, is aimed at taking their life. ASSIP is not
recommended if (1) the suicide attempt occurred
during a psychotic episode, (2) a current substance
abuse disorder is serious enough to impede engage-
ment, or (3) serious self-harm is habitual. These eli-
gibility criteria were applied in this study.

ASSIP was provided by four therapists, all of
whom were trained healthcare professionals. The
therapists were members of a team centred on the
provision of ASSIP, with regular ASSIP-related
team supervision. Three had completed their
ASSIP training with the developers of ASSIP
(Konrad Michel, MD and Anja Gysin-Maillart,
PhD) some years prior to the study, and one com-
pleted training during the study. All eligible clients
were informed about the study by their ASSIP thera-
pist at the beginning of the first ASSIP session.

Participants

Of the 104 eligible clients informed about the study, 18
gave their initial consent and 14 participated in the
research interview. The participants were diverse in
both their demographics and history of suicidality.
Seven (50%) were registered as female and seven as
male. Five (36%) were aged 18-29 years, four (29%)
3045 vyears, three (21%) 4659 years and two
(14%) were over age sixty. Ten (71%) participants
were currently students or employed, two (14%)
were unemployed and two (14%) were pensioners.
Highest education ranged from a high school
diploma to a graduate degree. Thirteen (93%) partici-
pants were white, and one was of mixed ethnicity.

We use the term “index attempt” to refer to the
suicide attempt that led the participants to engage
in ASSIP. Eight (57%) participants reported a life-
time history of one or more suicide attempts before
the index attempt. Methods planned or used in the
index attempt included intoxication, self-cutting,
leaping from a height, motor vehicle collision, and
electrocution. Physical consequences ranged from
need of emergency medical intervention to no phys-
ical injury. During the current episode, all partici-
pants had used emergency services, twelve (86%)
were psychiatric outpatients, four (29%) had been
inpatients, and two (14%) were receiving psy-
chotherapy in addition to ASSIP.

ASSIP is designed to target suicidal behaviour and
is not focused on psychiatric diagnosis, and hence
participants’ diagnoses were not systematically
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documented. However, past and current diagnoses
spontaneously reported by the participants included
a range of mood disorders, anxiety disorders,
trauma-related disorders, eating disorders, sub-
stance-abuse disorders and borderline personality
disorder. Some participants reported a life-time
history of delusions and/or hallucinations, but none
during the current suicidal episode.

Participants reported a variety of reasons for their
suicide attempt in their ASSIP narrative. Most nar-
rated relationship troubles as key triggers of their
suicidal crisis, citing, e.g., a recent break-up, strained
or abusive family relationships and/or loneliness as a
major contributor to the attempt. Other prominent
stressors included financial issues, work exhaustion,
no fixed abode, and lack of work/meaningful pas-
times. About half of the participants cited traumatic
childhood experiences (e.g., loss of a parent, phys-
ical, sexual and/or emotional abuse in the family
and/or in peer relationships) as contributing to their
suicidality. Several reported having experienced the
suicidal death of a close friend or family member.
While in most narratives the suicidal process had
begun in childhood or early adulthood, two partici-
pants reported having experienced psychological
well-being into middle-age and linked their suicide
attempt solely or primarily to a current stressor
(e.g., unbearable physical pain due to a somatic
illness).

Study Interviews

To allow participants some distance to review their
experience of ASSIP, the study interviews were
planned to take place 3-5 weeks after the last
ASSIP session. Scheduling difficulties led to slightly
longer delays (4-10 weeks). Differences between par-
ticipants in their schedules for entering and/or com-
pleting ASSIP meant that time from the index
attempt to interview ranged 3—-6 months. The semi-
structured interviews were conducted by the first
author, a psychologist experienced in the care of
suicidal individuals, and took place at the MIELI
Suicide Prevention Center. The interviews lasted
45-120 min and were video recorded. Experiences
of ASSIP were investigated first, followed by explora-
tion of any other services received by the participant.
In addition to the participants’ general experience of
each service, the interview topic guide explored
which aspects of services participants perceived as
helpful, unhelpful, or even hurtful, surprising
elements, suggestions for improvement, and partici-
pants’ subjective assessment of whether each
service received had been helpful to them. The inter-
viewer had no part in the provision of ASSIP, and
efforts were made to make participants feel

comfortable in sharing both positive and negative
experiences of ASSIP. Although all participants
answered all the questions in the topic guide, the
order of the topics varied, as the interviewer followed
the participants’ narrative lead. Initial impressions,
insights, and questions elicited during each interview
were documented in a reflective journal by the
interviewer.

Data Analysis

To achieve a data-driven description and interpret-
ation of participants’ experiences of ASSIP’s impact,
we used conventional content analysis (Hsieh &
Shannon, 2005). The primary steps taken to ensure
the quality and validity of the analysis included pro-
longed engagement, persistent observation, iteration,
reflexivity, and a degree of investigator triangulation
(e.g., Stiles, 2003). The analytical process was led by
the first author and reviewed and refined jointly by
all authors. First, the interviews were transcribed ver-
batim and read/listened to multiple times to enable
immersion in the data. Next, data excerpts relevant
to the research question were systematically identified
in each participant’s transcript. These included all the
meaning units in which the participant discussed being
impacted in any way by their engagement in ASSIP.
After identification, all meaning units were open
coded. Open-coded units similar in content were
then organized into clusters, creating emerging cat-
egories. This was followed by a cyclical process of (1)
choosing a descriptive label for each tentative category,
(2) checking for the fit of each piece of open-coded
content under the chosen labels, and (3) either re-
labeling or re-organizing the data when the open-
coded content and category labels showed poor fit.
As the meaning units often contained multiple mean-
ings, we allowed the same unit to be assigned under
more than one category (e.g., when a positive change
was also described as incomplete or accompanied by
collateral anxiety). While clusters closely correspond-
ing to the current core and subcategories emerged
early in the analysis (e.g., as clusters of positive experi-
ences; negative experiences; changes in ways of feeling
and ways of thinking), the labels and hierarchical
relation of the categories to each other were repeatedly
refined throughout the writing process.

In presenting the results, we report the number of
participants informing each finding in general terms:
2-3 participants =“a few” or “some”, 4-6
= “several”, 7-10 = “many” and 11-13 = “most” of
the total of 14 participants. Data quotes have been
translated from the original Finnish and edited for
readability, while preserving the original meaning as
closely as possible. Brackets in quotes indicate
where text has been altered or added for clarity and
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change in four subcategories: lack of desired change,
gains as incomplete, need for sustenance and unrealized
potential. The results are presented in Table II.

Life-affirming Change

All the participants reported that ASSIP facilitated
some kind of life-affirming change. Change was
described as new emotions, new cognitions, new
behaviours, and new resources.

Feeling better. Positive emotional experiences
such as feeling “relieved”, “safe” or simply “better”
were reported by most participants. Within the thera-
peutic relationship, participants’ described feeling
“valued”, “taken seriously”, “free to talk”, “free to
set boundaries”, “not feeling judged or guilty” or
“not feeling like such an alien”. Many described
feeling that their ASSIP therapist was genuinely inter-
ested in them, cared, and wanted to help. This was
often presented as a surprise (e.g., “I even wrote in
my journal about it, that it felt like someone actually
wants to talk to me and hear my thoughts!”) and/or
as a contrast to other experiences of interactions
with healthcare professionals. These positive experi-
ences were reported as facilitated by organizational
practices (e.g., “[the fact that] my therapist called to
make the first appointment [instead of a clerical
employee] made me feel welcome”; “there was no
hurry”), the skill of the ASSIP therapist (e.g.,
“[they] really knew how to /iszen””) and the ASSIP pro-
gramme (e.g., “it was crucial that I got to start by
telling the story of my life”; “I got to really talk
about my suicidality ... the topic has been avoided in
my other treatments”). Several participants reported
feeling differently toward themselves as a result of
ASSIP, typically describing more self~-compassion
and/or less guilt. This was attributed to the therapeutic
relationship, video playback, and/or psychoeducation.
One participant described the effect of the psychoedu-
cation component: “It’s good to understand that it’s a
dissociative state, an exceptional state ... I was able to
accept it so that I no longer blame myself for it...
before I just wallowed in self-blame.”

Many participants described feeling differently
about the future. One participant expressed it thus:
“Already in the first session I started feeling
hopeful, I got so scared, thinking I’d never want to
kill myself again.” Although only a few participants
spoke explicitly of hope, most communicated a
renewed motivation to see what the future would
bring. No participant reported feeling actively
suicidal at the time of the interview; instead, most
spontaneously reported a determination to never
attempt suicide again.

Thinking differently. New insights were
reported by most participants and typically con-
cerned elucidation of the reasons behind the suicidal
crisis and/or changes needed to prevent such crises
recurring in the future. Some participants (particu-
larly those reporting a proneness to dissociation)
described as meaningful the realization that their
suicide attempt was psychologically caused rather
than a random occurrence: “Maybe I understood
why I was there only when I started talking, and I rea-
lized that I’ve had quite a lot of stressors around me
and it hasn’t happened in a vacuum that I suddenly
feel really bad again”. Insights into the suicidal
episode were attributed to the opportunity to
discuss it thoroughly, something which many partici-
pants had found wholly lacking in their encounters
with other healthcare professionals. Being able to
narrate their suicidal episode, the use of video play-
back, and participating in safety planning and/or
receiving psychoeducation were all cited as facilita-
tors of these insights.

Most participants reported personally meaningful
insights into the specific dynamics fuelling their suicidal
crisis. Such insights concerned a wide range of topics,
including the effect of their upbringing (e.g., how diffi-
cult emotions were handled in their family of origin),
significant life events (e.g., losses, significant relation-
ships), interpretations of significant events (e.g., how
a traumatic event had affected their self-image) and
personal characteristics (e.g., a tendency to bottle up
difficult feelings) on their suicide attempt.

Insights into the suicidal process were often
described as powerful, empowering and/or transforma-
tive, one participant stating, “I’ve been able to dig out
of myself a perhaps significant insight ... in the course
of three short sessions I [realized] that I have no
need for another suicide attempt, that’s amazing.”
This participant reported that insight into the causes
of the suicide attempt also offered an alternative
route out of suffering and thus resulted in no longer
needing to die. Another participant described a mean-
ingful insight concerning a behavioural pattern they
experienced as frustratingly irrational:

The problem was that when I get depressed, no one
at work notices anything, but at home I’m absolutely
devastated. In ASSIP I realized this pattern came
from my childhood family...It felt important to
find some reason for it, because I have wondered
why I can’t act like others at work: that if I'm
exhausted, I’d do [less].

Many participants described gaining a new perspec-
tive on themselves and/or their situation and com-
monly reported that this had also resulted in new
thoughts and emotions. The therapists’ questions,
comments and/or active listening were often credited



for facilitating such insights. One participant
described the effect of hearing their expressions of
suffering echoed by their ASSIP therapist:

When you hear it from another person’s lips, even if
it’s exactly the same thing [you’ve said], it brings a
new perspective to it ... it’s not so like selfish ... and
then you might experience a little feeling of sympa-
thy ... it doesn’t feel the same in your own head as
when the other person says it, so it just opens your
perspective a little more.

New compassion for oneself and/or the alleviation of
guilt were often reported as a result of new perspec-
tives and insights. One participant also reported a
new perspective offered by the ASSIP therapist as
directly impacting their reasons for wanting to die:

[The reason for my suicidal behavior was that] I
wanted to cause as many problems as possible for
the [institutions that had done wrong by me] ... I
wanted those people to feel bad ... [my ASSIP thera-
pist] found a counterbalance in saying that you won’t
gain anything from it ... that the only ones who will
grieve are your family, and you don’t want to hurt
your family like that, do you? That had a really
important [influence].

Psychoeducation was reported by some participants
as affecting their ability to understand what had hap-
pened, their emotional reaction to the situation and/
or their capability to resist the possible re-emergence
of suicidal impulses in the future. A first-time user of
mental health services described its effect:
“[The psychoeducative hand-out was] useful in that
everything kind of rang true...It [was] a bit of a
wake-up call for me...I had never read or even
thought about such things before.” Another partici-
pant with previous suicide attempts and ample
experience of mental healthcare described a similarly
meaningful impact:

It helped me to understand what happened in me
and that it is not such a rational act ... to remember
that [the attempt] leaves a memory mark so that
you can understand that if you have the same kind
of thoughts, you can know that it’s because of that
... maybe it helps you so that you can maybe not
go there or maybe you can resist those thoughts,
when you can remind yourself [of the psychoeduca-
tive information].

Acting differently. A few participants reported
the emergence of new observable behaviour as a
result of ASSIP. For example, one participant’s
insight that a family pattern had been fuelling their
perfectionistic work performance had resulted in be-
haviour change: “At work, I find that maybe I no
longer think I need to be an excellent employee, it’s
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enough that I’m good....I do certain things well,
but I don’t worry too much about the other stuff.”
Some participants cited their silence around mean-
ingful issues as a key contributor to their suicidal
crisis: “Everything has always gone wrong because 1
haven’t talked, and I want to change that.” These
participants described their engagement in ASSIP
as breaking this behavioural pattern:

For the first time we talked about things starting
from my childhood. I had insights about why I am
the way I am. These things had never been dis-
cussed or even asked about. My problem is that I
don’t talk. It was important to be able to tell [my
story].

While many participants described a marked positive
change in their functioning in comparison to the
period immediately following the suicide attempt,
they typically made no explicit attribution of this
change, or they attributed it to causes other than
ASSIP. However, one participant reported that
ASSIP had directly resulted in better day-to-day
functioning:

A month after [the attempt] it was really difficult to
do the cleaning at home or get things done, every-
thing felt like a burden, but then ASSIP made it
easier to get back to my everyday life. When you
could talk about things directly and not just have
those thoughts stuck in your head, it was much
easier to deal with them afterwards.

Having new resources. Most participants
reported gaining new, meaningful resources
through ASSIP. Many participants emphasised the
importance of a credible personal safety plan, as in
the following example:

We made me the safety plan, which seemed like a
really good idea, because even though I’ve been in
therapy for many years I’ve never actually had one
... 1t was really concrete and specified how before I
feel completely self-destructive, what precedes it,
and I had to think about it and articulate it on
paper and there were suggestions for interventions
at different points, it wasn’t left so abstract... I like
having very precise instructions so that if you’re
feeling really confused, it’s easier to understand
them.

Several participants referred to a specific piece of
advice that had made the safety plan feel usable. As
one participant put it:

At first I thought that the safety plan is no use in real
life. The problem is, if I call emergency services when
I’m standing there with the rope in my hand, what do
I say? ... But then [my ASSIP therapist] told me to
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say that I’m calling because my safety plan says so ...
That made it useful for me.

Many participants mentioned appreciatively the
opportunity to contact ASSIP if in crisis, and some
described that having knowledge of the follow-up
letters made them feel good and safe. Knowledge of
other crisis resources was also described by some as
providing safety.

Both the case conceptualization and the psychoe-
ducative homework sheet were cited as resources
for further work on recovery. The summary of the
participant’s narrative, (typically referred to by par-
ticipants as “my own story in writing”) was
reported by several participants as a valuable
resource for sharing with loved ones and/or pro-
fessionals. Some participants described using
ASSIP materials as a resource to remind them-
selves of the important insights and plans made in
the ASSIP process. The two participants who
were currently in psychotherapy reported having
shared their case conceptualizations with their psy-
chotherapist and working on goals identified in
them. Several others hoped to do the same, once
(or if) they found a stable enough post-ASSIP
treatment relationship.

Collateral Effects

While all participants’ accounts of ASSIP were pre-
dominantly positive, many also reported difficult
feelings and/or cognitive overload related to their
engagement in the intervention.

Difficult feelings. The most commonly reported
negative impacts were anxiety before or during ses-
sions and/or exhaustion after sessions. One partici-
pant reporting a traumatic history of being filmed
and severe anxiety at the idea of videotaping
described the situation as follows:

I was really anxious, but it was handled really nicely
so that when I said I was nervous, it was like ‘okay,
the camera doesn’t have to be right in front of
you’, like your anxiety is a circumstance that can
also be taken into account.

Video playback was described by this participant as
deeply meaningful, inspiring insight and an unex-
pected emergence of self-compassion. Another par-
ticipant described a common experience of
exhaustion after sessions: “Between [the sessions] I
was perhaps a little exhausted, and they were
anyway so exhaustive, so between them I didn’t
really think or linger on [topics discussed in sessions],
they kind of stayed in the sessions.”

These quotes are representative of how collateral
effects were reported: while some ASSIP-related
anxiety and/or exhaustion was reported by many par-
ticipants, none presented these feelings as especially
problematic. Anxiety provoked by ASSIP was
reported as resolved or made tolerable by the sensi-
tive actions of the ASSIP therapist. Reports of
exhaustion were accompanied by positive notions
such as feeling relieved after having “let it all out”
and/or a sense of achieving meaningful gains
through the tiring efforts.

The clearest description of collateral distress was
given by a participant who had not fully understood
why they were videotaped in the first session. They
reported that this confusion combined with a ten-
dency to paranoid ideation about cameras led to con-
siderable anxiety. The issue was resolved in the
session and the participant reported feeling safe and
comfortable afterwards. However, they emphasised
the importance of explaining the presence of the
video camera in a way that an overwhelmed client
can understand.

A few participants reported experiencing diffi-
cult feelings in relation to their ASSIP therapist.
One participant reported worrying about causing
their therapist distress: “I’ve always felt bad
when I’ve left, that I’ve given them shit like this
...I know they’re trained but hearing a horror
story like [mine], I hope they’re able to shut it
out”. However, this worry had not prevented
meaningful participation. Another participant
reported sadness coinciding with gratitude:
“After [the last session], I had some difficult
days when I was like, ‘Help, I’'m not allowed to
come anymore!’ [ASSIP] had become an impor-
tant journey, so I had to spend a few days mourn-
ing that it was over.”

Cognitive overload. Some participants reported
that engaging in ASSIP contributed to cognitive
overload reflected in experiences of confusion and/
or memory problems in the early phase after their
suicide attempt. One participant described a ten-
dency to dissociation triggered by stressful situations,
including ASSIP sessions, resulting in partial
amnesia regarding what had been discussed.
Another reported that being a client of both ASSIP
and mental health services had resulted in stressful
confusion over the dates, times, and locations of ses-
sions. Some others also reported impaired cognitive
function compromising their ability to engage with
ASSIP in the initial sessions, explaining that it took
some weeks for their “thoughts to be set in motion
again”, some crediting ASSIP with helping to bring
this about.



Issues with cognitive overload, even when resulting
in dissociation, were not presented as representing a
problem with ASSIP per se, but rather as an inevit-
ability to be dealt with in the vulnerable post-
attempt period. A few participants commented on
the importance of notes, text messages and other
written reminders, and for some the video playback
and/or written materials in ASSIP seemed to serve
as meaningful reminders.

Incompleteness of Change

Most participants reported that despite its brevity,
ASSIP had felt like a “whole process with closure”
and “achieved what it was meant to do”. However,
even the most satisfied participants stated that their
recovery process remained ongoing and required
further support. Some also reported disappointment
that a specific desired change and/or potential benefit
had remained unrealized in ASSIP.

Lack of desired change. The most explicit
expression of disappointment with change achieved
in ASSIP came from a young participant, who pre-
sented other gains as subsidiary in the absence of
change in the underlying desire to die:

I don’t know [whether ASSIP helped me move
forward], maybe in the sense that it helped me to
be able to talk freely, because usually the suicide
topic is avoided. And I was always crying in
ASSIP, I was free to cry. But I don’t know if it
helped — well, it hasn’t helped so much with the
feeling that you don’t want to kill yourself, but it
has helped more with just how to recognize that
you are going in that direction. [There could have
been more of a focus on] how to get away from
thoughts of suicide...I feel like that was pretty
much disregarded.

Another participant’s disappointment was expressed
more subtly in that despite ASSIP being perhaps “a
crucial support” in the interim period after discharge
from hospital, it had provided “no enlightenment”.
This participant attributed their recovery from
suicidal ideation primarily to other sources (e.g.,
medication) and described the ASSIP experience as
follows:

After the [last] session I was a bit like “Well, that’s it
then.” Although luckily ASSIP has continued
contact planned, at that point I was still in a pretty
dark place. So I was thinking like “So this was it
and what was the use in the end?”, it felt a bit like
am I left on my own here.

Gains as incomplete. Participants reported new
ways of thinking but also that more insights remained
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to be discovered, new understandings to be consoli-
dated and/or a need to check if their insights held:
“There’s terrible self-criticism going on in my head
that I should confirm as true ... confirm this [new]
observation about myself”. Similarly, participants
reporting behavioural change were pleased with the
changes they could already observe, but their
accounts made it evident that the process was incom-
plete. The participants citing “learning to talk” as a
central recovery goal described this task as ongoing
and a crucial focus of their post-ASSIP psychiatric
treatment. Several participants reported that they
were not yet functioning at the level they wished for
or that was typical for them, one participant describ-
ing being in a state of in-between in the recovery
process:

This isn’t over yet ... I want to live but I don’t want to
work and those who know me from before know I’ve
always been a hard worker ... You need to get back to
your own life and [for me] work is an integral part of it.

Need for sustenance. Even participants describ-
ing pivotal gains often emphasised the incomplete-
ness of their recovery and/or its contingency on
further support. Many made clear their motivation
and need to continue actively working towards
further gains. One participant with a history of two
suicide attempts described this experience:

I’m going to seek long-term psychotherapy now. [In
ASSIP] I gained a more holistic picture of my life, so
now I feel like, when I get therapeutic help, I can
maybe finally break this pattern. Because the crises
in my life, they’re no longer disconnected experi-
ences, but they became like a kind of a story...
When at the end of ASSIP we wrote down my
goals for future psychotherapy, it somehow clarified
the picture a lot. ... It opened up a perspective of
hope ... it’s not just hope to survive this one crisis,
but somehow it seems to bring hope that the rest of
my life may be a bit different.

In this and similar accounts by other participants, the
incompleteness of change was not experienced as
negative per se, but instead strongly associated with
hope, a sense of agency, and a motivation to do the
work. However, this hope was presented as contin-
gent on the availability of appropriate support. This
participant, like several others, reported painful
awareness of the likely obstacles between their
current situation and finding the desired therapeutic
relationship or other resources critical for further
recovery gains. At the time of the interview, half of
the participants seemed fairly confident that they
would be provided with necessary support after
ASSIP, while the other half expressed considerable
concern over the availability of such support.
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While many participants described a desire to keep
actively working on further change, some were satis-
fied with the gains already made. However, even
those who reported satisfaction felt that sustaining
their gains required further support. Whereas all
the other participants wished for continued support
beyond ASSIP’s follow-up, one participant described
feeling that the resources acquired in ASSIP along
with its continued contact constituted enough of a
“safety net”. Those desiring further support also fre-
quently stated that knowledge of ASSIP’s continued
contact was an important sustaining factor for them.

Unrealized potential. None of the participants
had taken up the opportunity for an ASSIP session
together with loved ones. Several participants
expressed the view that including their loved ones
in the ASSIP process would or might have been
important, but that for it to happen, the opportunity
would have needed to be “pushed more”. These par-
ticipants reported that inviting loved ones along
seemed daunting, and that they would have needed
more support to be able to go through with it. One
participant described this ambivalence:

There was talk about that fourth meeting with loved
ones ... I think that could be something to consider,
whether it could be a bit of a must. I think that for me
at least it’s easy to let [the opportunity] pass...I
think it might be good, because it could be a good
opportunity for those close to me. I don’t know
how much my loved ones have talked about or
gone through [what happened], because it’s
obviously been a tough thing for them as well, so it
could be an opportunity for them to get therapy. It
would be good to have more encouragement,
because even though I thought that “yes, after the
holidays [I’ll do it]”, it’s easy to let it slide when
you have other things to do. And of course approach-
ing loved ones to see if they want to is a bit of a
hurdle, although I think it could be good for them
too.

Two other comments on ASSIP’s failure to realize a
desired resource were made: one participant reported
that coming up with alternative routes of action in a
crisis situation felt difficult and rushed, implying
that a credible plan for future crises had not been
achieved; another expressed disappointment that
peer resources had not been available in the form of
written material or opportunities for contact with
peers.

Discussion

This study explored clients’ experiences of change
following participation in the Attempted Suicide
Short Intervention Program (ASSIP), a brief

suicide-specific intervention delivered as an adjunct
to treatment as usual (TAU). We have previously
reported on the same participants’ perceptions of
the helpful and hindering aspects of TAU (Gaily-
Luoma et al., 2022). Here, we investigated the sub-
jective impact of ASSIP as an add-on intervention.

Participants reported a range of impacts that they
experienced as meaningful and attributable to
ASSIP. These impacts included both internal
change (new emotions, cognitions, and behaviours)
and acquiring new resources (to enhance safety and
to enable sharing and further change). Many of
these gains were directly related to key risk factors
for suicidal behaviour, e.g., not feeling so alone,
guilty or worthless, finding hope and self-com-
passion, and forming strategies and acquiring
resources for remaining safe in future crises. In line
with Owens et al. (2020), many of the reported
changes (e.g., being able to talk, feeling more motiv-
ated or having insights) were understood by partici-
pants as both a meaningful outcome and a route to
further change.

The reports of remoralization early in the interven-
tion may best be understood as general effects
induced by factors common to bona fide psychother-
apeutic interventions (Wampold & Imel, 2015), such
as the relief provided by a strong therapeutic alliance
and hopefulness created by the credibility of the
treatment frame. The participants’ reports indicate
that ASSIP in its current delivery context effectively
facilitated these general effects, whereas TAU often
failed in this respect (Gaily-Luoma et al., 2022).

Participants also commented on the role of
ASSIP’s suicide focus and “specific ingredients”
(Wampold & Imel, 2015) in providing both
suicide-specific gains and further remoralization.
They reported having gained a clearer understanding
of the dynamics and drivers of their suicidal behav-
iour, allowing the formation of safety strategies,
recovery goals and a more hopeful and/or confident
outlook on the future. This was attributed to
ASSIP’s persistent focus on and multimodal explora-
tion of the suicide attempt as part of the participants’
life-career. Congruent with reports on ASSIP in
Lithuania (Latakiené et al., 2022), the suicide-
specific focus was highly appreciated, partly
because opportunities to explore the suicidal
episode had been found lacking in TAU (Gaily-
Luoma et al., 2022).

While ASSIP’s direct focus on the suicidal episode
was uniformly appreciated, participants differed in
the relative value they accorded its various com-
ponents. Interestingly, participants with widely
different emphases on what specifically was meaning-
ful in ASSIP reported that the intervention was well-
suited to their personal situation. Their accounts



suggest that the experience of genuine collaboration
with the ASSIP therapist (rather than feeling they
were objects of the intervention) allowed participants
to retain their engagement in ASSIP even when a
specific task did not feel of particular use personally.

Perhaps the most novel “specific ingredient” of
ASSIP is the videotaping and playback of the suicidal
narrative. This was found highly impactful by the
majority of participants. Their descriptions of its cog-
nitive impact resembled the observations of Valach
et al. (2018) on suicide attempt survivors’ verbaliza-
tion of insight in a self-confrontation interview. Many
also reported meaningful emotional change, such as
the emergence of self-compassion. However, similar
gains from ASSIP were also reported by a minority
of participants who had found this specific task
non-important or had been unable to fully complete
it due to anxiety. While the causal role of any
“specific ingredients” for gains in ASSIP or in other
psychotherapies remains debatable (Wampold &
Imel, 2015), ASSIP’s current combination of ingre-
dients seems to be one way of effectively facilitating
both general remoralization and suicide-specific
gains after a suicide attempt.

However, several participants felt that the current
combination could be further improved by adding a
relationship-focused component. In exploring these
participants’ experiences of TAU, we previously
identified seven key aspects of services that partici-
pants found helpful (Gaily-Luoma et al., 2022).
Four of these key aspects were consistently reported
as present in ASSIP, including the experience of
being valued, support in exploring both suicidality
and related meaningful topics, and an adequate
sense of psychological continuity and predictability.
Two aspects, a responsive partnership in navigating
recovery (e.g., arranging for basic needs) and invol-
ving clients in medication decisions, were only
reported as relevant for TAU (not ASSIP).
However, the seventh aspect, accounting for
clients’ relationship context, was found lacking in
both ASSIP and TAU. Neither was experienced as
providing adequate support for engaging with signifi-
cant others or finding supportive peer interactions.

We deem this an important finding, given how
individually focused current suicide-specific inter-
ventions for adults are. In recent years, the potential
value of peer relationships in tertiary suicide preven-
tion has received increasing attention (see
Schlichthorst et al., 2020). However, interventions
or practices targeting existing meaningful relation-
ships (e.g., the family) in a suicidal adult’s life are
largely absent in the tertiary prevention literature
(Frey & Hunt, 2018). The current participants wel-
comed the new relational experiences (e.g., opening
up, feeling accepted, and allowed to set boundaries)
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that originated and were manifested in the thera-
peutic relationship. A more direct focus on the
suicidal individual’s relationships might allow for
similar relational gains in natural networks.

The need for more relationship-focused interven-
tions seems particularly poignant in the context of
the reasons for suicidal action typically reported by
suicide attempt survivors. The present participants,
like others across cultures and age groups (e.g.,
Beniwal et al., 2022; Burdn et al., 2016; Kim et al.,
2020), stated that relationship issues were a major
contributor to their suicide attempt. Interpersonal
experiences have been found to be common as
reasons for both living and dying (e.g., Jobes &
Mann, 1999), and a suicide attempt attributed to
interpersonal conflict may present an elevated risk
for repetition (Burdn et al., 2016). Many survivors
experience guilt and shame over the consequences
for others of their suicide attempt, often finding
themselves both worried about loved ones and
unsure how to approach them. These feelings, rela-
tional in nature and often difficult to endure, may
perpetuate suicide risk. In the current study, some
participants reported an alleviation of guilt as an
outcome of ASSIP, but several were left wishing for
an opportunity to discuss the suicidal incident with
affected loved ones. We believe this should be con-
sidered in the further development of ASSIP and
other suicide-specific interventions.

The current qualitative findings complement those
of a recent Finnish randomized clinical trial (RCT)
(Arvilommi, Valkonen, Lindholm, Gaily-Luoma,
Suominen, Ruishalme, et al., 2022), which com-
pared ASSIP with crisis counselling (CC) as adjuncts
to TAU. During the two-year follow-up, 29.2% of
service users receiving ASSIP re-attempted suicide,
a non-significant difference from the 35.2% of
service users receiving CC. The RCT had no
control group and thus gave no estimate of ASSIP’s
effectiveness per se, but rather provided a re-attempt
rate for suicide attempt survivors receiving services
(brief intervention + TAU). As such, the results
leave much to be desired. Of the 160 service users
participating in either ASSIP or CC, 31.9% re-
attempted, with 80.4% of first re-attempts taking
place within one year of the index attempt and 57%
of those re-attempting making more than one re-
attempt during follow-up (Arvilommi, Valkonen,
Lindholm, Gaily-Luoma, Suominen, Gysin-Mail-
lart, et al., 2022).

The current qualitative study and Arvilommi
et al.’s RCT were not related, but participants in
each were served by the same healthcare system.
The current participants’ accounts suggest that the
system’s effectiveness in preventing re-attempts
may be undermined by a lack of adequate continuity
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in suicide attempt survivors’ service paths (also dis-
cussed in Gaily-Luoma et al., 2022). Most of the
current participants found that despite its brevity,
ASSIP was of an appropriate length for its suicide-
specific focus and achieved an effective working
through of the suicide attempt. However, almost all
participants asserted that they required further
post-ASSIP support (e.g., talking therapy, medi-
cation and/or occupational services) to achieve the
longer-term recovery goals identified in ASSIP.
This support, in turn, only seemed readily available
to some of the participants.

The observation that participants typically
emerged from ASSIP motivated to engage in
further services and continue working towards per-
manent change is encouraging. Lack of service
engagement is a key obstacle in suicide tertiary pre-
vention (Lizardi & Stanley, 2010), as suicidality is
associated with the risk of non-attendance (e.g., Kas-
teenpohja et al.,, 2015), and non-attendance in
follow-up psychiatric services after deliberate self-
harm is associated with an elevated risk for death
(Qin et al.,, 2022). However, these participants’
expressions of motivation, hope and agency inspired
by ASSIP were often intermingled with uncertainty
and worry, sometimes desperation, as the availability
of further meaningful support remained uncertain at
the time of the interview.

In conclusion, the current participants described
ASSIP as a highly valuable add-on treatment for
suicide attempt survivors. They found its suicide-
specific focus and programme to facilitate remorali-
zation, the formation of credible safety strategies,
and motivation to engage in further life-affirming
efforts. While they were mostly satisfied with
ASSIP’s outcome, they underlined the incomplete-
ness of their recovery process, suggesting that ade-
quate continuity of post-ASSIP service paths may
be key in realizing its full potential in suicide preven-
tion. Participants were also left wishing for more
approachable opportunities to engage affected loved
ones in their processing of the suicide attempt, a
finding worth considering in the further development
of ASSIP and other suicide-specific interventions.

Strengths and Limitations

This study is a rare qualitative exploration of suicide
attempt survivors’ experiences of a brief, suicide-
specific intervention. As ASSIP is designed to
target a diverse population of suicide attempt survi-
vors, we believe that the heterogeneity of our
sample (representative of the heterogeneity of
Finnish ASSIP participants) is a strength of this
study. We found no evidence that, e.g., age, sex or

history of mental health, suicidality, and/or service
use were critical factors in our participants’ percep-
tions of ASSIP. However, the small sample size
(typical of an in-depth qualitative study) did not
allow a fine-grained exploration of how experiences
of ASSIP may vary within vs. between subgroups of
ASSIP users. Also, with participants representing a
self-selected minority of eligible service users, it is
likely that those with better base-level functioning,
a more positive experience of ASSIP, and/or further
along in their recovery are over-represented in this
sample. It is possible that, e.g., more critical views
of ASSIP may have been elicited with a different
sampling method.

This study explored clients’ subjective experiences
of the short-term effect of ASSIP. Our findings allow
us to conclude that ASSIP has the potential to
provide short-term gains that suicide attempt survi-
vors find highly meaningful. However, we can only
speculate on how these gains translate into longer-
term outcomes. Future studies should aim to
combine qualitative information on clients’ first-
person experience of suicide-specific interventions
with both baseline and follow-up data on, e.g.,
suicidal action, service use, psychiatric symptoms
and well-being. This would allow for rich insight
into their effectiveness, limitations, implementation
issues, and needs for further development.
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ABSTRACT

Background: Suicidal persons’ contacts with services present a key opportunity for suicide
prevention. However, interventions by services are not always effective. A deeper
understanding of suicidal service users’ agency and its implications may facilitate the provision
of meaningful responses to help-seeking during suicidal crises. This study explores the
recovery-related agency of suicide attempt survivors and the perceived role of interactions with
services in facilitating or hindering it.

Methods: Fourteen Finnish suicide attempt survivors were interviewed in-depth on their
experiences of interacting with services during a recent suicidal episode. An operationalization
of recovery-related agency as the expressed ability to take (mental or physical) action in a
direction perceived as aiding recovery from suicidality (i.e., the coupling of recovery-related
intentionality and power) was used to explore transcribed interviews through directed content
analysis. Data were further categorized based on whether the service context was perceived as
helpful or unhelpful to recovery efforts.

Results: All participants expressed both agency and non-agency in relation to their recovery
process. The relational context provided by services was presented as highly relevant for the
achievement and sustainability of recovery-related agency as well as for participants’
experience of safety in instances when agency was lacking. The results are presented as a
typology of recovery-related agency in its perceived relational context, with the categories of
sustained agency, strained agency, contained non-agency and uncontained non-agency.
Conclusion: The concept of agency helped capture important aspects of suicidal individuals’
recovery-related efforts and the role of services in facilitating or hindering them. The findings
illuminate the value of viewing suicidal service users as agents of their own recovery process

as well as the potential costs of ignoring this perspective in service delivery and design.
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BACKGROUND

Suicidal persons’ contacts with services present a key opportunity for suicide prevention.
However, finding meaningful ways to respond to service users in suicidal crises presents an
ongoing challenge for health services (1-3). The relative scarcity of research on suicide
prevention from the perspective of service users and/or as an interpersonal process may
contribute to this challenge.

The traditional medical model views the patient as a rather passive target of treatment
(4). While this model persists in guiding healthcare responses to suicidality, alternative
approaches to conceptualizing and optimizing the role of services have also emerged or been
adopted in the field of mental health. These include the self-determination theory (SDT) (5), a
theory of human motivation and behavior that is “centrally concerned with the social conditions
that facilitate or hinder human flourishing”, p. 3. The SDT emphasizes the point of view of
individuals (their motivations and experiences of basic need satisfaction) as relevant for the
outcomes of any health-promoting interventions and acknowledges the role of social contexts
in the formation of this point of view. Empirical findings have supported the SDT’s claim that
the provision of effective need support predicts treatment engagement and outcomes in
healthcare (5,6) and psychotherapy (5,7).

Other models of service-assisted change explicitly acknowledging the role of service
users’ subjectivity and intentionality include the contextual model of psychotherapy (8) and a
variety of recovery-oriented models for mental health services, e.g., (9). These models construe
service users as active meaning makers who choose and use different aspects of the help
available to them in creative and often unexpected ways, leading to outcomes that reflect the
unique relational process of each therapy (4,10,11) or, more broadly, each process of recovery
(12,13).

When the service user’s meaning making and intentionality are construed as relevant
for service outcomes, the concept of agency becomes useful for understanding how individuals
in suicidal crises use services and, in turn, how services may be of better use to these
individuals. While the concept of agency has received little attention in suicide research, we
find it potentially highly useful for understanding recovery-related behavior during suicidal
crises. Hence, we will propose a definition of recovery-related agency for the purposes of this

study. First, we define what is meant by recovery in the current context.



Recovery as an idiosyncratic process

Recovery is a concept used widely in the medical, health and psychological sciences. While
the traditional medical model defines recovery as the reduction of clinical symptoms below a
nomothetical threshold, models of personal recovery as a process of strengthening experiences
of agency, hope and meaning irrespective of mental health struggles have begun to gain
prominence also in the field of suicidology. Recently, Sokol et al. (12) presented a theoretical
model of recovery from a suicidal episode based on a literature review, and Ropaj et al. (2023)
(13) put forth a Delphi consensus on what recovery from suicidal behavior entails from the
perspective of those with lived experience. Both studies emphasize the idiosyncratic and
processual nature of recovery and the importance of service users being able to define recovery
for themselves rather than being pressured to meet standards set by services. Drawing on these
studies, we define recovery from a suicidal episode as a transformative process bringing about
life-affirming change. This definition gives center stage to participants’ own understanding of
a process that would lead them to perceive life as worth living and empower them to keep safe

even when suicidal urges resurface or persist.

A definition of recovery-related agency

Agency is a concept used in all fields of science concerned with humans as intentional beings
(e.g., philosophy, social sciences, psychology, and neuroscience). Its specific definitions and
their philosophical underpinnings vary widely across scientific contexts, and no single
definition of agency can meaningfully be proposed for more than context-specific purposes
(14). Our definition is informed by previous conceptualizations and discussions of agency in
the context of pursuing (therapeutic) change (4,10,15—-17), and aims to summarize the aspects
of agency most relevant in the current context.

For purposes of the current study, we defined agency as having four essential attributes.
The first is intentionality. Although the agent’s intentions may be more or less clearly formed,
agentic action is necessarily guided by both reasons and goals, i.e., an idea of why a specific
action should be taken or actively avoided, e.g., (14,15,18). The second is power, i.e., an agent
must have the (potential) power to affect other entities, although this potential may not be
realized in all (or any) of the ways intended, e.g., (19,20). The exertion of such power may be
any action (including an intentional omission of action), either mental or physical, with the
potential to move one nearer to achieving one’s goal (14). The third is an object, i.e., the
concept describes a relationship between a subject with intentionality and power and an object

of the intentionality that is (potentially) affected by the exercise of power. Again, this object
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may take the form of a mental, social, or physical “thing”, i.e., agentic action can be directed
at objects in one’s own mind, in the social environment, or in the physical world. The object-
related nature of agency is typically implicit in its definitions, but it is relevant for the current
context and thus included as an attribute here. Fourth, agency is necessarily bounded, i.e.,
agency does not imply or require omnipotence, e.g., (15,20).

In summary, we define service user agency in relation to recovery from a suicidal
episode as having (some) intentionality and (some) power in bringing about a transformative
process resulting in life-affirming change. Below, we explore cases of recovery-related agency
as presented in suicide attempt survivors’ accounts of their interactions with services during

their suicidal crisis.

METHODS

This study is part of a qualitative research project exploring suicide attempt survivors’
experiences of services. Our primary data for analysis consist of in-depth research interviews.
We also had access to the participants’ narratives of their index suicide attempt as documented
in the Attempted Suicide Short Intervention Program (ASSIP) (21), in which all had
participated.

Participants

Participants were recruited through the MIELI Suicide Prevention Center (MIELI), where they
had received ASSIP in relation to a recent suicide attempt (i.e., the index attempt). Participants
were diverse in their demographics and histories of suicidality and mental health. Participant

characteristics are presented in Table 1.

Services

Here services” refers to the variety of service providers reported by participants as intervening
in their crisis or considered by participants as potential sources of help. These providers
included public and private healthcare providers (e.g., psychiatric inpatient and outpatient
services, emergency services, occupational or student health services) and NGOs (all

participants had used MIELI services, and some had experience of other NGOs).



Table 1. Participant characteristics

%

Registered sex

Male 7 50
Female 7 50
Age

18-29 5 36
30-45 4 29
46-59 3 21
60+ 2 14
Current occupation

Employed 7 50
Student 3 21
Pensioner 2 14
Unemployed 2 14
Previous suicide attempts (before the index attempt)

Yes 8 57
No 6 43
Services used during current episode

ASSIP 14 100
Emergency services 14 100
Outpatient psychiatric care 12 86
Inpatient psychiatric care 4 29

Study interviews

Each participant took part in one semi-structured research interview conducted by the first
author. Study interviews took place at the MIELI Suicide Prevention Center (where participants
had also received ASSIP) 4-10 weeks after the participants’ last ASSIP session and 3-6 months
after their index suicide attempt. The interviews lasted 45-120 minutes and were video
recorded. Participants were invited to narrate the experiences and interactions they found
important in detail. In addition to the participants’ general experience of each service they had
received, the interview topic guide explored which aspects of these services participants

perceived as helpful, unhelpful, or even hurtful, surprising elements, suggestions for



improvement, and participants’ subjective assessment of whether each service had been helpful

to them.

Data analysis

We applied directed content analysis (22) to explore expressions of recovery-related agency in
the current data. In line with the definition presented in the introduction, we operationalized
“recovery-related agency” as the participant’s expressed ability to take (mental or physical)
action in a direction they perceived as aiding recovery, i.e., the coupling of recovery-related
intentionality and power. “Recovery-related non-agency” was operationalized as the expressed
inability to take such action or being confused as to what such a direction might be, i.e., their
expressed lack of recovery-related intentionality and/or power. In our operationalization, we
chose to take into account both descriptions of experiencing oneself as capable or incapable of
taking a desired action (i.e., reported experiences of having recovery-related power) and
reported behavioral expressions of this capability or lack thereof (i.e., reported exercises of
recovery-related power) as expressions of participants’ agency. We use the term “expressed
agency” to account for both forms of expression.

Because our research question concerned participants’ recovery-related agency in the
context of interactions with services, we limited our analysis to excerpts in which participants
described their agency specifically in relation to the context of services or professionals. We
included both reports of actual interactions with professionals (e.g., an emergency room visit)
and imagined (anticipated) interactions that participants described as relevant for their agency
(e.g., described expectations of what an emergency room visit would be like based on stories
from peers or the media or on one’s own previous experiences). Further, we focused on
recovery-related agency and thus did not explore expressions of agency toward other goals
(e.g., intentionality and power directed at taking one’s life).

In a previous analysis of the current data, we found that participants evaluated the
helpfulness of each service in relation to how well that service recognized and responded to
their personal recovery goals and tasks (23). Thus, for the purposes of this research, the
helpfulness of each service context was evaluated simply on whether participants reported
perceiving it as aiding work on personal recovery task(s) and goal(s) they had found relevant
in that specific context at that specific time (helpful relational contexts) or as unsupportive of
or even detrimental to such pursuits (unhelpful relational contexts).

In our analysis, we first worked through the transcripts to identify excerpts in which

participants discussed their recovery-related agency (i.e., expressed an ability or lack thereof
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to take action they considered meaningful for their recovery). Once we had identified all such
excerpts, we proceeded to sort them into two categories based on our operationalization of
recovery-related agency. After this, we re-categorized each excerpt based on the reported
helpfulness of the current context, i.e., on whether the relational context was perceived as
helpful or unhelpful in relation to the current recovery task/goal. The resulting two-by-two
matrix thus represented a typology of expressed recovery-related agency in the perceived

relational context of services.

RESULTS

Participants’ accounts varied in the relative frequency of agentic and non-agentic expressions,
but each account included examples of both. Within individual accounts, participants’
expressed agency varied from task to task (e.g., being able to take steps toward safety planning
but at a loss for ways to try repairing a valued relationship) and from situation to situation (e.g.,

being unable to ask for help in one situation but able to do so in another).

Personal recovery tasks as expressions of intentionality

Participants’ recovery-related intentionality was expressed in their personal recovery goals and
tasks (see Table 2). These goals and tasks represented the participants’ understanding of what
recovery meant for them (goals) and what actions would serve this end (tasks). The
identification of relevant recovery tasks was, in itself, a commonly cited recovery task,
meaning that participants’ recovery-related agency could be directed at clarifying intentions

(goals and tasks) as well as at gaining power to act toward an existent intention.

INSERT TABLE 2 HERE

While recovery tasks were presented as actions necessary for recovery, they were also typically
perceived as being beyond the participant’s independent power. Thus, interactions with

services were presented as highly relevant for participants’ recovery-related agency.

Services as the context of recovery-related agency

All participants reported interactions with services that had enhanced their ability to identify,
pursue and/or complete a recovery task, i.e., supported their recovery-related agency. Most also
described interactions that had left them without support or even directly hampered their

efforts. The context of a specific service or relationship was often presented as providing



resources that had facilitated the pursuit or completion of some recovery tasks, while
overlooking others. Thus, the same service or professional could be viewed as providing a
helpful context at one moment (when support coincided with the recovery task currently
perceived as relevant by the participant) and unhelpful at another moment (when support was
not available for another recovery task emerging as relevant).

Professionals’ recognition of and support for participants’ pursuit of agentic power was
appreciated and often also reported as leading to empowerment, whereas the lack of such
recognition and support left participants feeling frustrated and often also powerless.
Participants resented interactions in which their intentionality was overlooked, and often
responded with either covert or direct forms of resignation or rebellion when they felt that these
intentions were not recognized or respected. Perceived threats to the participants’ autonomy
often led to a form of protective retreat, e.g., refusing an offered form of treatment, dropping
out, or more subtly disengaging and deciding to withhold information from professionals.

Many participants reported that they had found it very difficult to communicate their
struggles with agency, even though they wished for these struggles to be recognized and
responded to. Participants associated this lack of power with both situational issues with trust
(e.g., fearing an unwanted response from a specific professional) and more general difficulties
in displaying vulnerability. One participant described an experience of being seen by
professionals as either fully powerless or all-powerful and their lacking in the power required
to correct the latter assumption:

I feel that either it is assumed that you are superhuman, like you can do everything ...

or then the opposite is assumed, like you can’t do anything ... it's a bit annoying because

you don't really know how you should behave, whether you should behave the way they
expect or whether you should behave in a completely different way, so it's difficult...

[I've noticed that] it's much easier to show that you're stronger [than they think], harder

to show that you're weaker I guess.

Participants’ recovery-related agency was thus presented as multifaceted and in complex
interplay with the relational context provided by services. Next, we present our categorization

of this interplay.
Recovery-related agency and relational context

In the participants’ accounts, both agency and non-agency was reported in both helpful and

unhelpful contexts. Thus, we present our results as a two-by-two matrix of recovery-related



agency and relational context. The four categories in the matrix are labeled sustained agency,

strained agency, contained non-agency and uncontained non-agency (see Table 3).

INSERT TABLE 3 HERE

Sustained agency

All participants reported on instances where they had been able to identify and engage in
meaningful recovery tasks and goals and felt supported in this work, experiencing emotional
tones of, e.g., confidence, safety, pride, and hopefulness. In these instances, agency was
achieved through or nurtured by joint efforts, support received and/or acquisition of new
resources. These were labeled as “sustained agency”, as the accumulative effect on recovery-
related resources (intentionality and power) was implied to be positive.

Sustained agency was often reported in relation to ASSIP’s facilitation of thorough
cognitive and emotional processing of the suicide attempt, a recovery task that participants
generally agreed was important. One participant described it thus:

It can't really be anything other than ASSIP that, well, it made me process [the suicide

attempt], or it made me- it didn't force me to do anything but got me do it and that

means it really hit the spot.
In some cases of sustained agency, participants had entered into a relational context with
agency (e.g., feeling prepared and able to delve into a difficult issue) and found the context to
further support it. In other cases, non-agency was transformed into agency by a sustaining
context. An example of the latter was given by a participant who entered ASSIP with a very
fragmentary understanding of the suicide attempt and cited understanding the suicidal process
as a critical recovery task:

I thought I would look crazy on the video, but it turned out that it was really clear what

had led up to the suicide attempt ... So it all kind of fell into place, because I hadn't

realized what [the suicide attempt] was all about.
Another common case of sustained agency entailed becoming able to complete or work on the
recovery task of asking for help in a crisis because the relational context recognized the
difficulty of this task and supported overcoming it. One participant gave an example:

I called [the outpatient clinic] a couple of times when I had questions ... [it’s really

difficult for me to] bother anybody, so it was good that I learned a little bit, I learned

how to contact them ... [it helped] that they showed me that they were worried about
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my wellbeing and we kind of rehearsed it every time that I should stay in contact so I
wouldn’t be left on my own to think about things.
When participants perceived the relational context to support their autonomy, they reported
being better able to utilize services in a way that effectively aided their recovery (e.g., by being
honest about their situation and engaging in treatment). In many cases being explicitly allowed
to regulate one’s engagement (e.g., to take breaks, to decide how much to disclose or to not be

required to commit long-term) was cited as having made it easier to participate in treatment.

Strained agency

Some participants had been able to pursue or accomplish a recovery task in the perceived
absence of any meaningful support or even in the face of straight-out rejection or sabotage of
their efforts. In these episodes, agency had been achieved or maintained through lone efforts
and self-exertion, resulting in the valued action toward recovery being accompanied by
emotional tones of, e.g., struggle, depletion, resentment, disappointment and forced self-
reliance. These were labeled as “strained agency”, as the accumulative effect of such agentic
efforts on personal recovery-related resources was implied to be negative.

Strained agency efforts were often cases in which participants had been rejected when
reaching for help with a recovery task but managed nevertheless to hold on to their intention
and continue pursuing the desired outcome, sometimes in explicit defiance of their setback. A
young participant narrated their experience of help-seeking during conscript military service:

I explained [to the army doctor] that I hadn’t been doing so well [since elementary

school] and I was depressed ... he was really accusatory or- he let me talk, and he asked

me some questions, and then I said ‘hey, I want concrete help, I don't have to be
discharged, but I would like some help with this’, so he thought for a moment and was
just like ‘this should be all cleared up with this talk now’, and I told him ‘no, it’s not
okay’, that I would really like to get help, or be told that I will get help, and then he
looked really angry and started to tap on the computer saying that I would be
discharged, and then he commented like ‘is it fair to the other guys’, that I’'m just weaker
than the others, how will the others react, if I leave, everyone else would start leaving
too, stuff like that, just like you’d expect from an army doctor, and then he- well, it was
pretty unpleasant to hear, but I thought I'd turn it into my strength, just to show him I'd

go and seek help after I was discharged, so that was useful about it at least.
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In another illustrative case of strained agency, a participant described solving their loss of
autonomy during an inpatient stay by leaving, contrary to the professionals’ recommendation,
in order to solve a recovery task they found urgent but which the professionals were not
responsive to:
One of my problems was that I was losing my apartment and had to find a new one. I
told [the hospital staff] about it but they were like ‘but you can't go out’, so I couldn't
get a new apartment or do anything to take care of those things, and then when I asked
for help they didn't help me with it either, so it was really frustrating. I had like a week
to find a new apartment, so it was a terrible stress ... they wanted me to stay [in hospital]
longer but I didn't see the point because I couldn't get anything done there.
The same participant described a struggle to be heard with their recovery needs, expressing
powerlessness in relation to certain recovery tasks and a wish for support in working towards
them:

I feel like something could have been done about [my problems with school and
family], but I needed help with it ... the doctor in the ward, they just told me that stuff
is easy to fix, like it's not a good enough reason [to feel suicidal] ... and just last week I
saw my [out-patient] psychologist, and they were like ‘you can just pick up the phone
and call and that will solve it’, but they didn't understand how difficult it is for me to
call ... [I would need] someone to do these things with me because I can't do them on
my own.

This participant described persistent strained agency efforts to acquire the needed support:
I've tried to make [the psychologist] understand that a phone call to the school, for
example, it’s such a small thing to them, but to me it's a really big thing. They haven’t
gotten it yet, but maybe someday.

While not yet giving up on the intention and effort to form a collaborative alliance with the

professional, this participant also described a sense of hopelessness (“I feel like my treatment

is kind of a dead-end right now.”). Similar undertones of disillusionment and emerging

hopelessness were typical in cases of strained agency.

Contained non-agency

In some episodes, participants described remaining incapable of recovery-related action even
in a context experienced as helpful. In these cases, participants reported their experience of

confusion, helplessness, or hesitation being accompanied by a sense of being supported,

12



resulting in a more tolerable emotional state. These were labeled cases of “contained non-
agency”, because the helpful context was perceived as providing protection from the most
harmful effects of the non-agentic state.

One participant described their experience of being supported in a state of confusion
and powerlessness after a devastating loss, and the feelings of safety this brought:

It was such a relief when I came [to the outpatient clinic], I was not very fit for work

and then the doctor was like ‘okay, let's take proper sick leave and defuse this situation’

... when you’re in these healthcare situations or talk about these difficult things you’re
in a vulnerable position, so the fact that someone takes the initiative like ‘okay, let's do
this’, it's so valuable, like you get to experience that you get a little control over your
life when you may not really be in control of yourself ... they have handled it really
well because my anxiety is specifically related to worries about the future, about
whether I’ll be left with nothing to support me ... it has been really effective how they’ve
engaged with me and assured me that help is available.

In cases of contained non-agency, participants often communicated a sense of relief, rest and/or

hopefulness despite experiencing themselves as powerless and/or confused. One participant

described the meaning of being provided with an emergency team during a vulnerable period:
The positive thing about it was the idea, that okay, if this person can’t get a permanent
healthcare contact right now because it’s full everywhere, then that’s a really good idea,
to find an unstable person a place they can visit and where someone checks on them
that they’re still alive, that’s really great.

Another participant fondly remembered the nurses who had expressed worry and compassion

during a vulnerable time:

[The nurses at the health center] were surprisingly supportive, they asked questions,
and when I told them about the time I tried to get help but nothing came of it, they were
like ‘oh, you got no help’, and then they asked me if I have any kind of plan for when
I get back home, and when I talked to them about it they seemed worried and were like,
‘hey, can you manage these two nights, you’ll get a call then and an appointment will
be booked’, and it was just like, for once they took it seriously.

Both participants reported this as an episode in which they had felt unsafe and lacking both the
stable intentions and power needed to guide themselves towards recovery. While neither had
received the immediate intensive help they wished for, both described the support they had
received as making them feel better despite remaining unable to trust themselves to act in their

own best interest, i.e., remaining non-agentic in relation to maintaining their safety. By
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alleviating some of the current emotional burden (driving suicidal behavior), the support they
received had made it easier for them to stay safe even if it did not instill any immediate sense

of their being able to control or regulate their behavior per se.

Uncontained non-agency

In cases of uncontained non-agency participants found themselves both unable to identify
and/or act toward recovery tasks and lacking any meaningful support for so doing. These
experiences were accompanied by emotional tones of, e.g., desperation, numbness, resignation,
and anger. These were labeled as cases of “uncontained non-agency”, because the unhelpful
context was described as leaving the participants without any protection from the most harmful
effects of their non-agentic state.

The role of a supportive context in making disclosure possible was discussed by many
participants. One participant, who cited “opening up” as a critical recovery task, described
struggling with this task in meetings with psychiatric services:

Especially since you were not used to any kind of treatment, you were pretty closed off

and feeling a bit of pressure and couldn’t really say anything about yourself, but then

[the professionals] also didn’t know how to ask, so then many times the hour went on

so that we were mostly just silent, and it was quite stressful. Somehow [the

professionals] seemed to assume that I would be able to open up right from the start,
even though the people were strangers and the whole context was completely unfamiliar
to me, so that didn't, that didn't do any good at all for [my situation].
This participant eventually dropped out of these sessions. They reported that support provided
by subsequent contacts with other services had empowered them to share personal experiences,
resulting in both emotional relief and meaningful insights, i.e., experiences of sustained agency.

A high barrier to contacting services and asking for help was commonly associated with
cases of uncontained non-agency. One participant described their dilemma when contacting
outpatient services to make their next appointment had been left up to their own initiative:

That worries me a bit, because [ would need some continuous support, but I don’t have

it, not even a scheduled appointment for my outpatient clinic ... I have the doctor's

number, so I can of course send them an SMS, but I don't know if I dare to do that ...

I'm not very proactive about these things, so now I'm just waiting for them to maybe

call me at some point ... I've always felt like I’'m a burden to others, that’s one of the
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biggest- that I don't want to be a burden, that they have better things to do, that I

wouldn’t dare [to bother them].

This participant also described a previous request for help (a strained agency effort toward
recovery) being met by an unhelpful context (failure to make a promised referral), resulting in
giving up (i.e., a shift to uncontained non-agency):

Either I wasn't taken seriously or then [the referral] just wasn't processed for some

reason, because I was promised that they would make a referral to a psychiatric clinic,

but I heard nothing, and then when I asked about it, they were just like ‘yeah, we’ll take

care of this for you at some point’, but the referral never came, so I gave up on it.
In cases of uncontained non-agency, participants were sometimes able to hold onto recovery-
related intentions despite experiencing a lack of power and support in acting towards realizing
them. In these cases, they reported being frustrated with their sense of drifting toward recovery-
hampering actions, such as being stuck at home, failing to maintain a reasonable daily rhythm,
or failing to show up for appointments, and feeling their recovery goals slipping further away
from them.

In some cases, experiencing the lack of both power and support was accompanied by a
loss of recovery-related intentionality, with participants describing an emerging sense of
indifference toward any recovery goals. These episodes could result in dangerous situations,
including suicidal behavior. Some participants reported episodes in which their ambivalent
intentionality had prohibited their spontaneous disclosure of suicidal thoughts or intentions.
For two participants, a suicide attempt followed such an incident. When asked why they had
not disclosed their suicidal intent (after voluntarily seeking help), one participant explained the
effect that a direct question might have had on their ability to make the disclosure: “Honestly,
at that point I thought I"d do it. But I wouldn't have lied if the psychiatrist had asked. I was
actually a bit surprised that they didn't ask.”

DISCUSSION

This study explored suicide attempt survivors’ accounts of their interactions with services. The
findings illustrate the complex interplay between service users’ recovery-related agency and
its perceived relational context during a suicidal crisis. The support provided by services was
presented as highly relevant for both participants’ recovery-related intentionality and power.
In participants’ accounts, perceived support often inspired or sustained empowerment towards

the tasks of recovery (sustained agency), and even when it did not, it provided safety (contained
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non-agency). In turn, while participants could remain agentic in relation to their recovery
process even when support was perceived as lacking (strained agency), such instances left
participants feeling depleted. Further, a lack of perceived support left them feeling unsafe when
they also found themselves lacking recovery-related intentionality and/or power (uncontained

non-agency).
Coaching behaviors as expressions of recovery-related agency

The participants’ agency was expressed both in setting goals for recovery and in coaching
services to be more helpful in achieving these goals, cf. (4,11). We find Bandura’s (15)
constructs of individual, proxy, and collective agency useful for understanding the coaching
behaviors the participants described. Individual agency refers to the (limited) control
individuals can directly exert on their circumstances. When goals are beyond individual agency
(as the participants typically found their recovery goals to be) proxy agency and/or collective
agency are needed to attain them (15).

Proxy agency is agentic effort directed at influencing others who may have the
necessary resources, knowledge, or other means to act on one’s behalf (15). The participants
often described regulating their interactions with professionals in complex ways to secure the
help they felt they needed to reach their recovery goals. In fact, some of their most tenacious
strained agency efforts could be viewed as forms of proxy agency, as they were directed at
influencing a gate-keeping professional in such a way that critical resources would become
available. On the other hand, the participants’ (sometimes similarly strained) efforts at forming
a collaborative therapeutic alliance reflected an understanding that achieving recovery goals
was a matter of interdependent effort rather than something another person could do for them,
i.e., in these instances they seemed to pursue collective rather than proxy agency (15). These
findings illustrate how the participants’ recovery-related efforts took a variety of forms, and

how services and professionals played a variety of roles in such efforts.

A self-determination theory perspective on recovery-related agency

The self-determination theory (SDT) (5) proposes that the satisfaction of three basic
psychological needs (autonomy, relatedness, and competence) in service interactions predicts
both service user engagement and outcome. Britton et al. (24) discuss the relationship between
autonomy and treatment engagement as well as the role of relatedness and competence in the
care of suicidal individuals, proposing the SDT as a framework for engagement-promoting care

throughout services. Some recent theoretical works have also proposed SDT’s tenets as a
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foundation for effective practices in suicide prevention (25,26), motivating a closer look at the
SDT in relation to the current empirical findings.

In the SDT, autonomy is defined as voluntariness, self-endorsement and congruence
with one’s authentic interests and values (5). In the current study, autonomy support could be
conceptualized as recognition of and respect for the participants’ intentionality. Such
recognition and respect was reported as facilitating engagement in treatment processes, which
then helped to further clarify recovery-related intentions and gain power. It also engendered
feelings of being heard and thus alleviated emotional pain. When participants’ intentionality
was not recognized or respected, they reported feeling, e.g., objectified, abandoned, and
coerced. Perceived threats to participants’ autonomy often led to a shift from pursuing
recovery-related goals to protective action, e.g., disengagement by dropping out or withholding
information.

Relatedness is defined in the SDT as a sense of social connectedness, i.e., feeling cared
for by and significant to others (5). In the current data, support for relatedness was presented
as relevant for recovery-related agency in at least two ways. First, participants expressed
appreciation for service interactions in which their need for relatedness was met. When an
empathetic other was available, participants described empowerment (sustained agency) or an
experience of being safer even when they continued to feel powerless (contained non-agency).
Second, participants often critiqued services for not providing enough support for recovery
tasks pertaining to needs of relatedness (23,27). Such recovery tasks included forming a safe
therapeutic alliance, resolving conflicts in significant relationships and (re-)connecting with
loved ones or peers. Perceived lack of recognition and support for these tasks was reported as
leaving participants’ powerless to progress towards many of their relationship-focused
intentions.

The third basic psychological need posited in the SDT is competence, i.e., the
experience of effectance and mastery. Appropriate task difficulty, positive feedback and the
provision of structure are proposed as facilitating feelings of competence (5). In the current
study, support for competence can be conceptualized as support for gaining or maintaining
agentic power. Interventions such as dividing goal work into small rehearsable tasks, noticing
achievements and providing information were cited as empowering. Perceived lack of structure
in interactions with services often left participants confused and powerless. In turn, structure-
providing interventions (e.g., ASSIP’s program and tasks) were often explicitly cited as making

recovery-related action possible (27).
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Recovery-related agency as co-created

From the participants’ point of view, recovery-related intentionality and power was co-created
moment-to-moment by the individual and their specific context. An understanding of recovery
as co-created is in line with both the SDT (5,7) and recovery models of suicidality (12,13). It
is also reflected in calls to acknowledge that a collaborative alliance is critical for any helping
efforts (1,28). However, the process of this co-creation has rarely been focused on in-depth in
suicide research.

We argue that the current study contributes both conceptual tools and empirical findings
useful for understanding the co-creation of recovery-related agency in suicidal individuals’
interactions with services. Importantly, the conceptualization of recovery-related intentionality
and power as distinct but necessary components of recovery-related agency provides a useful
perspective on assessing and dealing with obstacles to recovery-related action. It facilitates
trouble-shooting when recovery-related action does not seem possible (distinguishing lack of
recovery-related intentions from lack of power to act upon intentions) as well as identifying
service users’ expressions of both recovery-related intentions and power as crucial resources
for collaborative helping efforts. The concept of recovery tasks helps identify clients’ successes
in acting toward their recovery-related intentions even during on-going crises, thereby
facilitating encouragement of these efforts and feelings of competence.

The current findings illustrate how each response (or non-response) of services to help-
seeking behaviors may significantly affect service users’ ability to achieve and sustain
recovery-related agency, both directly (through alleviating or exacerbating emotional pain) and
indirectly (by affecting willingness and capability to further engage with available support).
Evidence-based models of suicide prevention are based on this acknowledgement (3,29).
However, health care service design and provision too often relies on practices that ignore or
minimize the basic interpersonal aspects of care and thus fail to capitalize on their potential
(1,2).

Further, the empirical results demonstrate how offering interactions and resources that
facilitate suicidal individuals’ recovery-related intentionality and power requires taking an
interest in what recovery goals and tasks the person finds relevant, cf. (13). Giving primacy to
the service user’s frame of reference does not exclude the possibility that services may also
contribute in ways as yet unimagined by the service user. On the contrary, the provision of new
perspectives and unexpected resources was perceived by service users as a valued aspect of

helping efforts (27). However, when professionals take the initiative in providing responses
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(e.g., suggestions, interventions, or formulations) that do not mesh with the service user’s
current understanding of relevant recovery tasks, these should be made in a spirit of dialogue
instead of being prescriptive, lest they be perceived as coercive or objectifying and thus
motivating protective action rather than engagement, cf. (5,24).

Finally, acknowledging service user agency also entails appreciating how any offer of
help is inevitably interpreted by and mediated through the subjectivity of the service user.
Professionals’ well-intended actions do not automatically bring about the intended outcome.
Thus, professionals and services need to accept the boundedness of their own helping-related
power and remain curious about the real-time effects of their interactions with suicidal
individuals. Further, consistent tracking of these effects should also inform corrective

responses, i.e., attempts to repair ruptures in the collaborative alliance, cf. (30).

Strengths and limitations

The main strength of this study is its focus on the contextuality of suicide attempt survivors’
agency in navigating recovery. Such explorations are rare in the suicide research literature, yet
they serve to inform professionals in valuable ways. We explored participants’ expressions of
recovery-related agency in relation to the range of services they perceived as (potentially)
available to aid their recovery, broadening our scope beyond service-user agency in, e.g.,
psychotherapy alone. However, the existence or expression of service users’ recovery-related
agency is not limited to the context of services, but is also in operation in their choosing to use
or not to use any potential resources, as well as in their independent recovery-related efforts
(4,16). Further, the current analysis focused specifically on participants’ agency in relation to
their self-identified recovery tasks, excluding expressions of agency or non-agency in other
areas (such as agency related to suicidal intentions). Thus, a variety of relevant perspectives on
suicidal individuals’ agency remain outside the scope of this article and await further research.

The current analysis is based on retrospective accounts, i.e., participants’
understandings of their service experiences as re-constructed at the time of the interview. These
understandings were inevitably affected by the participants’ current situation and emotional
state, the interview context and the many heuristics known to affect human memory recall (31).
Real-time data collection methods such as ecological momentary assessment (32) could help

diminish these issues in future research.
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CONCLUSIONS

The current findings illustrate both the fragility and the renewability of suicidal service users’
recovery-related agency and the possibilities that each service encounter presents to facilitate
or hinder it. Specifically, service interactions that recognise service users’ recovery-related
intentionality and power (or lack thereof) were described to facilitate service engagement,
empowerment, and safety in suicidal crises. These findings support the implementation of
suicide prevention practices that recognise and make use of service users’ agency rather than

ignore or diminish it.
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Table 2. Examples of participants’ recovery tasks and goals

Examples of personal recovery goals

Examples of personal recovery tasks

Ridding myself of the wish to die

Not being overwhelmed by negative feelings
Having/finding hope

(Re)discovering an interest in working or the ability to work
Being able to meet the demands of daily life

Having/finding a reason to stay alive

Getting back to my own life

Finding an apartment

Re-enrolling in school

Strengthening my sense of self-worth

Opening up about difficult issues

Forming an understanding of the suicidal process

Learning to manage recurrent suicidal impulses without acting on them
Asking for help when needed

Finding the right medication

Learning to talk about what's bothering me

Finding or returning to meaningful activities and/or relationships.
Getting traumatic experiences “off my chest”

Identifying personal recovery tasks

Maintaining a reasonable rhythm of daily activities

Getting out of the house and socializing
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Table 3. Recovery-related agency in its perceived relational context

Context perceived as helpful

Context perceived as unhelpful

Expressed agency

SUSTAINED AGENCY
The context is experienced as helpful, and the
participant is able to work on a recovery task or
complete it. Recovery-related action is possible and

the accompanying emotional tone is positive.

STRAINED AGENCY
The context is experienced as unhelpful, but the participant
takes it upon him- or herself to work on a recovery task or
complete it. Recovery-related action is possible, but the

accompanying emotional tone is negative.

Expressed non-agency

CONTAINED NON-AGENCY
The context is experienced as helpful, but the
participant is not able to work on a recovery task.
Recovery-related action is not possible, but the

accompanying emotional tone is positive.

UNCONTAINED NON-AGENCY
The context is experienced as unhelpful, and the participant
is not able to work on a recovery task. Recovery-related
action is not possible, and the accompanying emotional tone

is negative.
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