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Abstract

A suicide attempt is a very significant and usually disturbing event for the person who
makes the attempt, for his or her family, and famiclans who respond. Moreover,
epidemiological studies have established that a suicide attempt is associated with an
increased risk of subsequent attempt or suicide, suggesting that understanding more
about experiences following a suicide attempt may rapécations for prevention.

Yet, despite calls for more qualitative research in the field, there have been few
studies investigating these experiences. This thesis reports on a qualitative research
study in which adults who had made a suicide attemps iwméerviewed about their
experiences following the attempt. Lethality of suicide attempts varied buviteas

the moderate to severe range of medical seriousness. Ten participants (eight women
and two men, aged 28 to 52) were asked about the natume sifitide attempt, their
personal experiences in the period that followed, their interactions with family and
friends, and their experiences of clinical services. Findsnggort theoring a

suicide attempt as traumaith core experiences ¢dss of catrol, helplessness,
disconnection from othershame, guilt and humiliatiodMovement from helplessness
and disempowerment toward a sense of agency and control, and from disconnection
and aloneness to repaired relationships wareialaspects of the rewery process
Analysis of interactions with family and friends noted the significance of sustained
relationships and support, while also identifying a pattern of reciprocal recoil from the
horror of the suicidal crisis and mutual silences aimed at piarteaf self and other,
followed by efforts to repair ruptures in relationshipgperience of significaribsses
characterised the periddilowing the suicideattempt Respect and being taken

seriously vs humiliation, blame or indiffereneas the overarching theme in relation

to experiences with clinical servic&2ollaborative decisiommakingin the clinical

setting was experiencex central to overcoming helplessness and regaining a sense
of agencyPsychotherapy wagalued forcontainng distress and/or working through
underlying issuesRecommendationf®r practice ar@resentegdwhile acknowledging

the limitations of the study.
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Chapterll nt roducti on

There has been very little study of the natural life course following a suicide attempt.
ResearcHollowing up people who have made a suicide attempt has mainly focussed
on the statistical risk of a repeat attempt and/or completed suicide. Epidemiological
studies have examined the rate of suicide or repeated attempts and investigated risk
factors preditive of later suicidal behaviour. In contrasie currenstudyis focussed

on the experience of the person who has made a suicide athaaiihte impact of

that attempt on his or herternal emotional life anohterpersonal relationshipalso

ofinter est are the person’ s amlxwpataspeasoictrese o f

services are experienced as helpful or unhelpful

The starting point for thetudy came from reading a paperNdgGinley and Rimmer

(1992 discussingpatient anctlinician responses in the period immediately following

a suicide attempihe authors worked in a psychological assessment service for
peoplepresenting to an Emergency Departnieanting mae a suicide attemptOn

the basis of their clinical work they descildeow, in the immediate aftermath of a
suicide attempt, the person is shocked by what he or she has done and is plagued by a
range of depressive and persecutory anxieties. He or she is filled with depressive pain
but is also frightened about others knowatmput the suicidal action and worried

about how others will react. McGinley and RimniE992) suggeted that the patient

i s onfiote eamcerned about the state of mind of thassting him than he idaut

hi s own s t(pa58)eTheophtienhexpedts to be attacked for what he or she
has done (the damage to self and the pain caused to others), expects to be seen as
mad, bad or both. In response to these persecutory asxied patient may be

defensively angry and attackinbhis anger also functions as a defensive shield

against depressiadfect The person may feel humiliated about being so helpless and
out of control. He or she may feel guilty and ashamed, or maygbeeined of being
overwhelmed again by the psychological state which felt intolerable at the time of the
suicidal action. Given this complex and intense emotional experience, the person may
find it very difficult to think about or discuss what has happeaad may wish to

minimise the seriousness of the suicidal ac{MoGinley & Rimmer, 1992

cl i



McGinleyandRimmer(1992 identified the suicide attempt as a traumatic

experience, and suggested tthegtpattern of the emotional responses described above
could be understood within the context of reactions to trauma. It is traiuanzery
particular kind, however, ithat the suicide attempter is both the victim of a violent
attack and the perpetrator of a violent attack. Defensive responses to the trauma of
attempted suicide include rationalisation and dissociation as wellitiag@and

projection. Rationalisation may be used to minimise the seriousness of the act, to hide
the sense of compulsion often experienced, and to deny the fantasy, as described by
MaltsbergermndBuie (1980, that the self can survivle death of the body.

Dissociation is a frequent response to psychological trdbimanan, 199p, and

manifests as feelings of @ehmentnumbness or unrealityn the Emergency

Departmenthe patient may appear misleadingly cdMtGinley & Rimmer, 199

Further defensive manouvrgwsolve splitting of the self and others. Hospital staff

may be perceived as good (idealised) versus bad (cruel). Mc@miHimmer

(1992 pointed out that at the moment of sdal action the self is both abandoned

and cruelly treated and also abandoning and cruel. It is painful to think of oneself as
abandoning and cruel and more tenable to present oneself as the victim, but
underneath the person may feel intense shame armioerm about his or her

capacityto control aggressive impulséeh e pati ent’' s anxi eties abi¢
may be mirrored in negative, and indeedspeutory, responses from staff

(Pallikkathayil & Morgan, 1988 In struggling to respond to tlemmplexityof the

victim-perpetrator dualitythe staff may respond to the perpetrator with condemnation

or alternatively may respond with sympathythe victim. Either of these responses

based on splittingnvolves arunduesimplificationand overlooks or denies part of

the reality(McGinley & Rimmer, 1992

McGinley and Rimme(1992 wrotea bout t he person’s psychol o
few hours, or perhapdays, after a suicide attempt and whilst in a hospital seftimng

guestion arises as to what happens after Thet.current study is interested in

following this lead, and exploringxperienceduring the yeaor years following a

suicide attemptSurpisingly thereis very little research focusing on the period

following a suicide attempt, even though the risk of a repeat jattisrhighest during



that time(Owens Horrocks, & House, 2002Thinking about why this might be the
case raises the issue of where such research might sit within the overall field of

suicide research.

There has been some debate about the priorities and directions for-saccisied
research. For several decades the most common research paradigm has been
epidemiologicallarge scale, quantiiae studies investigating rateagthods and risk
factors for suicide or attempted suicide. These stugimsto provide information
relevant togprediction of suicide risk and the planning andargeting of preventive
programsWhile these studies have yielded large amounts of information about
populations at risk, they do not and cannot address all the necessary questions.
Robinson et al. (2008n Australia andBerman (2012in the U.S. have both argued
for a rebalancing of prioritieswith greater emphasis being given to studies focused
on interventionWhile these recommendatisrefer toclinical trials evaluating
interventions, it can also be argued that an understanding of subjective experiences
related to suicidalitys necessary in order to inform effective interven{iGutcliffe,
Joyce, & Cummins, 2004Among a number of further recommendatidderman
(2012 suggested we need studies that provide a clearer understantdow af

person movefom a chronido an acutdevel ofsuiciderisk. Studies of experiences
following a suicide attempt could contributeaiounderstandin@f what perpetuates

and/or exacerbateslicidality.

Cutcliffe et al. (200%called for more use of experiennear, qualitative research
methodology in the study slicidal feelings, thoughts and behaviour. This type of
research sits within another main strand of seigtlidiesthe indepth examination

of psychological processes in a single case study, multiple case studies or small
sample of suicidal individual3his strand encompasses clinical case studies,
psychological autopsy studies and qualitative resedahbh of this work involves
investigating and/otheorising the nature of the suicigadperience ostate of mind
and the aim is to understand psychotafjprocesses relevant to clinical assessment
and therapyBerman, 1991 The gproach has also extended to investigating
experiences of overcoming suicidal{gverall, Altrows, & Paulsn, 2006 and

experiences of being in treatmé¢Bamuelsson, Wiklander,sherg, & Saveman,



2000. The current study ig the tradition of this strand of researébcussed on in

depth exploration of psychological processes and life experience.

One reason fdiocusing orexperience$ollowing a suicide attempt concerns the
elevated risk for further suicidelated actionsnl manyepidemiologicaktudiesa
previous suicide attempias been the best single predictor of completed suicide
(Moscicki, 1999. Approximately 1% oSuicideattempters die by suicide during the
year following their attempts. The risk is greatest in the first year and especially the
first six months after the attembiut remainglevatedor some yeargHawton &
Catalan, 198)f However another reason for studying experiences after a suicide
attempt is becauswaking a suicide attempt is in itsalfcrisis for the person and for
family or friends.The suicide attempt is likely to generate significant distress and

have an i mpact on the person’s inner |if
the period after the attempt. How long these iatpavill reverberate and how they

will develop in the longer term is unclear.

The current study aims txploreexperiences following auicide attempincluding
experienceassociated with a person either beawgriess suicidal or continuing to
strugglewith suicidality The study aims to exploretipee r son’ s emoti onal
her experiences with family and friends and the way in which life unfolds during the
year or years following the suicide attenigat everyone who makes a suicide

attempt seekmedical treatmentr mental health car@®e Leo, Cerin, Spathonis, &
Burgis, 2005)although a majorithave someontact with mental health services

within a year of the attempdg¢hnston, Pirkis, & Burgess, 2008leverthelesshis

study aims to explorexperiences with health care and/or mental healthseaweces
andsystems. It is hoped the study will have significance for bliviciansengage

with those who have made a suicide attempt, and howptaayresponses and

programs which are most likely to reduce pain and suffering as well as lessen the risk

of furthersuiciderelated actions



Chapter2Epi demi ol ogi cal cont e X

This chapter first discusses issues of terminology, a complex issue in the field of
suicide studiesThis isfollowed bya brief overview of rates and risk factors

pertaining to suicide and suicide attempts, with a particular focus on Australia as the
location of the current study. Finally the chapter considers the issue of repetition of

suicide attempts.

2.1  Terminology and definitions

Despite many years, indeed decades, of clinical work and research concerned with
suiciderelatedbehaviourand ideation there is still no commonly agreed upon or
widely adopted terminology for this fielilVhile there is debate abdubw suicide
should best be recognized and defined, especially in the official determination of
cause of death, there is general agreement on two essential elemeirt#ictetf

death and some level of intent to ¢(ie Leo, Burgis, Bertolote, Kerkhof, & Bille
Brahe, 20060'Carroll et al., 1996 In the cotext of fatal outcomes, it is the issue of
intent, what it is and how to determine it, that provokes the most discuEbene. has
beeneven moralebate however aboutnomenclaturdor nonfatal selfinjurious
behaviour much of this also concerned witie issuef intent and this is the main

focus of this section.

A range of motivationandintentions may lie behind deliberate ske#frmor suicide
relatedbehavioursand the nature of the intent may be shifting and ambivalent.
O'Carroll et al (1996 set out v develop a system of nomenclature which they offered
to the field for consistency of usage. Within a largestem of terms, they

di stinguished between a suicide attempt

that the person intended at someeldéw kill him or hersel{even if ambivalent)and
“i nstr umemlatadehagial i wihdde e t he person did not
herself but *wished to use the appearance
to attain s @eThustintresrmonemcldture, feqching a conclusion

about the nature of intent is crucial.



Around the same time, howev@&iekstra and Garnefski995 argued infavourof

the term'parasuicideprecisely becausemakes no reference to intent. They
suggested that when asked aliatgntmany peoplevho have setharmedwill either
deny a wish to kill themselves or will simply say 'l don't knd@ekstra and
Garnefskiheldthat this 'obscurity of intent' (p.37) is not surprising, since at the time
of the act, most people, especially the young, are in the midst of grersenal crisis
and are feeling desperate and confused @y be affected bglcoholor drugs.

Thus they argued thétis obscurity ofntentmeans that intertoes not provide a
sound basis for classification. Instehdydistinguished parasuicideofn some other
forms of selfharm by specifying that iparasuicidehe act should not be habitual.
major multicountry research progratWHO European Multicentre stufiinitially
followed this path, defining parasuicide in terms of a deliberatehabh u a | ‘“‘act
with a nonfatal outcome that, without intervention from others, will causebselfr m’
(De Leo et al., 2006, p.8).

The term ‘' dhalr,imbierrcaltuedisred facts * wihash or wi t h
beenpreferred bysomeinvestigators, agaibecause itloes not require differentiation
ofintentHowever while terms such -lmar mpaawasiudci
the need to make a difficult, at times even impossible, judgment about intent, they end

up grouping together actions whiokayhave a very wide range of meaniniysits

l'iteral meani ng - laedoésaatdistiigulse betwbeelfharine s el f
with intent to diesel-harm which is in somkess straightforwardvay associated with

the idea of suicideand selfharm (ncluding repetitive selharm)which does not

involve suicidal ideatiomut rather has other aims and purposesthermore

O'Carroll et al(1996 argued that the term suicide attempt is so widely used and

intuitively accepted that any efforts to banish this term aedlito be unsuccessful.

One of the reasons for retaining terms suc|

behaviour i's to maintain the conceptual (.
nonfatal outcomesle Leo et al., 2006 However the idea that intent (in fatal or

nonf at al outcomes) can be defi nedhereis t er ms ¢
widespread acceptance®th n e i d(1883b)viesv that the suicidal person may not

primarily want to die but that living, aBe person currently experiences it, may be



unbearable. In this case, intent is not intent to die but intent to cease suffering, which

may nevertheless entail dealtihere is the further complication (in ndatal

outcomes) of who specifies intent clinician or the person whose intent is being
characterisecResearclfe.g., Bancrofet al., 1979fuggests clinicians and patients

may have different viewsoreover intent may change quite rapidly anid ialso

possi bl e that t he offherrownimentsnaychaage avertineer i sat i o
from before the action, to immediately aftardand agairsomeime later.Despite

the complexity of defining intent, the major nomenclature systems of the past decade

see intent as Recessargomponent.

TheNorth AmericanO’ Ca r r o(Silverngan, 8arnpan, Sanddal, O'Carroll, &

Joiner Jr., 2007ae-visited ther earlier nomenclature in the light of debates over the

ten years since the initial proposals. They acknowledgmdng other issuethat the

t e rimstrumental suicideelatedbo e havi or’ , t hough accurate ir

been seen as uskrendly. Their revised system of nomenclature included a category

ter med - Sluatceddebehaviors’, and within this
bet we ema r mydefifitonwi t h no sui ci dal i ntent), ‘“wu
rel ated behatviios urfadvditeer mint@ach) and ‘' sui ci de

degree of suicidahtent) (Silverman, Berman, Sanddal, O'Carroll, & Joiner Jr.,

20070. This nomenclature is somewhat different from the Euroeseloped

systemof definitions put forward bype Leo et al. (2006 According to these authors,

the WHO European Multicentre study had ear|
concluded over time that this term had proved confusing and too readily misused or
misinterpretedDe Leoetalpr oposed i n s t-fata suicilahbehawioe r m * non
which could then be specified as ‘“.with int
Boththe North American and the Europgaoposalsnace a conceptual distinction

between actions with suicidal intgfiitent to die)and those without st intent

Moreover espiteuse of the phrasei n/ioretmot di e’ both groups of &
acknowledgd, in their discussiorthatthis may beabout escaping from unbearable

life, as much as it is about wanting to.die

The above proposals focurseldatoend’'noonre n‘cd Wit air ¢
behaviour (wHe recognisinga category of actions without suicidal intent). There
have also beeefforts to distinguish amonigrms of self harm that danot arise fom



suicidal thoughts but senather functionsFavazz41996 developed a classification
of nonsuicidal seHinjury in which he first dstinguishecculturally sanctioned
practicedrom pathologicabehaviour and then discusdidee categories of
pathologicalkelfinjury. In this system, mjor selfinjury refersto actions that occur
infrequently, involve major damage to body tissaad aremost likely to occur irthe
context of psychosistereotypic selfnjury refers to epeated actwith a relatively
fixed pattern of expressioe.g.headbanging)which are @void of symbolismoften
rhythmicand nost likely to occur in pervasive delopnental disorders.
Moderate/superficial selhjury refers to actions which arempulsive, episodic or
repetitive resulting in noderate to minor tissue damageg.many, but not all,
instances otutting). Moderate/superficial selhjury is the nost comnon type of
selfinjury andis understood as servitfignctions such as emotional regulation,

countering dissociatioandre-establishing a sense of realiithin the Australian

ment al heal t h shyastma m gt' h enotser m f‘tseal fref er s t
injury.
2.2 Rates

2.2.1 Suicide

Overall rates of suicide in Australia remained fastgbleacross the 20century
averaging between 10 and 13 deathsjo€;,000population despite some

fluctuations, notably peaks in the early 1930s (males only) and in the middle to late
1960s (both sexes) andaaver rate(mainly among malesih the early to miel940s
(Hassan, 1995While theoverallsuicide rate decreasbétween 2001 and 2010,

still fell within the confines of the 10¢ear trend. Thagestandardised suicide rate in
2010 (he most recent year available) was 10.5 deaths per 100,000 popuatiaon
from 12.7 per 100,000 in 20@Australian Bureau of Statiss, 2012.

What has changed recent decadebpwever, are the age pattemf suicide,
particularly for males. iFst there wasa marked increase in mafteuth suiciddrom
the 1960s to 1990s, and then sit889 a significantdecrease in ratder young
males 15to 34 years of agéPage, Taylor, & Martin, @1L0). Female rateacross all
ageshave remained relatively stabbndare consistently lower than male rates.



Across the 2002010 period, males were between 3 and 4 times more likely to die
from suicide than femaleBor both males and females, hatfall suicide deaths
occurredamong those aged froearly 30g0 midlate 509Australian Bureau of
Statistics, 201p

2.2.2 Attempted suicide

Johnstoret al.(2009 analysed data from the 2007 Australian National Survey of
Mental Health and Wellbeing to provide populatlmased estimates of suicide
attempts among Australian adults (dgéand over) Those surveyed were asked to
respond separately in relation to suicide ideation, plans and attempts, and given a brief
phrase dfining each of these experiencéshnston et al. (200@alculated that 12
month and lifetimgrevalenceatesfor suicide attempts were 0.4% dies 0.3%,
females 0.5%) and 3.2% (males%.,lfemales 41%) respectivelySuicide attempts
were nore common in women (based on lifetime prevalence rdtes)gh not by as
big a factor as was once thouglmd in younger people (based on 12 month rates).
Extrapolating these figurds the whole Australian adult population indicated that
over a 12 motht period65,000Australian adults make a suicide attenwgtile more
than half amillion Australiansmake an attempt during their lifetinfeom an adult
population of approximately¥6 million).

By comparison #arge survey conducted across 17 countries found a-oetimal
lifetime prevalence for suicide attempts of 2.7I%ck et al., 2008 slightly lower

than the Australian figuref 3.2% Johnston et al. (200@0ted however that the
Australian rates wersomewhat lower than those in the countries considered most
similar to Australia, namely New Zeala(ldetime suicide attempts 4.5%)d the
United States (5.0%)

2.2.3 Suicide ideationand transition to suicide attempt

The largescale population based suygereported above have asked about suicide
ideation and suicide plangs well as suicide attempts. In Austral@hnston et al.
(2009 calculatedhat12 monthand lifetimeprevalenceatesfor suicide ideationn
adultswere2.3% (malesl.8%, female.7%) and13.3% (malesl1.5%, females



15%) respectivelyThe rates for making suicide plafi month prevalende.6%,
lifetime 4.0%)were much closer to the rates for suicide attempts than to rates of
ideation. Based on an earlier 1997 popuolasurveyPirkis, Burgess, and Dunt (2000
found that 12% of those who reported suicide ideatibhin the previous12 months

went on to make a suicide attempt withiie same 12 month period.

In the 17 country studfNock et al., 200Bthe crossnational lifetime prevalender
suicide ideation wa8.2% and for suicide plans was 3.186th ratesonmewhatlower

than the comparable Australian orf&8.3%6 and 4.0%,)Once agairmowever the
Australian ratesvere generally lower thathose inNew Zealandlifetime ideation

15.7%, plans 5.5%gnd the Wited States (15.5% and 5.4%Johnston et al., 2009

In theNock et al. (2008study, when suicide ideation was followed by sdieiplan

and attempt, 60% of these transitions occurred within the first year after the onset of

suicidal thoughts.

2.3 Methods

In 2010 almost 60% of male suicides in Australia were by hanging, with poisoning by
substances other than drufje next mostommon methodajmost 1%b; total self
poisonings 18%). Rates of firearm suicides have decreased since the introduction of
stricter gun control measures. Hanging was also the most common method for women
(45%), though not by such a large margin. The nexdétrm@mmon method for women

was poisoning by drug28% total selfpoisonings 35%fAustralian Bureau of

Statistics, 201p

2.4  One population or two?

Farberow and Shneidman (19&hdStengel (197Plong ago began a conversation
about whethethose who suicide and those who attempt suicide constitute one
population or twoThese authors were inclined to think they were two different
populations, based largely @emographic patterns, such as higher rates of suicide in
men and higher rates of attempts in women. The issue has since-bestiedey
Linehan(1986 and more recently bBeautrais (20011 Looking specifically at

suicide and medically serious suicide attempts, Beautrais concluded they were
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overlapping populations, which, despite gender differences, shared common

psychiatric history, diagnostic and so@oonomic characteristics.

2.5 Risk factors

Since the focus of the current study is on experiefadiesving a suicide attempt

rather than fetors associated with initial risknaxtensive discussion of risk factors is
beyond the scope of this t he(30DI. However,
conclusionabout overlapping populationthere are significant commditges in risk
factors for suicide and attempted suicide, particularly for medically serious attempts.
Many researchers have suggested that 90% of suicides occur in the context of
psychiatric disorder@Moscicki, 1999, although it is clear that a majority of

individuals with a psychiatric disorder do not suicidearly all psychiatric disorders

are associated with elevated rates of both suicide and suicide atteitipts, w
psychoses, substanpoglated disorders, major affectimeooddisorders and

personality disorders posing particular ri8leautrais, Wells, McGee, & Oakley
Browne, 2006Brent & Perper, 199%Carter, Page, Clover, & Taylor, 2004, Page,
Martin, & Taylor, 2011 Paris, 1990Robinson et al., 2009 There is some evidence
that anxiety disordersnay bemore commonly associated with attempted suicide than
with suicide(Beautrais, 2001 However Fawett et al., (1990) found that -goorbid
anxiety, in the context of depressive disorder, was associated with increased risk of

suicide.

InterestinglyBorges et aJ.(2010 foundthat while psychiatric disorder was
significantlyassociated with the experience of suicidal ideation pggychiatric

disordes predictedsuicide attemptamong thoseeportingsuchideation during the
preceding 12 monthgOf the few psychiatric disorder predictors, conduct disorder
was the most consistenthis was a large crosgtional study usingpidemiological
community sample Thefindings suggest that while psychiatric disorder is associated
with the kind of distress that may lead to serious thoughts of suicide, it is frequently
other factors that trigger a move from thoughts to acioedictors of suicide

attempts among ideatars developed countries included unemployment, childhood

abuse or neglect and/or family violen&@o(ges et al., 209)0These factors also
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feature in thdindings ofother studies looking aisk factors beyond psychiatric

diagnosis.

In general, divorced and widowed persons have highergatescide and attempted
sucide than married persof€antor & Slater, 1999Voscicki, 1995 Pirkis et al.,
2000, with theacuteseparatiorphasebeing particularly high riskide, Wyder,
Kolves, & De Leo, 2010 Other significant risk factors for suicidality include
intimate partner violence and childhood sexual aljDseries et al., 201 Iconsistent
with Borges et al, 20)0lack of acceptance or timization associated witlesbian,
gay, bisexual or transgender sexual orientafWialdo, HessorMclnnis, &

D'Augelli, 1998, homelessnegSibthape, Drinkwater, Gardner, & Bammer, 1995
and a range of family discord factqBrent & Perper, 19955€éguin, Lynch, Labelle,
& Gagnon, 2001 Unemployment and low income are associated with elevated risk
for suicide attemptéBorges et al., 20)@&nd sicide (Hassan, 1995Li et al. (201)
found that socieecoromic factors, such as low educational achievement and low
occupational statyusaried a similar level of attributable risk for suicide as did

affective and substaneelated disorders.

2.6  Fatal or non-fatal repetition of self-harm

Early risk factor research established a previous suicide attsmapisk factor for

later suicide anchimany studies this has been gti®ngessingle predictor of suicide
(Hawton & Catalan, 198 Moscicki, 1995. | n (M&Irsiudythe most powerful
predictor of completed suicide was ti@nberof previots suicide attemptddore
recently Joiner et al., (2005) found, across a series of studies, that the association
between past suicidal behaviour and current suicidality persisted even after
controlling for covariatescluding demographic factorsppelessass and range of
psychiatric symptomd\levertheless a majority of those who die by suicide do not
have a recorded history of a previous atte(@ark & Fawcett, 1992Maris, 198).

In a systematic reviewf research since 1970wens et al. (200Zound themedian
rate of repetition following a hospitétleated episode aofonfatal sel-harm wa
approximately 1516% during the first year, rising to 25 % ovetthe longer term.
Almost 2% had died by suicide by the epear followup, rising to5-7% after
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approximately ningrears In this review hospitattreatednonfatal selfharm was

broadly defined without reference to the issfisuicidal or norsuicidal intent.

Owens et al. noted methodological issues in relation to sample size,
comprehensiveness of case inclusion in the sample and ascertainment of outcome at
follow-up. Nevertheless the rates reported above reflect the findinkys métter

quality studies

Research on repetitionofséifar m has frequently used a def
selffhar m’ b a $980d/19608VHO teénition of paraseide (De Leo et al.,

2006)— deliberate, nothabitual sekharm withouta requiement forspecification of

suicidal intentln these studieepetition of deliberate sefarmwas found to be

associated witthe presence of a psychiatric disofdesre psychiatric symptoms

(Scoliers, PortzkyanHeeringen, & Audenaert, 2008jnclair, Horton& Gray,

2010, harmful use of alcohol (Sinclair et ali¢male gender and lower level of

education (ScoliersetaB)lnd al so with ‘passive -avoidance
solving McAuliffe et al., 2006) However a limitation in some of these studies.

Scoliers et al.}s the rate of attrition between index episode and follipaMore

comprehensive popation monibring may yieldsomewhat differenfindings. For

example, acording toArensman, CorcoramndFitzgerald(2011), recentpopulation

basedstudiesin Irelandhave found a higher rate of sélirm repetition in men than

in women- in contrast to earlier reportth these studethe risk of repetition was

highest in the first three months after the index episode, with half the repetition events
occurring in that timeframe. A&rensman et al. (20)&rgued, this suggests a need

for more consistent psychosocial assessment and better-igh@are for thigroup.

2.7 Conclusion

Over the past two decades suicide prevention has been a significant focus of mental
health policy and research in Australia. Much of this has focused on youth suicide (in
response to the increase in male youth suicide from the 1960s to 1990s). However
given that half of all suicide deaths occur among those aged from early 30s to mid/late
50s, the broader adult age group warrants more atteffiti@ne is substantial research
indicating that grevious suicide attempt is associated with an increased risk for
further attempts and/or subsequent suicide. This suggests the importantiecof
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researclaimed at understandirexperiences followinguicide attempt and the

processes of recovery or noecovery.To some extent research in the field of
suicidologyhas been held back by a lack of standard nomenclature, making it difficult
to compare studies using different criteria and terminology to select and describe their
samplesWhile there has been some progresanalysing the definitionassuesand
proposng revised nomenclature, theocesf characterising suicidébr non

suicidal)intent remains a complex one.
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Chapter3Phenomenol ogy and t heol

In parallel with the epidemiological investigations discussed in the previous section,
there is a substantibbdy of work focussed at the individual level and aimed at
describing and understanding suicidal actions and suicidal states of mind. The two
figures who shaped the study of suicide in the first half of tfec2@tury were

Durkheim and Freud. The seconalf of the century saw a significant expansion of

the study of suicide in the clinical context with a greater diversity of voices and views

and this has continued into the*ZEentury
3.1  Beginning with Durkheim: The social context

Durkheim(1966 is usually credited as being the first person to conduct a systematic

study of suicide. His theory is centrally concefmath variation in suicide rates, a

soci al phenomenon, rather than with an ind]
Durkheim s theory highlighted the role of
suicidal actions. The theory assumed the existencelénable suicidgrone

individuals and then argued that the nature of social bonds and/or social regulation

may act either to hold such people in life or to facilitate their movement towards

suicide.

According to Durkhein{1966 suicide may occur in the context of overridingly

strong social bonding where the individual is highly identified with the group and

group gals (altruistic suicide), or in the context of weak social bonding, where the
individual has little sense of belonging, feels alone, and hence operates on the basis of
individual needs, without being constrained by allegiance to the collective (egoistic

sucide). Hassarf1995 definesDurk ei m s concept of soci al re
to which society iIs capable of “exercising
Anomic suicide is related to a sudden and

situation such that the person feelssae of the usual structures of social regulation.
Fatalistic suicide occurs in the context of excessive regulation which is experienced as

blocking all personal control.
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Thus Durkheim was not only a pioneer in developing theoretical explanations of
essatially epidemiological data, he also made it clear the individual needs to be
considered in social context. Furthermore he drew attention to the diversity of suicide,
arguing that several types of suicide could be identified. It is well to remember that

not all suicides or suicidal actions are the same.

3.2  Psychoanalytic foundations: The internal tyrant and the acquiescing self

Freud’ s paper ' Mo u(t9h7 laadghe toumdatiomrtren c ho |l i a’
psychoanalytic study of suicide. Il n *“ Mour nj
clinical observation: He observed thétat distinguishes melancholia from mourning

is that the melancholic displays an extraordinary-deifigration. Mourning and

melancholia both occur in the context of loss, in the case of melancholia the loss of a
relationship marked by ambivalence whienee and hate are both strongly felt. After

the loss of the relationship, hatred for the other turns inward and is directed at a part

of the self which is identified with the lost other. Freud argued that melancholia was

more likely to develop if the reli@nship had been based on a degree of narcissistic
identification. An excessively strong and |
against the ego, producing intense guilt or-delfigration. In this context Freud

raised the issue of suicide and woradehow seHhatred can overcome the strength of

the |I'ife force. He concluded (p.252) that
itself as an object’ (i .e. as an other). H
splitting in the suicidal ste.

Freudreturned to the issue of suicide'iFhe ego and the id1923, noting again how

in melancholia, the superego (pbd)anges agai ns:
essence raginggainst the object which has been taken into the ego through
identification. Freud referred to the supe]l
in driving the ego into death’. | mportant|
objection; itadmitsitg ui | t and s ubmi (p.52) Freud(X923evenp u ni s h me

on to discuss circumstaree i n whi ch the ego gives itself
the main circumstance being one of abandonmeatuFd s ai d t hat i n mel a

ego gives itself up because it feels hated and persecuted by the superego, instead of

16



loved. To the egdhereforgl i vi ng means t he(p&Gamed as being
invoked the protective functions of both the fathed the mother, and said that in

certain circumstances, the ego ‘sees itsel:"
it selpf6l)di e’

Thus Freud introduceiur ideas which were to remain significant in the
conceptualisation of suicidalthoughfor a long timethe first received the most
attention:
i.  identification with the lost or rejecting other and the turning of murderous
aggression against the self
ii. an intrapsychic split between internal aggressor and victim
iii. the ego (victim) acquiescing in igginishment, acquiescing in death (perhaps
because of guilt for the death wish against the other)

iv. a sense of abandonment leading the ego to give up on itself and let itself die

It is possible to think about these either as elements of the one suicidesaan
alternatively as two kinds of suicide: one where death is a consequence of attack, and
one where death is a consequence of abandor{aseatitined by Maltsberger &
Goldblatt, 199%.

Karl Menningen(1938) developed and extended the psychoanalytic view of suicide,

with a detailed exploration of the role of aggression in the suicidal state. He argued

that three elements converge in suicide: the wish to kill (aggression toward others),

the wish to be kied (aggression toward self), and the wish to die (wish for cessation

of suffering). According to Menninger all three elements are present in every suicide

but one element predominates. (The Japanese author Mishima is an example where

the wish to be killd was prominenth e arr anged for a disciple,
to kill him in a ceremoni al amalte publ i c way

sometimedeenreferred to as the suicide triad.

33 Suicidal actions as a o6cry for helpbo

While the theory of aggssion turned inward remained very influential, the 1950s and
early 1960s saw a significant focus on the communicative aspects of suicide and
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especially suicide attempts 1961Farberow and Shneidman (19iliblished a

book about suicide entitled ‘" The cry for h
contributors, develagd the view that a suicide attempt was a communication aimed

(consciously or unconsciously) at engaging someone in helping to change a situation
experienced as unbearable. They wtof€ h e TheiCty foreHelpis meant to

convey our f eeressagesofsuffering dnd anguish and the pleas for
response that are expressed bypxgidlkk contai n
authors were pioneeringgroup of clinicians in California who weraround that

time, setting up the first designated Suicide Prevention Centre. Their concept of a

suicidal action as a cry for help entered thécken of everyday speech.

Also in the 1960s Erwin Steng@970 in Britain published the first edition of a slim

but influential volume. He observed that within every suicide attempt lies an element

of appeal to someone el se, sometimes to Go
will be. This came to be known as the appeal fionoof the suicide attemptaking

this a step furthedensen & Pett{1996 advanced the idea that the suicidal act

involves a test for the person who is cast in the role of potential resthismay be

a family member or it may be a therapist.

3.4 A more differentiated phenomenology of suicide

By 1970 Robert Litman thought thiatthe decades aft&reud there fabeen a
relativeoveremphasis on the idea of aggression turned inward and insufficient
emphasis on the helplessness and dependency related to the sense of abandonment,
andon erotic/masochistic elementle sense atrhes of a love affair with death.
Litman(1999wr ot e ‘* The mechanism of regression a
helplessness, constriction and paranoid distrust have made the deepest impression on
me ' .216)pHe thought that at a time of suicidal crisis the individual feels helpless,
hopeless, andbandoned. The following two decades saw the emergence of an
expanded and more differentiated phenomenology of suicide as clinicians and
theorists sought more precise and comprehensive description of the suicidal state of
mind, or perhaps more accuratdlye various suicidal states of mind. In the following
discussion various elements of a suicidal state are discussed separately, although in
actuality many of the elements will be intertwined anexistent.
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3.4.1 Unbearable psychological pain

Edwin Shneidmaii1984) disagreed with the early psychoanalysts about the idea that
suicide involves wishing for the death of another and hostility directed at an
introjected image of a loved onde argued that the person who suicides does not
usually even wish to kill him or herself, let alone someone else. According to
Shneidman the central issue in suicide is not hostility or killing, but rather stopping
the 'consciousness of unbearable pdimthis view suicide is not a move towards
death but a movement away from unendurable suffering. Shne(d934) wrote

that the suicidal state is better understood as ‘anguistihevplight of the writhing
self’ (p.321).

The view that suicide is about the cessation of unbearable psychological pain is
accepted as fundamental in other influential theoretical accounBeelgarn
Weishaar (1990 Hendin (199}, Maltsberger (1988 Williams (1997 wrote of

suicide as a cry oér pmomi omnofcoatramsy
latterdecade®f the 28" century clinical theoristsanalysed andxtendeddeas about

the nature of thenbearable psychological pain which the suicidal person seeks to
escape. Maltsbergét988 described intense affective states characterized by a sense
of utter and hopeless aloneness, burninga®itempt and murderous rage. Hendin
(1991]) discussed despair, guilt and rage, and also noted that some suicidal people
describe an emotional deadness, which he saw as due to efforts to blot out rage and

despair.
3.4.2 Hopelessnesselplessness
Bibring (1953 developed the idea that helplessness in the face of emotional suffering,

and the associated hopelessness that ensues, are core experiences in depression.

However the role dfiopelessness as a central issue in sugatleed wide recognition

with the work of AaronBeck Beck’' s extensive research

more strongly related to current suicidal intent than was depression (jBecke
Kovacs, & Weissman, 19Y5Furthermore hopelessness was predictive of eventual

suicide (during followup periods up to 10 years after index admission) in a sample of

19

t or

1

f oL



hospitalised suicide ideatofBeck, Steer, Kovacs, & Garrison, 19&kd a sample of
psychiatric outpatientd8eck, Biown, Berchick, Stewart, & Steer, 199This finding

was not replicated in a sample of suicide attem§iesk& Steer 1989 possibly
because hopelessness was assessedreteniade attempt not beforén a major

study of hospitalised patients with mood disorders, Fawcett @980 found that
hopelessness (assessed at admission) predicted suicide occurring more than a year

after dischargehut did not predict suicide in the first year.

Hopelessness as a central element in suicide is widely acknowledged across a range of
theories,and as i n(19B3 work,is oftgen limked with helplessness. For
exampleShneidmar(1992 1994 identifiedhopelessnesiselplessness as the

common emotional state in suicide. Litm@®96 discussed hopelessness in the

context of feeling helpless and abandoned. Hopelessness was seen as an affective
state by some theoris(s.g.Hendin, 1991Shneidman, 1992but as a cognitive

factor byBeck and Weishaar (199@ho defined it as a potentially recurring state of
pessimism or negative expectations. Her{@iB®1) argued that some people who feel
hopeless are resigned to their situation tiadl suicide risk arises when desperation is

combined with hopelessness

3.4.3 Rage

In keeping with the psychoanalytic traditidvialtsberger (1988and Hendin(1991)

both considered murdars rage as one of the affective states leading to unbearable
psychological pain. Hendin described rage which is experienced as out of control,
disorganising of the self, and tearing apart the person's capacity to function. His
observations suggested thaicsdal disturbance is associated with feeling
overwhelmed by loss of control over angry, murderous impulses. While Hendin
suggested that what is disturbing is the fear of ego disintegration, Maltsberger

suggested that occasionally suicide occurs to pritedives of other6 f r om one’ s

own aggression)

Empirical studies have reported a link between aggression and suicide in at least some
suicidal individuals (and of course the occurrence of mesdeide is a particularly
stark example of thispBrent et al (1993 found that aggressive and homicidal
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ideation was common among young suicide completers. Plutchnik and van Praag
(1990) estimated that about 30% of violent individuals have histories of suicidal
behaviour while 1£20% of persons who are suicidelvehistories of violent

behaviour.

3.4.4 Aloneness/sense of abandonment

For Shneidmar{1992 a sense of isolation, of desen and loss of support is one of

the basic and omnipresent elements of suicide. Similarly Maltsbhig:@g® saw
aloneness as one of several types of potentially lethal and overwhelming pain. He
stated that aloneness, in its most extréone is‘an experience beyond hoge.50).

Not only does the person feel alone and unloved but all memory of love and all
possibility of | ove is inaccessible to
love and life, Maltsberger suggested thesparis gripped bithe anxiety of

annihilation (p.50). The aloneness discussed here is beyond lonelifegsshile the

lonely persorsuffers from a painfubss of love and connection, the idea of

connection remains possible and the memory of love esdune sustains tHeasic

existence of theelf.

Maltsberger and Bui€l980 suggested that the experience of unbearable aloneness is
linked with a lack of identifications with a comfagiving carer. The inability to

comfort oneself mearntis not possible to rest easy when alone or sepaféte

suicidal patient finds the state of adult separateness a source of constant anxiety'
(p.70). It also makes the person vulnerable to intense feelings of helplessness.

3.4.5 Selfcontempt shame and gilt

Burning selfcontempt isanother variety of lethal psychological pain identified by
Maltsbergei(1988. This scornful attack on the self is harder to bear when the person
also feels valuel ess an(P9swmdybffJlSevVeetham | n
veterans, suicidality was associated with guilt about actions committed in combat,
often involving civilians and while feeling out of control. Hen¢i991) noted that

guilt related to suicidal behaviour may be reality based or it may be delusional as in

depressive delusions of sin and worthlessness.

21

me n i

He n



King and Apter(1996 pointed to the relevance of shame and perceived failure. They
reported on youth suicide in the Israeli army, thus considering dgtiqouwhere

major psychiatric disorder had been largely screened out. They found that common
precipitants of suicide were sgiérceived failure and perceived humiliation,

occurring in a context dlunrealistic and uncompromising selémands for high

levels of achievement and coping, even in the face of diffictlfed497). Shame
combined with a lifdong isolative personality style prohibited these young people
turning to others for help. King and Apter suggested that for some suicidal people the
key trigger may be loss and for others the key trigger may be perceived failure. In this
analysis King and Apter followeithe work ofBlatt (2004 in suggesting there are two
types of depressive vulnerability, one related to dependent personality features and the
other based on a sadfitical personalityThey suggested that negative interpersonal
events, such as rejection and loss, may be significant triggers for suicidal actions in
dependent personalities while achievement failures may have particular significance

for selfcritical personalities.

3.4.6 Perturbation/desperation

Reflecting on those few patients he had seen shortly before their suicides, Hendin

(1991 reported that their affective state was characterised by desperation more than

by hopelessness or despair. He noted that degpenatolves a sense of anxiety and
urgency as wel | as hopel es@W2meconcéphi S i S S|
of perturbation, a term referring to how disturbed or anguished the person is. In

Shneidman’s view perturbation is central t
of agitationand actiororientation. Interestingly Fawcett et @1990 in their follow-
up study of people hospitalised for depression, found that ameletyed symptoms

(in the context of depression) were predictive of suicide within the next 12 months.

3.4.7 Ambivalence

Shneidmar{1992, p.5%found a ubiquitous ambivalence in thieternal attitude
toward suicide: to feel one has to do it, and at theedane to yearn (even to plan)
for rescue and interventibrAmbivalence is widely recognisea crucial aspect of

22



suicidal ideation, with the balance between the desire for death (or cessation of
consciousness) and the desire for life fluctuating awee. tAiming to understand
more about ambivalence, and how to assess it, lead to research on reasons for living

within a context of suicidal ideatidiinehan, Goodstein, Nielsen, & Chiles, 1983

3.4.8 Perceptual/cognitive constriction

Shneidmar{1984) argued that the cognitive state associated with suicide is
characterised by a constriction of the mind, a pathological narrowing of focus such
that the person sees only two choices, either unbearable suffering or death. The
mi nd’ s nar r owam disregards sorneakty tHeustasthmg factors such
as relationships with loved ones. Weishaar and BE@82) identified a similar

cognitive state which t heyormcdtahiarcg e rti lsierdk iar

3.4.9 Perceived burdensomeness

More recently Joiner and colleagu@siner, 2005Joiner, Van Orden, Witte, & Rudd,

2009 have identified a sengd being a burden on others, and that this amas
irremediablecondition,asa core component of suicidality. Perceived

burdensomeness (and Joiner emphddise e ‘' percei ved’ ) involves
ineffective and helpless, and that this impinges od,lats down, others whose

wellbeing is held deadoiner et al. (200escribed perceived burdensomeness as

one of the twin motors of stidal desire, the othdreing thwarted connectedness or a

painful sense of not belonging.

3.5 Suicide fantasies and the meaning of death

Two very interesting papers (one by Maltsbem®iBuie, another by Asch)

published in the same issue of International Review of Psychoanaly€80

explored fantasies underlying suicide. A$tB96 argued that in suicide there is
frequentlyadoublai m: “ first cl eansi ngnitihgoe sel f’, a
fusing with “an omnipotent | ove object’ (p
fantasy, Asch suggested that while the suicidal aim may be in part to punish the self,

the primaryaimis o cl eanse, to get rAldrezqi97)t he * bad
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‘“the act, successfuatoempiotat isaxduonidament @r
the person can be loved again by the significéimér The fusion fantasy involvebe

internal conflict between sadilseing c supereg
externalised by projecting the supereagalismonto an external objecthe person

then sees himself (or herself) as a passive victim, a role he (or she) may seek out or

resist Asch argued that not enough emphasis has been given to the passive aims in

suicidal behaviour. As discussed previously8bgrgel (1970, Asch(1996)noted

that‘the power of life or death, the role of executioner, is thrust‘dnta t (@.386) —

fate will decide. Asch advocated the need

for’”, i.e. who is it that the person has cl

Thus i n contr as(l999 idea that thesseiandal &ct ifvelvies cgsting

someone in the role of potential rescuer, AS@96 argued that the suicidal person

may be ‘responding to | oss with an effort
as an actual or .B8halga reladed vem Hend{@O8l) oner ' (p
cautioned that the therapist needs to consider whether the patient has cast him or her

for the role of rescuer or the role of executioner. However while his paper focussed on
unconscious submissi to a passive masochistic rofesch (1996 said that not all

suicides are passivBome suicides may be a defence against surrender, an expression

of control over one’s |ife and death. He ¢
In fantasy, the helpless, passive role is shifted to an a¢identification with the

aggressdr, “fate’ is thwarted, the cancer is cheated of its death pojp&83).

Maltsberger and Buigl980 discussed suicidal fantasies around the themes of

revenge, riddance, and rebirth. These fantasies carry within them a sense that life

continues after death, that the person will somehow be able to 'see’ or experience the
consequences of the suicidal act. The fantasy associated with suicide may be one of
revenge and punishment (‘they’ || be sorry’
in some way be able to witness the effects of his or her suicide on othergi&uatn

(199]) and Maltsberger and Buie discussed the fantasies of rebirth and reunion. Death

may be viewed as | ebhp' bl osesasefadpaamhgsest s
chance to start again. The person may anticipate a reunion or fusion with a dead loved

one, or may see death as becoming ‘nothing
not eternal solitude, but ratherthe fagtasi s t o | ose one’s sense o0
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separateness and become one with nature or the universe. In relation to the theme of

riddance, Maltsberger and Buie returned to the theme of a divided inner life, where

parts of the self are engaged in a murdertugigle. For example, a scornful

conscience relentlessly attacks a depressed, helpless self (identified with the body

self) until the depressed self acquiescesindéathhi s i s Freud’s model
melancholic suicide.) Alternately, the body may be idemtifiéth a hostile, attacking

part of the self, which is experienced as
In fantasy the attackéror t ur er i s kil l ed to preserve th
suicide may be understood as an effort to getfrmhdntolerable part of oneself, but

the aim is not total sekinnihilation.

Hendin(1997) noted that for Freud the desire for revenge viadettruction was

unconscious, but today feelings of murderous rage are often disturbinglyormsci

Hendin also discussed the concept of suici
which the person gains an illusion of control by abandoning rather than being

abandoned. The fantasy underlying suicide may also be one-pusethment or

atonemet) which may relate to not living up to an impossible, idealised image of the

self, guilt for actions taken or sins committed, or a painful sense of failure and

humiliation.

3.6 Thealienated body self

Maltsbergei(1993 wrotethat's i ci dal patients are restless
(p.148). They frequently have disturbed relationships between the body and the rest of

the self. I n exploring this issue Maltsber:
aboutidentification of the sélwith another person who is both loved and hated,

making it possible to treat a part of the self as a hated other. Maltsberger argued that

this formulation becomes more helpful in relation to suicide if we consider which part

or parts of the self becoméantified with the other. He argued that it is the body or

bodys el f which takes on the identification w
me Similarly Lauferand colleaguef_aufer, 199%in discussing adolescent suicide

referred to the development of the alienated bgelf; that in some way tlough

pubertythe body of the suicidal adolescent has developed into an eNatigberger

(1993 suggetedthat he alienated body may be experienced as troublesome or
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defective to various degrees, as unreal, empty, as a cage or prison, even as a
persecutor or as possessed by alien presenges(psychoses). Once the body has
been objectified it can beeen as the vile source of unacceptabléceoo sadistic
fantasies. According tbaufer (1999 andMaltsberger (199B8many people who
suicide have the fantasfat the edge of awareness) ttis mental self will escape
from the fleshand survive the physical salestruction, thus making suicide more

possible.

3.7 Dyadic/systemic aspects: The relationship context

There is general agreementat t he sui ci dal person’s relat
characterised by a sense of isolation and loss of support. Shndit®8dnnoted that

the suicide context is often a highly charged relationship crisis, and HA99I1)

discussed experiences of loss, separation and abandonment. Maltcl#88er

suggested that the suicidal person has often tee@ndent on others (or sometimes

on work) as a stabilizing influence, because of an incapacity to comfort or sustain him

or herself. Despair threatens when the sustaining relationship is lost. Hendin noted

that in some instances the suicidal person mayhissor her possible death as a way

of relating to and attempting to control others. It is worth noting that at times the
suicidal person’s perception of | oss of su,
cognitive constriction leading to an inability to s@eaccess support which is

potentially available.

Richman and Rosenbaut996 argued for more attention to the dyadic/systemic
nature of hostility and death wishes witlsimmefamilies of suicidal people. While

some suicidal people have redamily support available to them than they are able to
recognize, for others family relationships may well be toxic. In any case it seems that

suicidevulnerable people are supremely sensitive to rejection andatani | i e s

exhausted withdrawal or givingp.

3.8 From the suicidal state of mind to suicidal action

In his 1970s/1980s formulatioi@hneidman (1993kxonceptualised a tendency to
action as an inherent part of the state of perturbatvbich he saw as the key driver
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of lethality. Nevertheless the clinicaltonceptual literaturthe focus was more on
mapping the internal mental states associated with suloidee past 15 years or so
there has been increased focus on the way people move from the mental state of
suicidality to engaging in a suicidal actidrhomas Joiner has been a leading voice in
this discussion and has-egamined the question raised by Freud about how a suicidal

person overcomes the life force.

Joiner (200par gued that ‘the -abjlUryyi soaeqactedtet
through repeated exposure to pain, injury and/or physical danger. Such exposure
allows habituation to pa and to the fear responses usually aroused by the prospect of
injury, including seHinjury, while also building knowledge about dangerous
behavioursThe mosteadily identifiableform of suchexposure is previouself

injury or suicide attemptsmvhich may also serve to reduce the sense of taboo around
suicidal actionsJoiner also suggested that as the fear recedes, the idea of suicide or
selfinjury as a comfort may increadeurthermoreJoiner(2002 2009 argued that

other forms of exposure to pain, injury or violence, or even intense mental rehearsal
of suicide plans, may also lead to an acquired capacigefbinjury. However he

also noted that acquired capability, of itself, is necessary but not sufficient for high
suicide risk. Acquired capability only becomes a risk when there is also a desire for
suicide, which innterpersonal theorgdoiner et al., 200Qrises from a sense of failed
belongingness and perceived burdensomedegser(2009 cited a range of evidence

to support the theory of acquired capability including a studigh foundthat,

among people presenting with a current suicidal ctistse who hagreviously
mademultiple suicide attemptsresented with more severe suicidality ttlamse who

had made a single attempt and those wi#vioussuicidal ideation but no attempt

(Rudd, Joiner, & Rajab, 1996

3.9 The suicidal crisisas trauma

In recent years Maltsberger, Goldblatid colleaguekave published series of

papers examining trauma and the suicidal crisis. The role of trauma, whether
experienced early in lif@Devries et al., 20)Ior in adulthoodHendin & Haas,

199)), in developing, or contributing to, a vulnerability to suicide has been recognised
for some timeHoweverMaltsberger, Goldblatt, Ronningstam, Weinberg, and
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Schecher (201) have conceptualised the suicidal crisis itself as a traumatic
experienceln this conceptualisation, the subjective experience of suicidality is one of
intense and unbearable affect which is unregulated and completely overwhelming,
inducing asense of helplessness and a breaking up of the self via a disintegration of
internal serepresentations. The overwhelming affect is experienced as coming from
outside thencreasingly helplesself, i n an ‘i n({Maltsberges, B0 del uge’
akin to a traumatic assault. Tlgsocessnay be triggered by externavents,

sometimes by a recapitulation of an earlier trauma, but the subjective traumatic
experience arises within the mind. As discussed/ajtsberger et al. (20)1he

nature of the traumatic affects may include many of the types of unbearable pain
discussed above: desperation, hopelessness and despaiaisetfuilt, rage, feelings

of abandonment and aloneness, together with anxiety. Whether the experience
becomesoneoft r aumati ¢ di sintegration of the self
to bear intense affefor perhapshe capacity tdearthis particular intense affect at

this time).If suicidal crisis is, in essence, a traumatic experianiseng from wthin,

thenit is relevant to consider the psychological consequences of living through a
traumatic event. Rexperiencing symptoms are a wedkcognised feature of pest

trauma reactions and Maltsberg¢ral.argued that these phenomena provide a way of
understanding the elevated risk of repetition after an initial suicide attempt. In this
analysis experiencing the initial suicidal crisis produces a vulnerability to re
experiencing the overwhelming affective deluge. Moreover the horror and
helplessness engeered by the first experience may have further damaged the
capacity of the self to endure the onslaughus there is an increased likelihood that

escape from the intolerable will be sought through a suicidal action.

3.10 Conclusion

Over the past centurynd particularly the past few decades, theorists have mapped a
range of unendurable affective, cognitive and relationship experidratesre
consideredentral to a suicidal state of mindaltsberger et al. (20)hrgued that

this overwhelming and intolerable affective onslaught is experiemgéuke selfas a
traumatic assault. Thassuicidal crisiss a traumatic experienca viewconsistent

with McGinley and Rimmeér €1992 characterisation of a suicide attempt as a
traumatic event (as discussed in ChapteThg period following a suicide attempt is
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thenpotentially marked by podtauma reactions and peasauma vulnerabilities,
vulnerabilities which Maltsberger et al. argued are associated with increased
likelihood of further suicidal crisis or actioAccording toJoiner (200%a suicide
attempt, the act of selfjury, has particular consequences in countering the taboo
around sehharm and redung the associated fedhusdeveloping a capability for
further attemptslit seems particularly important then to understand more about
experiences following a suicide attempt, how the attempt impacts on the person, and
the way in which the unbearableexts of the suicidal stateay, or may notrecede,
intensify, recur or resolvé&urthermore a suicide attempt takes place in a relationship
context andhe way the attempt impacts on relationships also warrants particular
attention.The next chapter rewes the literatureaboutexperiences following a

suicide attempt.
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Chapter4dEx peri enceas dSwildiodve nagt t e m

This chapter reviews the recent literature on experiences following a suicide attempt.
It begins with a brief discussion of clinical and theoretical perspectives and then
proceedgto discusempirical research studigduch of the (comparatively limited)
postsuicide attemptesearch has focused statistical outcomes in terms i@tes of,

and risk factors for, further suicide attempts or suididis.mainly in the past decade
thatsomestudies have begun to focus on the nature of experience followsingide
attempt.Because of the focus this thesion exploring and understanding

experience, there is an emphasithis chapteon studies using qualitative

methodology.

4.1  Suicidality after a suicide attempt: A range ofpossihlities
4.1.1 Catharsis

In apaperinitially presented in 193&,ilboorg (19%) discussed the case ofaanale

patient who showed remarkable improvement after an attempted suicide by hanging.
He suggested that many suicidal people feel calmer and more serene shortly after a
suicide attempt especially if it has been a medicafpss one. He went on to

develop the argument that the reason is that a highly charged emotional state, in this
case aggression against the self, has been expmstisdhargedHe likenedhis toa
situationwherea person who is very angrgnd has ken holding it in, erupts in a

tirade or punches someone and thendtheé anger has dissipated and the person is

now calm. This view of a suicide attempt having a cathartic effect held considerable
currency in decades past lnats been less widely accegia recent timesHowever

Sarfati, Bouchard, and HardBaylé (2003 have advocated for its continuing

relevance. They argued that a suicidemagtechas a r e s ol v i n7§), apdowverd r ’ (p.
so far as to suggest that the seeking of this cathartic resolution of painful affect may
contribute to the occurrence of repeat attempts. This is a similar argument to the more
widely held view that nosuicidal sefham (such as cutting) serves an emotional
regulation function, releasing tension, anger and dis{Fesszza, 1996
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4.1.2 The attempt as a gateway to further suicidality

Contrary to the position outlined abovejner (2002hasargued that a suicide

attempt effectively opens a gateway to further suiciddlityhis view a suicide

attempt is a kind of rehearsal, way of * wor KJoimerg20Qbpp.4tilto t he ac
reduces the feaand the sense of danger and alarm, that is otheassseiated with
selfinjury and usually likelya prevent it. According to Joiner a suicide attempt also
enables the person to learn more about how to doiiter (200bargued that the

ability to enact lethal selhjury is acquired, and it is acquired through mental or

physical rehearsal. This means that after a person has made one suicide attempt he or
she has increased capacity to make ametbeatwill do soonly if the desirdo

suicide and the painful states that underlie such a desia¢sarpresentloiner(2002

2005 argued thathe theory of acquired capability is consistent with, and at least
partially explains, the epidemiological findings that a suicide attempt is associated

with elevated risk for further attempt or suicide. According to this view, the reason

that many peoplevho make one suicide attempt do not make another is because the

desire for suicide is no longer present even though the capabilitgireecet

4.1.3 The attempt as disruptor of fantasy meanings of suicide

Anotherpossibilitymay bethat confronting theeality of a suicide attempt may create
a shift in the underlying (at least partly unconscious) fantasy meanings of sarcide
of death. Alvarez (197) may provide an exampl# thisin what he says about his

own suicideattempt, resultant coma and near death. He wrote that he expected

something of death, some kind of solwution:
al suddenly explained, justified, redeemed
over whel ming, an experience which would cl

was just a de ni aGiverohis leeekopdeunkenaassaethe tiegpit 2 3 4 ) .
seems nlikely these ideas were particularly clearin ABar s mi nd at the tir
overdosed. They may only have become clear in retrospect, but he described using the
refrain of wishing he was dead as a kind o
long time before his suicide attempt. He located this fantasy of the power and promise

of death somewhere within an idealistic, egensitive, oveintense self which
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somehow hadn’t quite grown up, and wrote t

the suicide aempt, these aspects of his selfweregébhe. gr adual |l y emerged
theoretical, | ess optimistic [although he
(p.234), and had accepted that there weren

4.1.4 The atempt precipitates a change in life circumstances

The three possible effects of a suicide attempt outlined glsecdons 4.1.1 to 4.1.3)

concern a change within the person’s inner
thata suicide attempt magesult in a change to external life circumstanedsch in

turn may make a further attempt or subsequent suicide either more or less likely. In

J o i n(2009 tesmsthe external change may impact on desire for suicide. This

could occuyfor examplewhere a suicide attempt somehow results in removal or

escape from entrapmewtthin a toxic and/or violent relationship or famiMore

generally a first suicide attempt may result in a first offer of psychotherapy or other

psychiatric treatment, which may over time lead to significant change. Any such

change in external life circumstances could occur at the same time as one of the

internal psychological changes discussed above.

4.2  Research Experiences and life course after a suicide attempt

The main body of research looking at what happens after a suicide attempt has

focussed on the ratef, and risk factors forepeat attempts and/or later suicide.

Typically a range of information has been collected at the time of the index suicide
attempt and some (perhaps 5 or 10) vyears |
been consulted to establish the number afidaideaths or repeat presentations to
hospital.Thesestudies were discuss@dChapter2. The research indicates that

people who have made an initial suicide attempt have an elevated risk of repeat

attempts or suicide, and also a higher rate of mortaliggeneralWhile some risk

factors have been investigatedhdtsproveddifficult to predict with any precision

who is most at risk.

Much of this research has not involved following up the people concerned in person,
face to face. Il ndeed there has been surpri
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experiences after a suicide attempt and the nature of their subsequent life course,
whethe this entails a process of recovery or a continuing struggle or some
combination of the two. Yet the elevated risk identified in the epidemiological studies
provides a strong reason to try to understand more about experiences after a suicide
attempt, inlhe short and longer term. Thasctionreviews studies where people who
have made a suicide attempt have been informants about their own experiéece of t
attempt, its aftermath and/tgreir life in the years that followed. Firstiygroupof
studiesare eviewed which have used structured interviews as the mode of data
collection for longterm follow-up. These are larggcale studies usg mainly

guantitative analyses, and they sought to dessob®e aspects tife course (in

addition to any focus on idéfying risk factors).This is followed by aliscussiorof
smaller scale stuels, more exploratory in nature. The findings of one retrospective
survey study are presented, followed by a review of studieg) semistructured or

narrative style interviewand qualitative methods of data analysis.

4.2.1 Large scaleprospectivdollow-up studies

The major large scalerospectiveinterview-based followup study has been

conducted in New Zealand by Annette Beautrais and colleagtespectivestudies

more limted in scopehavealsobeenreported from Irelan@Curran, Fitzgerald%
Greenel1999)and Norway Dieserud, Rgysamb, Braverman, Dalg&dkeberg,

2003) The New Zealandstudy followed up 302 individuals who made nuadly

serious suicide attempigefined as requiring hospital admission for more than 24

hours and, during admission, meeting criteria for severity based on type and extent of
treatment requirear having used a highly lethal meth(@kautrais et al., 1996

Males made up@l4% of the sample and females 53.@%er a wideranging

interview at baseline, follow up involved personal interviews at 6, 18, 30 and 60
months. At 5 years 86% of surviving participants were intervieabajh retention

rate compared tother studiesAs well as documenting rates of mortality, suicide and
nonfatal suicide attempts, tBeautrais et aktudy aimed to collect follow up

information about psychiatric morbidity and aspects of psychosocial functidning.
contrast Di es e rfollow-upof50‘auicidé atempt&s njadretfh n e d
terms of parasuicidédcused mainly on predicting repetitio@urran et alfocused on
psychopathology in followingip 39 parasuicide patients approximately eight and a

33



half years aftemitial hospital pesentationCompared to Beautrais et al. these two
studies had smaller samples, narrower focus and only one follow up time point. They
also used a broader definition of suicide attempt/parasuwitteno inclusion criteria
related to levels of lethality

The baseline interview ithe New Zealandtudy included a series of questions about

reactions to surviving the index attemBeautrais (2004provided response data for

those who later suicided compared to those who did not. Using these data to calculate
response rates for the whole sample of 302, it seems that immediately after the index
attempttl1 5. 0% wer e angb2yl%ivdreeryi av aelch ' tt hjely edi dn’ t
50.6% still had thoughts they wanted to;@&rd20.2% thought they would make

another attempt

At the 30 month follow ufBeautrais, Joyce, and Mulder (20®@8ported that many in

the sample had continued tougygle with various aspects of their lives. At the time of
at least one of the 3 followp intervews (6, 18 and/or 30 months)%46net DSMIII -

R criteria for mgor depressive disorder and%0met criteria for a substanose
disorder.Similarly Curran etal. (1999)found sigificant psychopathology at follow

up, with approximately half the sampieeeting criteria for a disordeor receiving
maintenace treatmenBeyond diagnosis, Beautrais et, #000)found that ther
psychosocial difficulties were foeiently experiencedVithin the 30 month period
approximately 5% reported relationship problengP6 had faced legalharges and

9% had at least one term of imprisonment. Almost 73% had been social welfare
beneficiaries at the time of at least one foHopvinterview, with almost half the

sample receiving benefits at the 30 monthpd&dn¢. aut r ai s astudyiscol | eague
important in widening the focus of suicide attempt outcome research beyond a count
of subsequent suicider further attemptand even bgnd the assessment of
psychopathologyNeverthelesg provides only a limited window onto the nature of

par t i expgianceirstie months or years following a suicide attempt.

Beautraisand colleagues were also interested in the question of preditten5
years6.7%of their participantiad died by suicide (1 in every 1&)d an estimated
37% had madat least one an-fatal suicide attempBeautrais, 2004 These rates are
higher than those reported elsewhere in the literdbutd3eautrais noted thamost
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otherreports concergroups not specifically selected as high riskvide range of

baseline varidles were examined to see whether it was possible to predict who was
most likely to make a further attempt or to suicide. Predictors for a further suicide
attempt were hopelessness (measured on the Beck scale), having made a previous
attempt prior to baseie (ie., having already established a historyasépeat

attempt), and admission to a psychiatric hospital in the year prior to the index attempt.
Interestingly Dieserud et al. (2003) reported quite different predictive factors. In their
study, neither tpelessness nor previous attempt prior to baseline predicted repetition
of suicide attempt/parasuicidehile the predictors were low seadfficacy and low
selfappraised probleraolving ability. The contrasting findings may reflect the

different definitions of suicide attempt (inclusion criteria) in the two studies.
Beautraig2004)also examinednediction of suicide, with relevant factors being

formal educational qualifications, strong hope to die at index attempt and reactions to
surviving initial attenpt (not being relieved at surviving, still having thoughts of
wanting to die and anticipating making a further attempt). While these factors were
statistically significant, they had only limited capacity to distinguish those who later
suicided from those/ho did not. Psychiatric diagnosis was generally not helpful in

predicting risk.

Beautrais (200¢concluded that capacity to predict repeat suicide attempts and/or
suicide from baseline characteristics is p
determine subsequent suicidality may relate to treatment, life events, changes in social
circumstances, and mental health’” (p. 10).
practiceBeautrais (2004emphasised the need for the whal¢his high risk group to

receive treatment, followp, support and monitoring to reduce risk$usther

suicidal actions, rather than tryingidentify those athe veryhighestrisk.

4.2.2 Retrospective survey

Chesley and Loring/cNulty (2003 surveyed 50 people who had made a suicide
attempt. Participants were recruited through newspaper advertisements or stories in
several US stateSuicide attempt was setfefined and, unlike the Beautraisidy,

there were no criteria concerning medical seriousfigsssample was 86% female

and 52% had made more than one suicide attempt. Average time since last attempt
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was 10 years, although some participants had made an attempt in the previous year.
Overdog of prescribed or neprescribed drugs was the most common method (62%
of all attempts), with other methods including cutting wrists, strangulation, jumping,
asphyxiation, use of firearranddeliberately driving offroad. In a madut survey
participans wereasked open questions about feelings after the suicide attempt and

protective/preventive aspectstbeir current situation.

In relation toemotions experienced immediately after the suicide atteahjgast half

the sample reporteeeling sad, dpressed, disappointed and/or empty. Other feelings
were anger, embarrassment/shame, and happinesgf@defiey & LoringMcNulty,
2003. Participants were not specifically asked about continuing feelings of wanting
to die in the period immediately after the attempt, though the response of

‘“di sappointed’” suggest s t.lurrsntfeelingsrdlated e been
to having survived the suicide attempt were predominantly more positive with 60% of
participants glad or grateful. Other current feelings were hopeful, angry, sad or

depressed, ambivalent and shame/embarrassihentild have ken interesting to

hear more about meaning of these | atter f e
current life. Howevern summary these participants did not seem to experience a

cathartic effectmmediately after the suicide attenipit years latemost were glad to

be alive.

Chesley and Loring/icNulty (2003 also asked participanébout preventive factors

past and present. When asked whether someone or something had made a difference
in keeping them alive (subsequent to therafit), the most common response was
children (32% of samplejollowed bytreatment with a health care pessional,

sense of empowerment, improved sdfeem, stronger sense of self, spirituality,
relationship with significant otheand/orrelationship with family and friend3hese
responses are consistent wre a u t r a)icariment ab@uthk likely role of life
events and treatment in influencing letagm outcomesA question about what is

keeping the respondent from attempting suicide now, yielded many drtiee s
categories, treatment with a health care professional being the most common response
(26%), with a new outlook on life and/or achieving personal or professional success
emerging more prominenthAsking participants how they learned to cope with

suicical feelings yielded a wide rangé responsesMost commonly mentioned were
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treatment with a health care professional (36% of sample), sharing feelings with
others (28%)andinvolvement in activities/hobbies (28%). Other responses included
relationships wth friends, improved seksteem, spirituality, recognising that suicidal
thoughts are transient, involvement in support groups, having a sense of control over

one’s | ife, medication, journaling and

Participants identified a greatany, no doubt interelated, experiences as helping

them in managing or overcoming suicidality. Relationships and sense of self seem
central and it is encouraging that treatment with a health care professional was helpful
to many.Chesley and Lorindg/lcNulty (2003 noted as limitations the study being
retrospective (with posdidinaccuracies in remebering)and the participants being
seltselected with males possibly undepresentedA further limitation is that a

survey (even one with open questions) does not alloarfpradditional exploration

of the participants

4.2.3 Qualitativeresearch:Lived experiencéollowing a suicide attempt

Qualitative studieaim tothrow some light othe factorgessentially experiences
over time)thatBeautrais 2004 thought likely to influencsubsequent suicidality
Such studies seek to understaxgeriencesf suicidality and how these connect with
experiencesf treatment, the impact of life events and social circumstances and
fluctuations inmental heah. Qualitative researchimsto elucidate intrapsychic and

interpersonal processaadexperiencesnd ultimately to inform intervention.

Qualitative studies of experiences following a suicide attempt tend to be widely
dispersed in the literature and are rarely brought together for review. Psycinfo,

Medline and Cinahl databases were searchedi ng t he f ol | owi ng

i ni tial responses.

pr o

term

att emmehptedsui ci de’ or ‘“suicidal?’ and ‘recove

gual i tat i viacludedf@ tewedif theya)used gualitative methodology
andb) had asked people who had made a suicide attempt about their exygerience
following the attemptHence qualitative studies th&cused on experiences

preceding a suicide attemptairthe time obeing suicidalbut did not discuss
experiences following the attempt, were not included (except where they were part of
an interrelatedgroup of studies).
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Following the initial database searches, some further studies were identifiedtih

examination of the reference lists of studies identified in the seEnchpointed to

some studies usingharhm treatnh € rd etl h dniohr‘ag ei siec
in turn | ed to some further database searc|
harm were only included f-lmmaseview if the"
encompassing aons bothwith andwithout suicidal intent. Studies which used the

Favazza (199&definition of seltharm (i.e. without suicidal intent) were excluded

from the review.

The published reports of these studies can be divided into those which focus on
internal psychological experience, relationships and life circumstétisesissedn
this section and those which focus on experiences of treatment or contact with
serviceqdiscussed in sectioh?2.4). There are also a small number of studies
reporting from the perspective of family members of people who made a suicide
attempt.

The studies relatively few in number, and study participants vary in terms of
cultural context, age range and life circumstances. Moreover summarising the
findings of qualitative studies necessarily runs the risk that some rich description and
analysis of meaningWbe lost.In an effort to minimise this and keep a sense of
context,in the following sectiorstudies are discussed individually before an attempt

is made to draw together the overall patterns emerging from this body of research.

4.2.3.1 Inner life, relationsips andlife circumstances

In the first tvo studiegeviewed participants werentervieweddays or weekafter

their suicide attempt, some while still in a psychiatric or medical viautthe

remaining studies a longer time had usually elapsed betweanittide attempt and

the interview Crocker, Clare, and Evans (2008 the U.K.,interviewed older adults
(aged 6591) about their subjective experience and understanding of the pathway to
and from a recent suicide attem@ttempts construed as euthanasia were excluded.)
In relation to the period after the suicide attempt the participants were concerned
about regaimg control and becoming visible to otheParticipantdelt prior to the
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suicide attempt that they had lost control over significant aspects of their life or
functioning (often in ways that were associated with the ageing protegs) and
optimism wereggenerated when participants were able to regain a sénsatrol
afterwardswith regained control often a product of medical intervention to reduce

pain andor othersymptomsThose who failed to regain a sense of control struggled
with feelingsof failure andshame about the suicide atteraptl experienced a

continued helplessness about the future. In relation to becoming visible, participants
had felt, prior to the suicide attempt, isolated, lonely, disconnected even if others were
present, and thahéy were becoming invisible to the workfter the suicide attempt
participants had either a positive or negative experience of becoming more visible.
For somethe suicide attempt mobilised support systems and revealed that people did
notice and care, véalising the participant. Others, sadly, felt that they became more
visible, bu visible as a burden to others, including medical s@fbcker et al. (2006
wrote about their participantosextosui ci dal s
ageing and perceiveat potential decline, and hence of belonging to a matfigied

and stigmatised group. Since suicidal behaviour alsacédtstigma, these participants
may be doubly stigmatised, especially in the case of those who did not emerge from
the experience with renewed optimigfAn alternative, but not encouraging,

possibility is that the stigma of ageing reduces the stigmaicfle as the life is seen

as less valuable.)

Tzeng (200}, in Taiwan, interviewed men and women (ageeb2pwho had made a
suicide attempt in the previous two to eight weeks. At the oitlee interview

participants were still experiencing high levels of distress and seemed to be struggling
with the same issues as they had struggled with prior to the suicide affeer.

(2000)c har acteri sed the struggl e as feeling
dimensions or conflicts were identified as underlying the sense of being trapped:

being controlled by others vs. striving to live for oneself; being rebuffed by others vs.

se&ing company and being loved; wanting to lesétvefamily vs. feeling responsible

for family. It is noteworthy that these are all relationship issues, and also that the

issues of control and connection emerggain as they did ithe Crocker et al.

(2006 study, although these may be manifested differently in the two differing

contexts.Tzeng (2001 reported that participants felt embarrassed about attempting

suicide and, while they still struggled with suicidal thoughts, there was some shift
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because of not wanting to lose face or be seen to lack filial piety. Thpeeant

cultural values acted as a counterweight to suicid&ityne participants found that

their families offered special support and care after the suicide attempt. Despite this,
participants’ difficulties c dorenhesuicideat i ng wi
attempt, did not resolve after the attempt (at least not in the two to eight week span of

the study).In discussing Chinese cultural attitudes to suidideng (200) notedthat

suicide is shameful if done for the individual self (rather than for the greater good)

and stressenh conclusiorthat health professionals must understand suicide

attempters embarrassment.

In a relatively early studWMehta (199Qinvestigateca t t e mpt ed sui ci de i n
(South Asian) Singaporean women. She inearad 35 women with a main focus on
understanding the factors that contribute to(#tdeast at that timejomparatively

high rate of attempted suicide in women of this community. Sodimiral issues and

associated family relationship problems (the sdibate roles of Indian women as
daughters and wives, expectations and conf
marriages, marital conflict, conflict with4laws) emerged as important factors along

with family violence, migration stress and social isalatiAmong those women with

the most serious suicidal intent, the main cause of stress was relationship problems

with husbands. In relation to the period after the suicide atiéigbita (1990

inquired about responses to the suicide attempt by those close to the women. Among

the 24 women who had a spouse or a boyfriend repdirted that the attempt had a

positive effect in that the spouse/boyfriend expressed concern or sympathy. This

concern was reassuring for those who had previously felt their spouse/boyfriend did

not care about them anymore. Four women reported a negasiponse (scolding or

anger),and for the remaindgethere was no effedr the spouse/boyfriend did not

know about the attempt. When asked about family members and friends, 24 of the 35
women reported a positiveaction(concern, sympathy or a greaterderstanding of

the respondent’s needs or probl ems). For f
attempt paved the way for theeturn to the parental honeix respondents

spontaneouslyelated thathe suicide attempt had been a-sttengthening and

maturing experience in their livewhich resulted in greatadjustment to and

acceptance of their life situatiorDverallMehta (1990 suggested that the suicide

attempt was a turning point in the lives of a majority of the respondents. Twenty two
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of the 35 women emerged from the aftermath with a hopeful attitude tdheard

future. However 12 expressed little hope and felt their problems remained unresolved.

One respondent had ‘no hope’ and was seen
attempt.

Several studies have set out to exploreptioeess obvercoming omoving away

from suicidalty or seltharming In England Sinclair and Gree(R005 interviewed

20 participants selected from a larger cohort who, seven years previously, had
received hospital treatment for deliberate-pelisoning.Participants were selected

for the qualitative study if they had not sedrmed in the past twgears. They were
asked about life at the time of teelf-poisoning about life nowand about what had
changed, or stayed the same, in the intervening seven Vharszsearchers identified
three key narratives, with each narrative pertaining to aysalp of participants. For
those who were adolescents at the time of the indehaastf, the key narrative
concerned resolution of adolescent chdd® chaos was in the unpredictability of
family life, and in some instances experiences of abuse or v@IRa&solution came
through establishing autonomy and independence, breaking away from family and
overcoming the lack of control previously experiendedecond key narrative
concerned recognising alcohol as a factor in deliberatdaati For this group
whereas alcohol had perpetuated a cycle of depression, anger doedtb@if,
abstaining from alcohol permitted a regained sense efvath. The third narrative
concerned coming to see deliberate-bBalfim as a consequence of depressive iljness

andsubsequently finding ways to manage or treat depressive symptoms.

Everall and colleagud8ostik & Everall, 2007 Everall, Altrows, et al., 2006

reported on a series of studiesCanadd o cus ed o nandemergigscent s’
a d u expesieénces of overcoming suicidali§tudy participantseported persistent
suicidalideation spanningeveral years (on average), with many having made one or
more suicide attempts, btiteyhad not been suicidabif at least six months. The
experience of being suicidal was characterised by overwhelming dedpane and
seltloathing, alienation and isolatiqiverall, Bostik, & Paulson,@D6), and a sense

of lack of control(Everall, 2000. The experience of overcoming suicidality was
associated with several irteonnected processesich Everall, Altrows, et al.

(2006 analysed in terms of resiliendearticipants actively sought and managed to
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establish at least one caring and supportivaicgiship, whether with a parent, friend,

teacher or counsellofhey described facing difficult feelings (sadness, anger, fear)

and beginning to express these feelings to others, as well as through writing. Having
someone who listened without judginmggoc ar ed and saw ‘good’ i n
shift in selfperceptions and a greater recognition of the possibility of personal

control.A sense of agency and control was built up by taking action in relation to

their own lives ad developingyoals, plans andsense of purpose. On the basis of

their analysisEverall, Altrows, et al. (2006argued that @lience and the factors

underpinning it are not necessarpigesen{or inherent in the persopyior to suicidal

experience and recovery, but are built during the process of healing.

In asimilar adolescent samplBostik and Everall (20Q7aimed to look more closely

at the nature of the interpersonal processes that conttitoutiee experience of
overcoming suicidality. Thegentifiedattachment relationshigscentral to the
experience of healing. Components of the attachment erperiecluded finding
acceptancéeven of feelings that had previously been kept hidden for fear of
rejectior), experiencing intimacy and closenessda sense of consistency or
permanency within the relationship. Receiving encouragement was also significant,
with participantsraluing the experiencef having someone who was interested in

what they were doing right tteer than wrong. As participants developed a sense of
connection within attachment relationshigsey developed a greater sense of self
worth and stopped feeling so different from others. A life that had felt empty began to
feel meaningfulFor the adole=ents in these studies, the processes of overcoming
suicidality and t h eseemtobavebeammmEementaryingr owi ng
supporting the development of a greater sense of autgmoeaningfuidentity and

belonging(Everall, Bostik, & Paulson, 2005

Bergmans, Langley, Links, and Lavery (2p@&o sought to understatite process
through whichyoung adults move away from suicideated behaviourshey
interviewed 16 youn@anadiangaged 18 to 25) who hambmpletedanintervention
programfor peoplewith a history ofrepeated suicide attempBarticipants were seen
as stil in the process of recovery frosuicidality, with 11 reporting no suicide
attempts since the intervention and 5 reporting reduced suglatedbehaviour.
Using grounded theory methodolgd3ergmans, Langley, et al. (2009
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conceptualised the transitidoward lower suicide risk as a pathway with three major
el ements. The pathway began in a place ide
characterised by a stroadfinity with death as a comfort, as a way obtfeeling or

as an identityf nondeserveaess.Then something unsettlelis initial state and
nudgedhe person toward painfulambivalence a transitional space marked by
unanticipated turning points. The turning poimgolved experiaces that led to a
changing realisation about wanting e gélersus wanting to live. The third element
was termed pockets of recovery, underpinned by new skills and insights such as
awareness of choices, and recognising and toleratiegsefeelings. The process of
change was seen as incremerfiapport from amily, friends and professionals made
a significant contributionpalthoughsome participants found it necessaryettison

toxic relaionships

In a collaboration between researchers and graduates of therabatiened
intervention progranBergmans, Carruthers, et al. (20@8plored the experience of
returning b paid employment aftex process of healing from recurrent suicide
attemptsand associated mental illness. While acknowledgmg@loyment as a
marker ofrenewed strength and confidence, the paper focused mainly on the
challenges of returning to worBtigma was a central issu&.stigmatised sense of
self acquired through immersion in the mental health syatethseldefinition as
mentallyilwas associ ated with | oss TDhiwdsel i ef i n
mirrored by §igmatising attitudes within the workplawagich acted to prohibit
disclosure of personal experience and histdlgnaging a mental iliness while
navigating the written and unwrittexpectations of the workplace sidentified asa
considerable challengandBergmans, Carruthers, et al. (20@8gued for more

undestanding and support from employers and managers.

While somestudies specifically recruited participants who had not been suicidal for
some timein other studiesuicidality was more of an ongoing strugdseong,

Karlsson, and Svensson (20@&erviewed four Norwegian men actaracterised

their narratives as expressing a shg sense of sense of self before and aéiied
sometimes in betweenuicide attempts. Participants in this study were aged 32 to 40,
were recruited from substance abuse services, had used illicit drugs for more than five

years, had mviously attempteduicide,were receiving treatment and not currently
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under the influence of illegal substances. The men described what seemed like a

longstanding sensbefore their suicide attempt(®)f being isolated, an outsider,

abandoned or trappedn their drug se and in their sense of alienation. As their
situation deteriorated they moved to a poi
closet o t he poi n t38),avheremeense ef existential emptmess or loss of

control combined with a majoegative life event to precipitate a suicide attempt. At

the time of interview (for three of the men more than six months after, but in one case

only one month after, their last suicide attempt) they were understoodas t i | | being
on t he 3@.digeméen ddsqibed ambiguous or contradictory positions where

they still experienced suicidality but also felt to varying degrees engaged in treatment,

which held out a possibility of hope.

A few studies which focwei mainly on pathwaysowarda suicide attentpor the

experience of suicidality, neverthelagwe some attention to experiences after the

attempt.From Canadaidd and Kral (2002reported a qualitative study in which 29

street youth, many of whom had engaged in prostitution, were interviewed about their
experiences with, and understanding of, suicide and attempted suicide. Seventy six

per cent of participants reported a historattémpted suicide with most of these

reporting more than one attempt. Much of the interview and analysis focussed on the

feelings and experiences preceding a suicide attempt (abusive and neglectful

upbringing, a range of negative experiences on the stvgktthemes of isolation,
rejection/betrayal, lack of control and low selbrth). However there was some brief

discussion about experiences following a suicide attempt. The study included five

participants who were gay and made their only suicide attbefpre they were

living on the street. These participants found that a level of acceptance among the

street community had reduced their suicidality. In contrast, participants who

attempted suicide while on the street spoke of the superficiality of nest s
‘“friendships’™ and said that-orefetllgcared. hey had
Despite thisparticipants did see talking to friends as a way of dealing with pain.

When discussing what helped them through bad times, 26% of participants rather
poignantly mentioned ‘the thought that the:"
suicide attempt gKidd&Kral,2002,p.424i ng Sso0 many’
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In New York City, Zayas, Gulbas, Fedoravicius, and Cabassa j20tdviewed 27
adolescent Liinas following an incident cduiciderelated behaviour aelf-harm.
Approximately half the girls expressed suicidal intent. Suioalieted behaviour took

place against a background of disrupted family structures, conflict with parents, abuse
or bullying. The loneliness and alienation experienced by the girls was understood by
the researchers in terms of cultural discontinuity, in particular, shifting roles for
women as the girls tried to bridge two cultures. At the time of the interview (2 to 26
weeks ater), some girls expressed regret about their actions, and worried about the

i mplications for their,ofnottbeingabletoagetgjob. bei ng
A similar concern about stigma was expressed by some adolescents in a British study
(Dorer, Feehan, Vostanis, & Winkley, 1998ome girlsirz ay a s (2000 study. * s
were facing current stigmatisation, being teased and bullied by schoolmates who had
discovered their contact with the mental health system. For sonrts,dibevever, the
selfharm or suicideelated incident had positive repercussions in bringing the family

together, opening up communication, and making it clear that someone cared.

While some adolescent participants within the above studies reportéantiigt
relationships improved over timeedium to longerm following a suicide attempt,
therehas beeiltittle reporting of family reactions in the short terfvhis was

addresseth a Britishsemistructured interview studypllowing hospital admission

for overdosdgDorer et al., 1990 The most common parental reaction, as perceived

by adolescents, was distress and concéra second most common respowses

anger. Almost one third of the adolescents reported they had been ignored, while one
fifth felt those around them hadsponded by beingverprotectivePeers were

reported as thinking the overdose was st u|

4.2.3.2  Familymembeiperspectives

There havdeen very few interview studies of family experiences following a suicide
attempt. Of those few, some structured interview studies analysed their data in terms
of response percentages. Two sstitdiegKjellin & Ostman, 2005Magnelngvar &
Ojehagen, 199%ound that family members of people who havade a suicide

attempt continugto worry that their relativevould harm themselves again. Many of
these family members (parents, partners or others nominated by the suicidal person)
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expressed a need for more professional support, psychological catmseltiag for

themselves after their relative’s suicide
greater involvement i n t hleeifactthateoheyear ve’' s p s
later, nearly half the family membersMagnel ngv ar an d199)jstedyagen’ s

had not talked to their relative about the suicide attempt, could suggest that more

family involvement in treatment would txelpful in establishing more
communicationMagnelngvar and Ojehagemoted however that little is known about

the effect on patients of involving family members in their treatment.

Studiesof family member experiencas which there waa more extensive

qualitative data analyswsere hard to findHowever h one such studgun and Long
(2008 interviewedTaiwanesdamily members about their experiences of caringafor
relative who had recently been discharged from hospital following a suicide attempt
or persistent suicidal ideation. The-patients, many of whom had made multiple
suicide attempts and some of whom continued to have suicidal thoughts, were also
asked abut their experience of their family members caring for them. Fifteen families
participated and interviews were conducted within six weeks of discharge. While
family members struggling with suicidality indicated that strong family support was
helpful to them, the family carers found providing care and support difficult and
stressful. They feltthey hadbbe * on guar d 1848)yotrgto ensurei g ht ’ (p

their family member’s safety, and put a | o
activities of dailyliving and trying to create a nurturing environmesuin and Long

(2008c har acterised the family carerst’core e
(p-1946), noting they were physilly and mentally exhausted. There was, however,

some variation across families, in terms of the quality of relationships and family

carers capacity to cope. When family rel a
members were more likely to express paiféalings and to receive a supportive

response. On the other hand, when family members experienced intolerable burnout

they could no | onger respond or provide dai
escalated. In general however, across the wholgpg family members were more

able to provide practical care than to respond to mental health issues. Family stress

was further complicated by the stigma attached to suicide in Chinese ¢6ciet§

Long, 2008 Sun, Long, Huang, & Huang, 2008 he researchers advocated psycho

education for family members caring @ recently suicidal relative.

46



4.2.3.3  Summary. Inner life, relationships and life circumstances

In the studies outlined above, experiences of suicidality were characterised by intense
feelings of despair, shame and deHthing, alienation, isolation, existential
emptinesgBiong et al., 2008Everall, Bostik, et al., 200&idd & Kral, 2002, and a
sense of close affinity with deagBergmans, angley, et al., 20Q9Feelings of lack

of control were commo(Biong et al., 2008Crocker et al., 20Q@&verall, 2000, as

was the experience of feeling trapped, whether by family relationships and internal
conflicts(Tzeng, 200}, by drug use and position as an outs{@ong et al., 2008

or by rigid family and social expectatiofidehta, 199). In some instances these
experiences were underpinned by chaos and unpredictability within families, or by
histories of abuse and violen@@urtis, 2006 Kidd & Kral, 2002 Sinclair & Green,
2005. Zayas et al. (2000Qdentified shifting cultural values as a significant contextual

factor in some communities.

Psychological outcomésllowing a suicide attempterevaried, with some people

still feeling suicidal and struggling with, or feeling trapped by, the same difficulties as
before the attem{Biong et al., 2008Tzeng, 2001 Feelings oshameand
embarrassment about the suicide attempt were prominent in more than one cultural
context as indicated bffzeng (200}1in Taiwan,Wiklander, Samuelsson, and Asberg
(2003 in Swedkn, andwhen loss of control issues were not resolved;tmcker et

al. (2006 in the UK. However for some, the suicide attémgnstituted a turning

point, eitherby allowing escape from a trapped position, e.g overcoming cultural
prohibitions against leaving an unhappy marriggehta, 1999, or through contact

with services that helped the person regain a sense of control, e.g by treating physical
infirmity (Crocker et al., 200Q6or depressive symptongSinclair & Green, 2005 For
others the suicide attempt seemed to trigger-asgessment of, and-aejustment to,

s |ife sit wwengthenmgMemmtee 09I t i ng

the person

In some instances following the suicide attempt, family membereedffacreased
care and suppo(fzeng, 2001Zayas et al., 20)®r greater understanding of the
p er s o n ’'(Mehtay B98DdNevertheless relationship and communication
difficulties within families did not necessarily resolleeng, 200}, and in some
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families the suicide attempt was not spoken about, or at least not spoken about with

the person who made the atterfigagneingvar & Ojehagen, 1999More

immediate &mily reactions, as perceived by adolesc@itswing an overdose,

includeddistress, concern, ang@noring the incident, andverprotectiveness

(Doreretal., 1999 From t he perspective of family me
attempt generated a great deal of w@Kjellin & Ostman, 2005Magnelngvar &

Ojehagen, 1999 and those caring for suicidal family members at home were

struggling withimpending burnoufSun et al., 2008 It seemedamily members

found it more difficult to respond to thei

provide physical caréSun et al., 2008

Some studies focussed specifically on the process of overcoming or recovering from
sucidality. These experiences were characterised by regaining or developing a sense
of control, connecting or reonnecting with othmss, andrecognising and tolerating
intense, difficultfeelingsand beginning to express théBergmans, Langley, et al.,

2009; Crocker et al., 20Qeeverall, Altrows, et al., 2006For adolescents and young
people, establishing independence and autonomy and taking action in relation to their
own lives was often an important part of the pro¢eserall, Altrows, et al., 2006
Sinclair & Green, 2006 and this could sometimes mean breaking links with a toxic
family situation(Bergmans, kngley, et al., 20Q9Establishing a close, consistent
relationship with a supportive other was a foundational experience within the process
of overcoming suiciddy, at least for adolescen{Bostik & Everall, 2007 Everall,

Altrows, et al., 200§ In this context many parents were abledspond to this need,

but for some adolescents the core relationship was with someone outside the family.
Key components within these attachment experiences were finding acceptance,
receiving encouragement, experiencing intimacy and closeness and beitotalde

in the ongoing nature of the relationsfiostik & Everall, 2007. Finding acceptance
was also noted bigidd and Kral (2002as significant for gay street youth within their
study.For some young people, transitioning from suigielated behaviour involved

an incremental process of responding to life events or ex@té&iggers that

prompted a shift in the balance between attachment to life and attachment to death
(Bergmans, Langleytal., 2009. For others, across adulthoadkey experience was
recognising and addressing contributing fagteush as alcohol abuse or depression
(Sinclair & Green, 2006
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Many of the studies reviewed focussed on the experiences of adolescents and
emerging adults and one studir@cker et al., 20060n the 65lusage group. Only

four studiegBiong et al., 2008Mehta,199Q Sinclair & Green, 2005Tzeng, 2001
examined experiences of a broader adult age group, encompassing the decades of
early and middle adulthoo#/loreover two of theestudieswereconductedn Asia
(Mehta; Tzeng) whereultural attitudes and beliefs about suicidal behaviour may, in
some respects, be different to attitudes prevailing in the.Wist paucity of focus

on the middle years is not sgident in studies of posuicideattempt experiences

with clinical services which are reviewed in the next section.

4.2.4 Research: Experiences of clinical services

4.2.4.1 Qualitative studies

In this section, experiences of hospitalisation are discussed first, followed by
experiences of psychotherapy and counselln§wedishstudy bySamuelsson et al.

(2000 focused on experiencesiaopatientpsychiatric care after a suicide attempt.
Eighteen peoplevho had been admitted from an emergency department to a
specialized hosgal ward for suicidal patientsyere interviewed shortly before

discharge. Participants expressed shame about the suicide attempt and hospitalisation
but also relief about being hospitalised as they felt they could no longer cope. Those
who had been on thersa ward previously felt particularly embarrassed at returning
after a further suicide attempt. Many participants commented about the care and sense
of security provided on the ward. This contrasted with the experience on arrival at the
psychiatric emergeryaoom where mangespondentperceived staff as uncaring and
lacking in consideration. Participants emphasised the importance of staff commitment
(e.g. responding when patients needed to talk) and respect. They found it confirming
that staff regarded thesuicide attempt as seriobat alsocommunicated a belief that

the patient could be helped. Also important were understanding, sensitivity to
patients’ needs (e.g. whether they needed
the staff trusted themr had confidence in them. Perceptions of the care provided

were more positive than negative. However participants perceived instances of lack of
respect (eg being treated like a child, arrangements made without explanation, having
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to tell their story oveagain to various staff without knowing the purpose of doing so).
Instances of feeling not understood or confirmed gave rise to feelings of being
burdensome. Some participants reported tensions around staff searching belongings or
removing items considededangerous; they understood why it was done but were
sensitive to the lack of confidence in them. Overall nearly all participants in this study
saw their hospitalisation as helpful. They described the opportunity to talk and to be
understood as of centriahportance Samuelsson et al. (200Qoted that participants

in this study were degbing experiences on a ward specialising in care for suicidal
patients, with many staff trained for this purpdSeperiences may be different in less

specialised mental health services.

Wiklander et al. (2003elaborated on the shame reactions spontaneously described by

13 of 18 patients interviewed 1a mu e | s s @000 s€udy. Aspects of the

shame reactions included feelings of failure, feelings of being exposed, being

ashamed of oneself, impulses to hide or flee and experientessgressing
boundaries. Respondents’ experiences of <ca
an influence on shame reactions. Being treated with kindness and respect at admission
tended to alleviate initial shame reactions pertaining to the suiteta@. Patients

were sensitive to the attitudes of hospital staff at initial encounter and this experience
influenced willingness to be admitted. It helped when staff werguagmental

about the suicide attempt. A tolerant and flexible atmosphere andelmands helped
patients to accept treatment and feel | ess
exacerbated when [patients] felt that they had exposed themselves too much and when

they experienced the personnel as unsympathetic, disrespectful, authoatative,

p uni s(Wiklandgr et al., 2003, p. 2RAWhen staff wer@erceived as punishing

or abusing their power, respondents felt petrified and reacted with silence and

withdrawal.

The importance of being treated in a podgemental manner was reiterated by the

adol escent s (1999 sDardegr. &tonasli.s'tent with McGin
(1992 observations, the adolescents had exguett be judged harshly and seen as

wasting staff time, and were comforted when, against expectations, their distress was

taken seriously. Staff friendliness and acceptance was seen as the most positive aspect

of the hospital experience.
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In Sinclair andG r e e2009British study, outlined above, sigroups of

participants had contrastingmiences of hospital admission following deliberate
self-poisoning. Those who were adolescents at the time found hospital admission
traumatic and frightening. It exacerbated their feelings of lack of control and they had
difficulty engaging with professital staff who were strangers, whereas existing
relationships with doctors and school counsellors were experienced as helpful. In
contrast, those who came to see theirlsatin as a consequence of depression, found
hospital services helpful in initiatinge recognition and treatment of depressive
symptoms. Those whose salirm was connected to alcohol abuse saw hospital
admission as a temporary respite, but one which did not help them to identify and

address their alcohol problems.

Strike, Rhodes, Bergmans, and Links (208&lored the difficulties a group of
Canadian men had in relation to accessing hospital and other nesgithl¢are. The
focus on men is interesting given that many other studies tend thadrere

female than male participants. Interviews were conducted with 15 men who had a
history of suicidal behaviour, together with a substance use disorder, antisocial
behaviour or borderline personality disorder. Two cyclical patterns were described,
one where the men responded to negative experiences with mental health care
providers by avoiding care settings, culminating in a crisis, which then precipitated
involuntay care. In the second pattern, men went in search of care, approaching one
provider after another (e.g. emergency department, crisis team, family doctor), but
were unable to find the type of help they wanted. This led to loss of respect for care
providersand potentially a deterioration in mental health. Processes contributing to

s difficulti

these cycles included the men
or, if problems were recognised, their difficulty in articulating and showing emotions.

Equaly signi ficant were providers not recogni
services, instances of disrespectful treatment, and assessments that were not

sufficiently comprehensive. In addition the men resented being prescribed medication

without being ofered counselling or other opportunities to talk about their problems.

A few studies have investigated experiences of psychotherapy, within theupnde
attempt contextCurtis (2006 interviewed 24 New Zealand women who had made a
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suicide attempt before the age of 25, had engaged in no suicidal behaviour for the past
year and saw themselves as having recovered from their suicidality. The women
spoke about their @eriences with therapists and counsellors as well as how and why
they became suicidal. Nearly all the women saw family experiences (sexual and/or
physical abuse, parental conflict, parental death, family suicidal history) as being key
factors in their suidality. Sexual abuse, usually by a family member, was the issue
most commonly identified. In addition to the actual abuse, experiences around
disclosure of abuse, either to family members or health professionals, also contributed
to suicidality. Thewomeéns experi ences with therapists a
with most reporting that at least one of the counsellors/therapists they had seen was
unhelpful. Sometimes this meant the contact was ineffective or the woman had not

felt ready to talk, bubnethird of the women reported a counselling or therapy that

had been detrimental. Often the detrimental impact was related to issues about
disclosure of sexual abuédisbelief, minimisation, but also being pressured to

disclose when not readygnd sometimet® feeling unvalidated and disempowered

more generally. Women who found therapy/counselling helpful spoke of the
importance of affirmation, acceptance, being able to set their own pace, and
establishing a relationship that felt trustworthy and where theamovas an equal

partner in the work. Unfortunately in the report of this study, it is not clear how many

of the therapy/counselling experiences occurred before or after the suicide attempt or

during a period ofecurrent suicidality

In SwedenPerseius, Ojehagen, Ekdahl, Asberg, and Samuelssor) {a@08iewed

ten women(and four therapistggbout th& experience of dialectical behaviour
therapy(DBT, a combined individual and group progpaifhe women had been in
therapy for 12 months or more and, with one exception, reported a previous history of
multiple suicide attempt©verall the participants ragded the therapy as lisaving.

They valued the respect, understanding and confirmation they experienced in the
therapy, as well as specific features of the DBT program such as skills development
and crisis support. Participants felt that the therapyhlezed them to become more
self-acceptingpvercominga previous pattern of seffate.Nevertheless they

described therapy as a difficult struggle and noted the need for particular support in
the beginning when they were ambivalent about contindihg.gudy provides a
strong endorsement for the DBT progr am, es |
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negative accounts of earlier psychiatric care. However it might be expected that
patients who have stayed in therapy for twelve mofititsit a valuable expegnce

As a complementary narrative, it would be interesting to hear about the experiences of
the twopatients who began the therapy but did not continue with it.

Paulson and Everall (20p3n a Canadian study, investigat@eviouslysuicidal

adol escent s’ experiences of psychotherapy.
perceptions of what was helpful. A total of 37 adolescen¢sigminantly female,

participated over two stages of the stubllye therapy/counselling received was not

confined to any particular orientation, amad takerplace in a range of public and

private settingsThe aspects of therapy found to be helpful veengceptualised as

enhanced selfinderstanding, communicatigrelated to open, personal disclosure)

creative expression, therapeutic relationgbiparacterised by respect, understanding

and acceptanceand therapeutic strategiézaulson and Everall (20p8oted that a

possible limitation of the study was its retrospective nature.

4.2.4.2 Review paper

A recent systematic review providesme complementary information about service

user experiences, and echoes many of the themes discussedralytmre Hawton,

Fortune, and Kapur (2008onducted a review of studies investigating views about

clinical services among people who de#frned Selfhar m was defined as
intentional sdlpoisoning or selinjury regardless of thedegre of swui ci dal I nt
104), and the most common form of slefrm across the studies was gmfsoning.

The reviewfocused on hospitddased medical and psychiatric services and post

discharge manageme andcovered quantitative and qualitative studies published

before July 2006 and also a number of reports written for professional and
government bodies. The reviewers commented
experiences across countries despitevéir@tion in health care systenfslowever

most of thestudies reviewed were from Englispeaking countries which may

suggest some degree of convergence in professional cidreesvhere health care

systems differed Service users described a rang@aditive and negative

experiencesOn the negative side, service users identified a lack of patient

involvement in decisions abotreatment andhedical/psychiatric management,
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inappropriate staff behaviour and lack of staff knowledge abouhagthi everwhen
staff were seen agry competent in other ways. Inappropriate staff behaviour
included being treated differently from other patients in Emergency Departraedts,
unsympathetic and humiliating interactions in the context of physical treatienre
were also concerns about how psychosocial assesswenet carried out and about
difficulties accessing aftarare. Positive experience&re associated witijreater
participation in care and care decisions, the perception of staff as sympathetic and
resgectful, and being given the opportunity (usually in aftare) to talk about the

issues that contributed to the se#frm.

4.2.4.3 Summary: Experiences of clinical services

Experiences ofiospitalservices could be positive or negative or, most often, a
mixture of both. Positive experiences were associated with perceptions of staff as
caring, respectfuhonjudgmental and offering an opportunity to talk.oGversely
uncaringdisrespectful ad judgmental attitdes were defining featus®f negative
experience¢Doreret al., 1999;Samuelsson et al., 2000aylor et al., 2009;
Wiklanderet al., 2003 Experiences of the admission process were important in
either moderating or exacerbatitige shame reactionsssociated witthe suicide
attempt and hospitalisatiomVfklander et al.2003. While hospitalisation was also a
relief for some $amuelsson et al., 200@or adolescents could be traumatic and
frightening Sinclair & Green2009. Lack of involvement in decisions about
treatment was a further defining feature of negagigeriencesone that emerged
morestrongly in the revievpaper(Taylor et al, 2009)than in individual qualitative
studies. A key negative experieridentifiedacross studiewas inappropriate staff
behaviour such as humiliating or punitive interactions (Taylor et al., 2009ander

et al., 2003 Negative experiences of mental health care lead to avoidance of care and
subsequent mental health crisespecially irmen (Strike et al., 200®ut probably
alsqg at least to some exteim women for whom a comparable study could not be
located Men may have particular difficulties accessing care which also results in

deterioration in mental health (Strike et al., 2006).

Some of the findings in relation to experiences of psychothemapyred the themes

identified in studies of hospital experiencAffirmation, acceptance and respect were
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core features of psychotherapy that was experienced as helpful (CurtisP200n

& Everall, 2003; Perseius et al., 2Q0facilitating the devlepment of seHacceptance

and seHunderstanding. Related to, and perhaps encompassing these featarée
importance of establishirgtherapeutic relationship that felt trustworthy (Curtis,

2006; Paulson & Everall, 2003h contrast, therapy or cagelling was experienced

as detrimental when the person felt unvalidated, disbelieved and disempowered
(Curtis, 2006). Also important were being
being pushed to disclose when not ready (Curtis, 2006) and being teapgithe
beginningof therapywhenoftenambivalent about continuing (Perseius et al., 2003).
These findings come from a very small group of studies butaargistent with the
broader literature about psychotherapy, where the therapeutic relationship is seen as
an essential foundatiamderpinning specific therapeutic strategies.

In their review, Taylor et al., (2009) commented on the similarigxpkrierces
across countriedNevertheless it is worth noting that none of the qualitative studies
reviewed in this chaptavere conducted in Australia, and of the studies reviewed in

)

Tayl or et al s fopusgedeon youth) arigiyateaim Austeale p or t (

4.3  The current study: Rationale and aims

The study of experience after a suicide atteoffgrs an avenue ta greater
understanding of suicidality during a period of potentially increased vulnerability and
risk, as well apotentiallyilluminating pracesses of recovery from suicidalifyhis is

an undeiresearched area and one which has considerable potential to inform

clinicians and services engagement with

development of effective interventions and services

One of the strengths of qualitative research is its capacity to provide auplose
experiencenear account of complex processes and rhadeted lives. The corollary
however is thathe picture is, initially at least, quite contesgecific It is cortext
specific not only in terms of place and culture, but algerms of type of suicide
related behaviougge, gender, kinships, networks and the particularities of
researcheparticipant interactionsl o look across contexts and see the patterns of

similarity and differencen experienceneans we need a layering of many studies.
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Theresearchdiscussed above provislach and valuable information about

experiences of suicidality and experiences in the period after a suicide attempt.
However the studieare still relatively few in numbeMoreover there has been a
somewhat greater focus on experiences in adolescents and youth than in adulthood,
although thiss not the case in studies of experiences in clinical servitese has

been very little studyfahe way in which a suicide attempt impacts on interactions
with family and friends, other thaxploringthe role of attachment experience in
overcoming suicidality in adolescents. A number of the studies had mixed samples in
the sense of including pastpants who had made a suicide attefoptengaged in
deliberate setharm with unclear intent) and otlsevho had sustained periods of
suicidality without an actuauiciderelated actionThe current study will have its

own context and boundaries watl add another layer to the existing patterns of
understanding about experiences of suicidality and in particular, experiences

following a suicide attempt.

The overall aim of the studg to explorethe experiencesf adultsin the months and
yearsfollowing a suicide attempt. Within this braim, the researcher recognises
several domains of experience, each of wisalf interest:

T The person’s emotional l ife or internal
1 Interaction and relationships with family and friends

1 Experiences of atical services

The resarcher § also interested nwhat was helpful and what wast helpful across

any of these domains of experience.
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Chapter5Met hod

Given the exploratory nature of the research aims and the focus on understanding
experience, the studgmploys qualitative research methods. Thapter begins with

a discussion of epistemological and methodological framewoiftisning the study

Then, after identifying key ethical issues, the chapter goes on to describe recruitment
of participants and ntleods of data collection and analysis. The chapter concludes

with a discussion of trustworthiness and rigour anautline othe research context.
5.1 Epistemological and methodological frameworks

| tried to be honest in this book. But honesty is anotherof worms:

whatdowe meanbyilPher ed6s honesty as emotional t
honesty as factual accuracy, and it turns out that the two are

incompatible. (Fitzpatrick, 2010, p. B

Sheila Fitzpatrick wrote these words when, as a historian writing amefrhner own
childhood and family life, she confronted the gaps between her enduring, self
defining memories and the documentary record. As a memoirist she opted for
emotional truth-to tell her story- but with some reference to disputed facts and
alternate accounts. The issue of emotional (or narrative) truth versus historical
accuracy has also been at the core of many of the debates and developments within
gualitative methodologgDenzin &Lincoln, 1994 2000 and within psychoanalysis
(Schafer, 1992Spence, 1982 The issues concern the framing of the research
enceavour and the meaning of data, how we understand or interpret what people tell
us and how we then report on that understanding.

Charmaz2003 2009 addressed these issues in contrasting what she termed,

somewhat polemically, objectivist ground
theory. The constructivist approach assumes multiple realities (rather than the one
external realstt’y mdsitthieond)o,bjiercttervacti ve con

(rather than discovery) and that the reseal
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and outcome (thus challenging the concept of the neutral observer). Furthermore
constructivist grounded theory viewsowledge as partial, relativistic, situated in

ti me and space, and ai mgChdrmoag,2009 nt er preti ve

Spencg1982 examined similar issues in the field of psychoanalysis. He argued that

t here was a t ensi onween the ldearof ekcavatingdhistericavr i t i n g
truth (the archaeology metaphor) and the actual practice of constructing narrative

truth, which gave sequence and coherence but whose link to historical fact was less

than certain. Spend@982r ef er r ed t o pdttdrremakennatlapadtdrn as ' a
finder’ (p.293) . He acknowledged the exi st
events that have occurred and are readily verifiable, but the significance and meaning

of such events and the connections between themarernop| ai n’ . Mor eover
cautioned that the push for narrative c¢cl os

chaotic experience (p.23).

As Kvale (2003 has argued, qualitative methods made significant contributions to

psychology long beforthe recent surge of interest in applying qualitative paradigms

developed in the social sciences. For Freud, psychoanalysis was a method of research

as well as a method of treatment. Just as
unconsci ous ' patént pskichoanalgst ivas andaueaue toward

understanding human nature. The influence of the psychoanalytic method extended

beyond the treatment setting to academic research coriKeats. (2003 traced the

role of ‘psyobpanedyt{pakB9) interview res:
and most influenti al psychological studies
children’s thought processes, Adorno and c

personality and the Hawtharstudies of human relations in industry. He identified
aspects of the psychoanalytic method that were common to intepeised research
studies, notably an open mode of interviewing that allowed participants to talk freely,
interpretation of meaning clely based on what was said (and not said) rather than on
predetermined categories, and a tolerance for ambiguity. He noted important
differences as well, in particular the treatment aims and extended timeframe of
psychoanalysis, and the associated levehabtional intensity within the analyst

patient relationship. It could be argued that these differences place significant limits
on adapting psychoanalytic method to qualitative research.
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Nevertheless, coming from a clinical psychology background, ferdsiearcher the

clinical interview served as an entry point to qualitative methodology. A clinical

interview (distinguished from a specifically diagnostic one) aims at understanding

internal psychological experience and interpersonal processes, thelpeysad the
diagnosigMcWilliams, 2002 Sullivan, 1954. Both the clinical interview and the

qualitative research interview aim to understand experience and arrive at meaning. An
inclusive, operminded mode of listening and an awareness of the interactional nature

of the interview are at the core of both. Bilyaspeaking both are concerned with

understanding the meaning which people give to their experience. The researcher (like

the therapist) aims to enter into the othel
understand the ot her paingsheinfluenceefhip@her ence,
own frame of reference, own role in, and experience of, the interaction. (Of course the

purpose of the interview and the roles of the interviewee and interviewer are different

in research compared to clinical interviegin and hence the ‘contrac
two is also different.)

However, despite the apparent fit between psychological practice and qualitative
methodology, some researchers report significant strains in trying to apply methods
derived from anthropologyociology or philosophy to the study of psychological
processes. Hollwaf2001, 2009 argued that qualitative methods derived from social
sciencegjave insufficient attention to less conscious psychological processes and
privileged social identities over internal dynamics. In a related arguivahg

(2001 noted that grounded theory was originally designed to study social processes
and wondered whether its approach to thdamding could be applied to

psychological processes. In contréétrtz et al. (201) recently described the
application of five qualitative research methodologies to a psychological topic,
namely the experience of *‘whawihgilndgsane’ i n 1t |
Smith (1996 developed interpretative phenomenological analysis at least partly as a

way of bringing phenomenological method into health psychology.

There is a diverse range of qualitative approaches and the litaeatdeeto focus on
what characterises one method compared to another. Howevieret al. (2011
recently identified foundational commonalities among five methodological
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approaches (including phenomenology, constructivist grounded theory and narrative
methods) as well as further potentially common constituents. Most of these

commoralities concerned the process of analysing the data. Interediragiy and

Clarke (200 recently argued that thematic analysis is a foundational method which

should be regarded as a methwds own right. They saw it as a flexible method that

can be applied across a range of theoretical and epistemological frameBvatks.

and Clarké €006 account of thematic analysis igite consistent with the analytic
commonalities identified bWertz et al. (2011 They noted however, that while the

met hod is adaptable across framewor ks, it

epistemological position.

In the light of poststructuralist emphasis on language and narrdtltejay (2009

guestioned whether we have gone too far in focusing on socially mediated realities,

mul tiple truths and the way discourse and
and subjectivity. Takerob far this focus may obscure rather than illuminate
experience. Di scussing James and Joyce Rob
hospital(Robertson, 1970QHollway (200ar gued t hat ‘attachment t
the evidence because it influenced what they noticed and then how the Robertsons

fil med and edited it, but it did not creat
the reality of t hoatdisahowihgdhe significeancedof st r es s ( wi !
constructivist processes) leads to wHatlway (200and ot hers call a ' c

real i st epi stemol ogy.

The current study adopts a ardl realist position. The researcher understands that the

participant’'s experience, as recounted i n
reconstructed in memory and in language, and that construction has been shaped not

only by the process of putting garience into words but also by emotional needs,

research context and the interactional processes within the interview. Despite these

processes of constructing and reconstructing, at its core the experience-is thal

inner life of the informant anih the here and now of the interview. The historical

referents of the present day account are also real though they are interpreted through

the lenses of time and internal mental life, whichf-iggpatrick (2010 found, will

|l i kely mean discrepancies with the *docume

there is another process of constructhtgh e r esear cher’ s process o0
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data and developing a research report. Here fidelity to the subject matter is an

important criterionWertz et al., 201)1

The current researcher considered constructivist grounded theory as an overarching
methodological framework and this is reflected in the research insofar as it aims to
build knowledge from the ground up, employ inductive reasoning and make links to
theory.However it was not possible, for practical reasons, to do theoretical sampling
and, as indicated above, the interpretive stance is more critical realist than fully

constructivist. The study adopts thematic analysis as its basic data analytic strategy.

5.2  Study design

5.2.1 Retrospective interview study

As advocated b¢landinin and Connelly (1994his research takes the study of

experience as its starting point. It seeks to understand more about the experience of

people after a suicide attempt-depth interviewing, with its focus on asking the

participant to articula his or her experience, is the main data collection strategy. The

research is retrospective insofar as it is asking people about their experience over the

past year or several years. A retrospective approach was adopted because:

a) The ethical difficultis and, in particular, the resource implications associated with
prospective study are prohibitive and form part of the reason for the paucity of

research mapping out the period after a suicide attempt.

b) The research i s i ntrsandngtperaptionmndt he per s o
construction of his or her experience. The
ongoing process and involves a degree of retrospectivity at any time along the course

of development.

5.2.2 Defining suicide attempt

Kienhorst and de Wilde (199%aised the question of sal&finition of suicide attempt
versus definition by others and noted that, while the complexityeoprocess may be
similar for both selreport and definition by others, the perceptions of self and other
do not always coincide. The accuracy or validity of-sefffort has been questioned
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(Silverman et al., 200JaHowever this has usually been with reference to laogée
epidemiological surveys or prevalence studies, where the query has arisen on the basis

that many of the suicide attempts repdrhave not resulted in medical attention.

In research investigating the experiential aftermath of a suicide attempt, self

definition of the selharm behaviour as a suicide attempt seems fundamental to the
study.In addition, since one of the aims @sitvestigateexperiences of clinical

services, the study is interested in recruiting participants where the suicide attempt led
to engagement with such services. Taking the medical seriousness of the attempt into
account also helps to define the boundaakthe sample and théecilitate

comparison across studies. For the purposes of this study a suicide attempt is a self
harming action regarded as a suicide attempt by the person him or herself, and
resulting in presentation for medical care or assessameiiorinvolving a highly

lethal method

53 Ethics

Ethics approval was obtained from tfietoria University Human Research Ethics

Committee AppendixE). Any study of attempted suicide raises some complex

ethical issues. A central issue is risk. Thera iisk of psychological pain and distress

which comes from discussing painful feelings and experiences, and also a risk that
pre-existing psychological distress could be stirred up or exacerbated. While there are

no physical risks arising directly frome¢h st udy’' s procedures, it i
physical risks (of selharm) could arise from prexisting psychological distress

which is brought temporarily into heightened focus during the study. Some potential
participants magontinue to struggle with setfestuctive thoughts and impulses,

meaning thattheg r e * at ri sk’ already whesdarbther or no
Theethical concerithenis for the research nt increase the level of risk.

On the other hand it could be argued that an overly protestanee that implies

fragiitycoul d under mine a participant’s confide

that this too constitutes a risk.

It is also possible that the study coulmtentialy have soméenefitsfor the
participantsFor some participants the opportunitysfgeak aboua difficult period in
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his or her life may be beneficial in termstbé opportunity to reflect on life
circumstances, on strategies for managing turmoil angecsonal change and
development over tim&ome participants may gain a sense of satisfaction or an
increased sense of worth from the knowledge that they are making a significant

contribution to the study of an important social and personal problem.

A number of aspects of the study design aim to minimise risk. Firstly the process of
recruitment (as outlined in sectiérb) aimed to provide potential participants with the
time and information to make a considered decision about participatirgstiident
researcher/interviewer is a clinical psychologist with previous experience working
with people who have made a suicide attempt aggted with suicidal thought3he

aim was to condugnterviews with a dual focus of gaining information for the
researctand maintaining he parti ci pant’
par ti ci p aneddéedsmawe priorftyaoveethe researoh further ethical
safeguard was to recruit participants who were likely to be in contact with both
support groups anghiental health service providers and to ascertain that the person
was currently seeing a mental health professional. This meant the participants had

sources of support in the event that they found the research interview unsettling.

5.4  Sample

The sampling strategy was a purposive one, aiming to recruit participants who could
provide informatiorrich accountgPatton, 1990 This principle guided the selection

of avenues for recruiting participants.

Participants were ten adults who had made a suicide attempt at least six months prior
to entering the study.he sample comprised eighbmen and two men with a mean

age of 41.8 years (range: 28 to Sajtially eleven people had volunteered to

participate, but onenanwithdrew for family reasons prior to the interview. In view of
the complexity of defining a suicide attempt, and as edliabove, two aspects were
taken into account in defining eligibility for the study:

1 The person regarded the action as a suicide attempt.
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1 The suicidal actiomvas medically serious enough to result in presentation for
medical care or assessmantl/orinvolved a highly lethal method

Both aspects were to be present for inclusion in the study.

For ethical reasongarticularly concerning informed conseexclusion criteria were
determined. People were to be excluded from the study if they
1 had a recogniseidtellectual disability
1 were currently in a phase of acute psychosis
1 were subject to a compulsory treatment orderview of the complexity of
deciding whether informed consent is freely given in these circumstances
As it turned out, naone who voluntered for the study had to be excluded on any of

these grounds.

In exploratory qualitative research, the aim is to continue interviewing more

participants as long as substantially new information is still being obtained i.e. until

“satur at i oamthe bégmning of this studyf, it was anticipated that sample

size would depend on gaining ethieakesso potential participants and on their

readiness to volunteer to participate. Given also the expected diversikyafence, it
wasrecognised hat ‘saturation’ may not be achieva

5.5  Recruitment of participants

Accessing a suitable sample was always likely to be quite complex. The aim was to
recruit people some tinmedter a suicide attempt, not immediately after (so not in
Emergency Departments of hospitals). Initial discussions with a major metropolitan
hospital indicated that major hospitals offer limited-patient services for people
presenting with suicide attepts, tending instead to refer people to commuinased

agencies or back to general medical practitioners.

It was decided to approach commuriigsed organisations offering ongoing support
and advocacy services for people with mental health problesestopermission to
approach potential study participants through the organisation. Four organisations

were approached. Each organisation had mental health professional and mental health

64



consumer involvement in the running of the organisation. The degveiei¢h the
organisation was consumled or professiondked varied across the four

organisations.

Initial contactwith each organisation was made by phone call and/or letter to a
consumer leader or health professional who had a prominent role irgdresaition.

One organisation did not respond to my initial letter. The other three organisations
considered my approach in a very thoughtful and careful manner, taking time to work
through the ethical and safety issues inherent in my proposal. Two otgargsa

invited me to attend a committee meeting to present my proposal and to answer
guestions. The third organisation invited me to meet with key staff members. After, in
some cases, quite lengthy deliberations, all three organisations agreed to facilitate

maki ng an invitation to participate avail
members of and/or being supported by the organisation. Infornadimut the study

(see Appendix Awas made available to people either at support groups or via the

organsation newsletter. (To safeguard the privacy of members who chose not to

participate, | did not attend any support group meetings and thus information was

given out in my absence.) The i nvitation
of the studydescribed what participants would be asked to do and provided
information about confidentiality and other ethical principles or processes. People

interested in participating were invited to contact the researcher by phone or email.

5.6 Data collection: Procedure

When a potential participant made contact, the researcher explained the aim of the
project and discussed what the participant would be asked to do (thus reiterating some
of the information that the potential participant already had in written fofmpart

of this processheresearchediscusedwith the potential participant the risk of

psychol ogi cal di stress and the need to gi Vv

Il nterviews were conducted in thesitypartici pal
at another mutually agreed and suitable space. The participant was asked to read, or re

read, the invation to participate (Appendix)fand invited to ask questions or raise

any concerns about the study. It vmaade clear that the participant magase
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participation at any timdRarticipants were then asked to silga permission form

(AppendixB . The term per mi ssi on was used rat

ment al heal th consumers’ consulted about
due to its conveying a greater sense of agency on the part of those giving permission.

The permission form included statements about permission for the interview to be

audiotaped, and permission for the use of direct quotes from the participants in

writing up the research. Participants were advised they could cross out these sections if

they did not want to give this permission. Two participants did not want to be audio

taped (so the researcher made notes, as verbatim as possible, during the intariview),

all gave permission for use of direct quotes in the wuniite

Prior to starting the main part of the interview, the researcher asked the participant
some questions about demographics and medical history, including history of mental
health problems angkychiatric diagnosis diny (see Appendix JCTo safeguard

privacy (by keeping demographic and medical information separate from the main
interview material), these questions were asked before the-gaticding began.
Information was recorded in wrignon the form in Appendi&. The audierecorder

was then turned on (except for the two participants who declined this) and the main

interview began.

Although an interviewguide was developed (Appendiy,Dhe researcher intended

that, once the interviewas underway, she would be open to following the

participants as they spoke of their experiences in their own way. Thus the participants

could take a lead in determining what was significant to talk about, with the interview

guide acting as prompt sheet fbe researcher to inquire about any areas that had not

been addressed. The researcher began the interview with an introductory statement

about the research, similar to the initial
interested i n atermakinga ssicide attemgt; How this imEcts on

their life and how they might begin to recover. But to talk about that | need to start by
asking you about your suicide attempt . Oon
researcher asked whether hesloe had made one suicide attempt or more than one. If

more than one, the researcher asked the pa
can focus on one particular attempt to begin with and then towards the end I can ask

you whether there is somethiggo u woul d | i ke to say about ¢t
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Participants were free to select an attempt in any way that seemed meaningful to
them, whether it be the first, or the most recent, or one that was particularly
significant or seemed most useful to tabbout. Once the participant began speaking
about the suicide attempt, he or she usually went on to tell the story of what happened
next (immediate aftermath, treatment etc) and then continued, often initially in a
broadly chronological manner, later withinse detours and backtracking, or

sometimes following first one track and then another. Thus, after the researcher
initiated the starting point, the participants largely set the direction of the interview,
telling what they wanted to tell. The interview bate very much a conversation. The

researcher’s statements or questions were |
were generated by the researcher’s desire
seeking clarification, asking to hear more, making eflmdomment, occasionally

sharing a laugh or trying to summarise ostate. Usually domains of interest for the

research, such as how the participant had been feeling, interaction with family and

friends, experiences with clinical services, and what lemah Ihelpful, entered the

conversation without need for prompting. However if one aspect did not emerge, then

the researcher asked a rather broad, open question about it. Towards the end of the

interview, as the story or discussion seemed to be drawingd@aose, the

researcher asked whether there was anything important that we had not yet talked

about. At the end the researcher asked participants how they felt after doing the

interview, opening up an opportunity to speak about any distress or nesghjart.

Some of the participants had arranged for someone close to come to visit after the

interview, thus managing their own support needs. There were no instances where the

researcher felt it necessary to take any action in relation to risk or support.

5.7  Method of data analysis

The interviews were analysed using thematic analysis methods, infornBrduy &
Clarke(2006, Miles & Huberman(1994) and byWertz et al. €011) discussion of
commonalities and near commonalities across the various approaches to dats. analysi
The researcher was interested in the nature of experience within the domains that had
been identified prior to data collection (emotional life/internal world, interaction with
family and friends and experiences with clinical services) and in the buestian of

what had been helpful and what had been unhelpful. However, through the data
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analysis process, the researcher was also interested in any significant aspects of
experience outside these domains (or which might extend the scope of the domains).
While broad areas of interest had been identified, the method of data analysis was
inductive, working from a close reading of the data. Sequential steps in the analysis

are outlined in the following paragraphs.

All audictaped interviews werganscribedy the researcher, a process of listening
and, to some extent,-teing the interview, which assisted with developing
familiarity with the materialThe interviews that were recorded by ntaking were
typed up immediately afterward (with various shortharpressions being turned into
full renderings wherever possible). Next the interviews were read aeddeseveral

times, and notes made about reflections on the interviews and their context.

The more formal, systematic process afadanalysisommencd by undertaking a
within-case analysis of each interview, moving labest comparativegrosscase
analysigMiles & Huberman, 1994 The analysis of each interview began with initial
(line by line) coding and then engaged in a process of fgiegtithemes within that
particular interview. Identification of themes was based on their salience or
significance within the interview. Salience involved a judgement by the researcher
taking into account not only interview space devoted to the mattegmtional

intensity in the telling, and apparent significance or importance of this aspect of
experience for the participant (overtly stated or inferred). This process mirrored
Charmaz 01)qguesti on ‘ What is most significant
necessarily looking for one fundamental theme. The decision to conduct a thematic
analysis of each interview ratheathwait until the whole data set had been coded,

was an effort to acknowledge and take account of the variation in life circumstances
and the range of experiences of the participants. While there were likely to be some
experiences that participants hacammon, initial readings suggested there were

also some experiences that were not common but which had particular salience for
some individuals. It seemed important to capture these experiences which might have

risked being overlooked in a whole data seilgsis.

The next step however was a return to the whole data set for a comparative analysis

across all the interviews. This involved comparing themes from each interview and
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identifying those that recurred across interviews or that were connected, in that they
referred to similar, or in some cases contrasting, experience or meaning. The aim was
to identify themes that would stand in the
t h e (Beaun & Clarke, 200f it was necessary to go back to the interviews and
review the relevant coded elements. This meant looking at how well the theme was
grounded and shaping or modifying the tigsometimes creating stiemes, in

search of the best fit between the thematic analysis and the data. Themes from the
within-case analysis that seemed to be grounded in the experience of one or two
people were reviewed to see whether they had suffis@i@ncy to remain in the

overall account, with attention also to how these themes might be anchored in
particular circumstance or context. The specificity of circumstance or context could

be important in providing a more inclusive account.

5.8  Trustworthine ss and rigour

Trustworthiness and rigour are among the terms used by qualitative researchers in
relation to maintaining the quality of the research process. They serve a similar
purpose to the concepts of validity and reliability in quantitative methiogl$atter

referring to specific procedures or issues not directly applicable to qualitative
methodsTrustworthines®r credibility of the research is sometimes seen as
comparable to internal validity (Liamputtong, 2018hile transferability, the extent

to which the findings have relevance to other individuals, groups or settings, has some
parallels with external validityAgainst a background of diverse views about the

nature of quality in qualitative research, Yardley (2000) argued that, while there are
core principles, the ways in which these may be achieved will vary from study to

study.

The current study looks to #® processes in establishing trustworthiness. Firstly, in
the early stages of data analysis, another psychologist (also a qualitative researcher)
was asked to read two of the {dientified) interviews. While not asked to do a full

line by line coding, hevas asked to mark passages he considered significant, note
themes, concepts or meanings suggested by these passages, and to develop some
thoughts about how to understand the experience of the participant considered as a
whole. For each of the two interviewthe researcher then met with this psychologist
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to discuss the interview and our preliminary analyses, to compare notes, themes and
understandings. Although a core of shared understanding emerged, this was not
undertaken as an inteater reliability pr@aedure (as might be done in quantitative
research), but rather as a way of refining the approach to analysis, clarifying the

researcher’s own thinking and pushing her

thinking about the data.

The other trustworthiess elements involve transparency and coherence in the writing
up of researcfSmith, 2003 Yardley, 2000. There is a fairly extensive use of quotes

from participants with the aim of makingahsparent the fit between the data and the
themes emerging from the analysis. Finally situating the findings in relation to the
theoretical and research literature assists the reader in evaluating the coherence of the

analytic argument.

Rigour has beendfinedvariouslyasencompassing both trustworthiness and

transferability (Liamputtong, 2013)orast he t hor oughness of the s
the appropriateness of the sample to the question in hand and the completeness of the
anal ysi s unh 2003t pa2B33The’ appfo@iaténess of the sample is

judged ‘“not in terms of size’ but 1 n ter ms
the information needed for a compusehensi ve
thethoroughnessf thestudydepend on three elementsecruitment of participants

who can providea richaccount ofelevant experiencg@roviding depth; a sample of

participants whosaccounts spathe range otliverse experiencgrovidingbreadth);
andthecompleteness and semgily of the analytic and interpretative procdssthe

current study there are two issues that relate to breadth of an@hesidelineation of

the sample, in terms of recruiting participants who had sought medical attention or

used a highly lethal metid, potentiallyplaces limits on transferability of findings.

For example the findings may not be applicable to people in the community who

made a suicide attempt but did not seek medical attention. A second issue is that,

within the designated boundariethe study, saturation of data may not be achieved.

Thus the analysis may not cover the full diversity of experiences following a suicide

attempt even for those who had sought medical attention or used a highly lethal
method.However this limitatio doesnot negate the value of a trustworthy and

credibleanalysis of what is, nevertheless, a substantial sample of relevant experience.

70



Yardley (2000) identified impact and utility as a further key characteristic of quality,
where potential impact may be innes of enriching understanding and/or
implications for policy and practicén view of the relative paucity of research on
experiences following a suicide attempt, the researcher argues that, despite some

limitations, this studycan make a valuable contuition to the field.

5.9 Research context: Person and place

It is usual in qualitative research to position the research in relation to person (the

researcher) and place (geographic and/or social systems). One aim is to give the

reader some contextforconsid i ng t he researcher’s interpe
interview and interpretive perspective in approaching the data analysis. A

complementary aim is to provide some relevant particularities of the social context or

social systems within whichtheparti pant s experiences took pl
some brief comments about the mental health system in the state of Victoria may be

helpful.

5.9.1 The researcher

| came to this project with a background of working as a clinical psychologist. (In
Australia Masers gualifications establish eligibility for registration). In the formative
years of my professional life | worked in mental health services, including inpatient
settings, where in many instances a suicide attempt had precipitated entry to the
service. later | looked back and wondered whether we worked with this experience in
the best way we could. | was trained in a psychodynamic orientation and continue to
find this the most helpful framework for thinking and understanding, but working in
inpatient merdl health instilled the need for flexibility and pragmatism in terms of
enacted practice. | believe it is important in clinical practice and in qualitative
research (and often in everyday life) to be open to however and whatever a person
may present, tosten without making assumptions, at the same time recognising that
engaging with someone el se’s experience in
response. This project was completed-iare over a lengthy period in parallel with

commitment to worland family.
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5.9.2 Mental health system context

As in many other countries, the late decades of the 20th century saw Australian
mental health services-shaped by deinstitutionalisation and mainstrear(rgll,

1995. This section aims to provide a brief overview of the mental health service
system in the state of Victoria in the past ten to fifteen years, a period which sclude
the times of contact with clinical services discussed by participants in this study. The
adult mental health system includes public (governsiemed, stateun) and private
services. The public system includes inpatient units (usually within-tarcetied with

general medical hospitals) and community mental health services which provide on
site outpatient appointments, mobile support teams which visit people (usually with
long-term problems) at home or in supported accommodation, and community
assessmérand treatment teams (CATT). The CATT teams aim to respond to mental
health emergencies in the community, making an assessment of whether or not the
person needs to be admitted to hospital, and providing crisis support or treatment and
referral links to ther services. Depending on the nature of the emergency, police
and/or ambulance teams may also be involved. Adult community mental health
services have guidelines about eligibility for services, aiming primarily to provide
services for mémotsael wiiltlhneé se'r i (oaursd excl udi nc
are seen as less serious). Within the public system there are also services for children,
adolescents and families (but no participant in the current study spoke of experiences

with these services).

The private mental health system consists of private hospitals (ofteradtaned
facilities) and individual private practitionersmainly psychiatrists and psychologists
—who may be cdocated in shared practices. Referral to private practitioner mental
health specialists is via primary health care doctors (known as general practitioners or
GPs). Australia has a governmeah universal health insurance system (Medicare).
For decades only medical doctors (including psychiatrists) were covered by the
Medicae system, but in the last few years Medicare has extended to psychologists,
albeit for a much more limited number of sessions than is the case for psychiatrists.
Most commonly the patient pays the practitioner and then receives a rebate from
Medicare. Usally there is a gap between the payment made (fee charged) and the
rebate, meaning that the patient pays the gap amount. It is also possible for
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practitioners to ‘“bulk bill?”’ Medi care di

the rebate amount ongnd the patient does not pay a gap payment. Over time bulk
billing has become less common, but some practitioners do this for patients with very
limited financial resources. In relation to hospitalisation, private psychiatrists can
arrange admitting rightwith private hospitals, but have to involve the CATT team if
they want to admit a patient to a public mental health inpatient unit. Psychologists do
not generally have admitting rights anywhere and also do not have the right (or

currently the training) tprescribe medication.

If a person makes a suicide attempt they will be taken to the Emergency Department
of a general medical hospital. His or her medical condition will be assessed, treated
and a decision made about the need for admission to a ward. When the person is
medically well enough, mental health needs will be assessed. If a person in the
community is struggling with suicidal thoughts and he or she (or a family member or
treating professional) feels a hospital admission is needed, the avenues are to present
to an Emergecy Department or to call the CATT team. The emergency assessment
function of the CATT team means it is the gatekeeper to hospitalisation in the public
system. At one level the philosophy around this is that it is better for people to be
treated in the comunity and spend as little time in hospital as possible. However
some(e.g.,Croll, 1995 have agued that pragmatic issuesh®d availability and

funding for services play just as big a role in this policy. When a person is admitted to
a public hospital, responsibility for treatment moves from the private practitioner to
the hospital team, who will also decide on readinesdifmharge. Admission to a

private hospital gives the psychiatrist (and hence potentially the patient) more control
over length of stay. However private hospital admissions are not covered by

Medicare, so the person needs private health insurance torghisfo
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Chapter6 | nner | i f e, anrdedtxiteg romalhiwaesr |

In this chapter, and the next two, findings from the interviews with those who had
attempted suicide are presented and discussed. As is common in qualitative research,
discussion is intagted with the findings as the best way to provide a full account of

the themes and ideas emerging from the study, while at the same time reducing
repetition. The limitations of the research will however be discussed in the final and

concluding chapter.

This chapter begins by describing the participants and then presents an overview of

the findings in terms of themes. The focus of the chapter thereafter is on findings
concerning the participants’ i nner psychol
therr relationships with others (especially family and friends) and experiences of the

external world. Chapter 7 discusses experiences with clinical services, while Chapter

8 looks toward recovery. This division is somewhat artificial as all domains of

experiece are inteconnected, but it is helpful in terms of providing organisation and

clarity.
6.1  Maintaining anonymity of participants

One of the challenges in writing up the findings is how to present the full richness of
the material while at the same timaimtaining the anonymity of the participants as is
ethically required. Two main procedures have been employed to safeguard
anonymity. The first is the withholding of certain details that could be potentially
identifying. At the most straightforward levéli$ includes, for example, details of
occupations and workplaces, and names of hospitals and other treatment facilities
attended. In addition, while reporting the methods used in the suicide attempts, some
details about the circumstances have been with&ahllarly some details of family
structure, history and circumstances have not been specified. Overall, in the view of
the researcher, the omission of certain details has not made a significant difference to
the exposition of themes. In a very few instas further detail may have added

richness to the account, but the main point has stood nevertheless.
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The second procedure to safeguard anonymity is that, in contrast to some qualitative
studies, participants’ quotrkeysanylothev e not bee
method that enables linking of the quotes which come from any one participant.

Similarly sample characteristics are described for the group, not individual by

individual. This was judged to be necessary to comply with the assurance given to
participants that an yfocuseopamniosthemésandhe r es e a
issues emerging from a group of interviews As part of the consent
participants gave permission for their words to be quoted anonymously, and this

anonymity could béhreatened by linking quotes systematically to one person.

6.2  Sample characteristics

6.2.1 Demographics

The sample consisted of eight women and two men, ranging in age from 28 to 52 with
a mean age of 41.8 years. At the time of interview one participant wasdanénree
divorced, one in a de facto relationship and five were single. The education level of
the sample was relatively high. Six participants had tertiary or equivalent
gualifications, one a vocational qualification plus some tertiary study, ondea tra
gualification and two were current students in vocational or further education. Seven
participants worked or had worked in health, education or social policy, one in a
trade, one in information technology and one running a small business. At the time of
interview six participants were working (full or pdirhe) and one was a
‘“pensioner/ student’. Three participants i ni
of whom was studying patime). Nine participants were living in a large

metropolitan centrand one lived in a regional township.

6.2.2 Mental health

Current psychiatric diagnoses as reported by participants were as follows:

Depression/Major depressive disorder: three participants, one with a comorbid
diagnosis of personality disorder which veamtested by the participant.
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Bi polar disorder: three participants, on
personality features’ which the particip
during periods of depression.

Posttraumatic stress disorder (PTSD): f@articipants, one with comorbid
diagnoses of anxiety, panic and depression, and two with an additional diagnosis
of borderline personality disorder (contested by one participant).

At least half the participants reported that they had had several diaghasbad

changed over the years. Three participants had at one stage been thought to have a
psychotic disorder of a schizophreniform ¢t~
and/or schizoaffective disorder). These three participants in particularanayben

seen by clinicians as presenting a diagnostic puzatee participant implied that

even the current diagnosis was still really an open question. Two participants had

former diagnoses of borderline personality disorder, a diagnosis with which thei

current psychiatrists (and the participants) disagreed. Other former diagnoses included

mul tiple personality’, depression and anx

A current or former diagnosis of borderline personality disorder was contested by
several participants. Sorparticipants thought that the diagnosis had been incorrectly
applied and did not match their symptoms. Some rejected the diagnosis itself as

‘contentious’™ and ‘a judgmental diagnosi s’

Participants in this study were living with, managing and/or stiuggVith

significant mental health problems. Onset of mental health problems was atHge 16
(four participants) or during the 20s (five participants), with a later onset for one
participant. All were currently seeing a mental health professional or agéinis

reflects the method of recruiting participants through mental health support and
advocacy groups and organisations. People who may have previously struggled with
mental health issues or life crises and made a suicide attempt but have long since
recovered are less likely to be in current contact with support and advocacy

organisations.
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6.2.3 General health

Five participants reported ongoing general health problems. Health problems
nominated wered| bladder problemsepilepsy thyroid problem(understod by
participant to beithium induced)orthopaedigroblem recurrentback pain arthritis,
and dironic fatigue syndromen addition two participants had ongoing health issues

or disabilities as a result of suicide attempts.

6.2.4 Health consequences of sude attempts

Two participants spent time in a brain injury rehabilitation program during the period
of physical and cognitive recovery after the suicide attempt. Even following
rehabilitation both had sustained significant ongoing impairmerdsabiliies One
participant had an anterograde memory impairment, restricting the ability to lay down
new memories. A second participant had impaired language functioning and also
reported significant retrograde (long term, autobiographical) memory deficits which

had improved with time and effort.

6.3  Nature of suicide attempts

Eight of the suicide attempts were by overdose and two by attempted hanging.
Although full medical details were not available, it was possible to consider the
medical aftermath in relatio Beautrais et &l.,£1996 criteria for medically serious
suicide attempts. Five of suicide attempts clearly met criteria for being medically
serious (in hospital for more than 24 hours, admission to intensive care unit and/or
highly lethal method). As a further indication of mediseriousness two participants
were subsequently admitted to a brain injury rehabilitation program. The other five
participants all spent some time in (medical) hospital after the suicide attempt.
Estimated time in hospital was 12 to 24 hours for foutigppants and more than 24
hours (but no admission to specialised units) in one case. Considered as a group, the
suicide attempts discussed by participants would be located across the moderate to

severe range on a spectrum of medical seriousness.
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The sucide attempts could also be considered psychiatrically serious. Setting aside
the two participants who required months of medical care and rehabilitation, all
participants, except one, were admitted to a psychiatric unit as a result of the suicide
attemptor their continuing suicidality after the attempt. Three participants were
transferred straight from medical care to inpatient psychiatric care, two more were
admitted in the ensuing days, and two a little later. One psychiatric admission was
involuntary.The remaining participant, who had been treated in ICU, thought that
psychological recovery was very significantly slowed due to not having inpatient

psychiatric care at that time.

A majority (but not all) participantsad made more than one suicide attempt,
sometimes using a different method from that used in the attempt that was the main
focus of the interview. Three participants discussed their experiences after their first,
or only, suicide attempt. Others chosealigcuss an attempt that was particularly
meaningful for them in some way. This may have been due tet¢bacyof the

attempt, the medical severity, or because the attempt, and the experiences afterward,

had serious implications within their lives.

6.4 Intro duction to themes

Themes emerging from the interviews have been grouped according to domains or
aspects of life experience. The domains, themes antheuies are summarised in
Table 1 below. This table also indicates the structure of the three Fiadidgs
Discussion chapters, in that the presentation and discussion of findings follows the

structure in the table.
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Table 1: Summary of domains, themes andtbgmes

Domain Themes Subthemes
Suicidality Suicidality after a suicide attempt Emotional state mregaining consciousness
Suicide attempt as an acute event within a suicidal episode
Significant shifts in suicidality
The experience of suicidality
Inner life Patterns of shame, humiliation aguilt

Issues of control and sense of agency

Relationships and
the external world

Family and friends: Reactions and relationshipg

Suicidality is disturbing and frightening
A secret life: Painful seclusion vs strategy for managing
Estrangementjialogue, and support

Losses at home and work

Losing a foundation in work
Losing a home

Experiences with
clinical services

An overarching theme: Respect and being take
seriously vs humiliation, blame or indifference

Trauma and traumatisation

Sites of Intervention

In emergency

Hospitalisation

- BorderlinePersonalityDisorderas an accusation

- Returning to the ward after inpatient suicide attempt
Psychotherapy

Medication for better or worse

Discrimination and disadvantage

Discriminationbased on suicide attempt or mental health sta
Living in a regional township

Negotiated control

Knowing the well self and the sick self

Treatment plans
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Table 1 (continued):

Summary of domains, themes andhsuhes

Toward recovery

Recovery as process

Home as a secure base

Activity, work, contribution

Sustaining relationships and mending ruptures

The significance of relationship
Reciprocity: Recoll, protective silences anecoanection
Thinking, and rethinking, abouburden

Disclosure of the real self

Acceptance vs secrecy and avoidance
Writing the self

Managing psychological pain: The idea of suici
as insurance

Clinical Services: Helpful and not helpful

Clinical encounters
Systemic issues
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6.5  Suicidality
6.5.1 Suicidality after a suicide attempt
6.5.1.1  Emotional state m regaining consciousness

Par ti ci pa n tinanediately afteregairng coassiousnesdlowing a
suicide attempt varied from a momentary sense of calmoesstate of heightened
agitation (distress or aggression). One participant described calmness and clarity but it

lasted only a very short time:

| woke up with calmness and clarity, but as the minutes go by all the stress

comes back.

In contrast, ano#r participant described waking up in a medical ward after some
time in intensive care. She was behaving in an uncontrolled, aggressive way that was

uncharacteristic of her usual self and attributable to acute brain syndrome:

When |l comeround 6 m ad gviatysst ed and abusi veé

| woke up and my dad was thersaid hello can you get me a cigarette.

He said no___[her namg | said well buggeritl 6 | | go and get mysel
I unhooked myself, | went to walk out the main ddoasd these three

bouncers wer¢here, the security guys, | was swearing my head off,

uncontrollably, and they said well you have to get past us first. | said well

t hat 6s aflaughsgeght Wwawnbt sort dofott Wiimki mg o
just had this venaggressive, uncontrolldé aggressive behaviour. | was

swearing and shouting and carrying on, and | was told it was called acute

brain syndrome

Another participant described a state of agitated distress in which she attempted

further selfharm.

€ so | ended up at_[major metopolitan]hospital and | was very
grogagy, I candt r embenboametaltvassof i rst bit o
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upset that | was still alive that | grabbed anything | could #n@nd

started to cut myself with it

In contrast to the specificity of these acctiisome participants remembered mainly

a general sense of waking up sick or dazed or not quite aware of what was happening.
While experienceaponregaining consciousness varied, there was much more
agreement about what happened in relation to suicidagtits and feelings over the

ensuing days, weeks and months.

6.5.1.2  Suicide attempt as an acute event within a suicidal episode

Contrary to ideas about a suicide attempt providing a catt{@iieorg, 1996,
participants in this study did not experience a significant diminution in suicidality
after their attempt. In pst instances the suicide attempt could be understood as a
particularly acute manifestation of a suicidal episode which continued for some time.
One participant made three suicide attempts within a period of a few weeks. Another
told doctors at the hospitahere she received medical treatment that she was no

longer suicidal, even though she was, so she would be allowed to go home.

While lying in hospital | was still trying to think of a way to kill myse|f.
Then the Psychiatry Registrar came. | told him | was OK. | was very very
sad, but | didnoét tell. | was étrying to

| was still suicidale and | was going to try again.

Some participants continued to feel suicidalfowd | t t hey didn’t know h
those feelings anymore. One woman, when discussing her medical recovery in
hospital after her attempt, was asked whether she was still feeling suicidal afterwards

or whether that had receded. She responded:

I t hacdenddéetd rbeut | di dndédt have a clue about
l i ke 1'6d failed and I didnét know that I
that confidence that | could successfully kill myself, because of the failure

for it to work. € [So] not making plas, just feeling suicidal, depressed

and lost, wihout any sort of concrete plans.
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For some, with the realisation that the sul
thought of having to live. While this can be understood as an effort to turn away from
suidde, it was experienced as a kind of forced effort, and as a significant struggle and

very vulnerable to setbacks.

éthe thing after a suicide attempt is 120
sense of 6oh it didndét workéadantdodbovaist
massive effort to try and get your brain

nowd kind of frame of mi nd

An exception to the theme of a continuing suicidal struggle in the period after the

suicide attempt, was the participant who sustiongoing language difficulties. This

participant said that, within years of struggle with mental iliness, this period provided
somerelieff rom ni ght mares, traumati c memories a
t h r o-uagdhsuicidal feelings were notgsent. However this remission of

suicidality seemed related to cognitive function at the time, including impaired

memory for previous trauma, rather than to an experience of catharsis.

AG: Were you feeling suicidal at that stage?

No. The first 3 month&i¢ére were some cases where someone would think

that I, you know, am | in case where | could be attempting to kill myself or

not. | told people that I had enough trouble trying to understand what my

real world is, that there was no attempt for me to kilkeifyin those first

few monthsorso é

Yeah, | coul dndédt understand,hatl coul dnot
was around me, for a stajtjst like a brand new baby, and it was only at

the last few weeks at my last hospital that | started going bdtkviag

my nightmares¢ . So it was only the last couple of weeks at that second

hospital that | started going back to th

For most however the period following the suicide attempt was a time of suicidal
thoughts, depressiand emotional turmoil which lasted at least for weeks and
sometimes for many months. Many of the participants were admitted to a psychiatric
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unit (at least one on an involuntary basis) because of an ongoing suicidal struggle.

Recovery then was not only aliacecovery from the suicide attempt itself but

recovery from the whole suicidal episode. This was complicated however by the fact

that reactions to the suicide attempt (the
reaction, and indeed the reactions of heaitifessionals) could exacerbate the

person’s state of emotional turmoil. These

this chapter.

6.5.1.3  Significant shifts in suicidality

Although it did not relieve their suicidality, for most participants the suiaitempt

did mark a significant shift from how things had been before. This was clearly
apparent for those who had sustained an ongoing impairment of function, and for
many others there was a shift in life circumstances (as discussed in later sections). But
for three participants who discussed their first or only attempt at suicide this shift (at
least in part) concerned their experience of suicidality before and after the attempt.

This shift in relation to suicidality is the focus of this section.

Onepait ci pant’ s first suicide attempt was f ol
attempts, followed in turn by admission to a psychiatric unit because of ongoing

suicide risk. This participant had struggled with thoughts of suicide for five years

before the firstat mpt but , consi s 2009 theowioftadquirddoi ner et
capability, it seems that the first suicidal action opened the door to taking further

action. In the follong quote this participant was talking about experience of mental

iliness in general, but the image resonates in relation to that initial cluster of suicide

attempts.

| can sedsigns of]the illness ifotherslbut t hey have shut the ¢
opened the door and once youbve opened t

through.

Another participant described how, despite a long history of depression, it was only
since her (rather impulsive) suicide attempt, thatrsttea recurrent and frightening
struggle with suicidal thoughts. Prior to her suicide attempt,
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|l used to get very, very down and probab
want to be here anymore, but never with any sort of real thoughts that |

might take it bgond that feeling.

After the suicide attempt she indicated ‘i1
she becomes fearful, terrified when heading toward feeling suicidal because she

knows it is possible for her to act on it.

|l suppose thatodés what [ 6m struggling wit
that space and thatdos something that is
terrifies me every time | feel myself he
something that | always gragpld wi t h. €& | get quite terr.i
attempt because | know the potential for

This participant made an interesting comparison of suicidality with alcoholism,
referring to the idea that once one has been an alcoholic, even gredmne has the

potential to become an alcoholic again.

I think maybe itds possibly a bit |ike b
sense that you could end up drinking again. So even when things are OK
t hereds that ni g[gulcigality]ie somathengteatlindwl t hat t h

live with and, you know, how robust am I? What will tip me over?

Thi s 1 s c¢onsi(2005%kided thatvan ticquired @apabiity for suicide may

lie dormant in the absence of a suicidal emotional/cognitive state, but that a capability

for suicide becomes pertinent again when there is also a psychological desire fo

suicide. In other words the possibility of suicide may return if the person is
sufficiently distressed and distraught. Thi
account of a suicide attempt occurring after a twenty year hiatus from previous

attenpts.

For the third participant who described a shift in suicidality after her attempt, the shift

was more to do with the nature of her suicidal thoughts. Her suicide attempt followed
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a period of thoughts about sluyi cdiode,t b utWh'elr
her attempt had been rather impulsive, afterwards her thoughts turned more towards

planning. When asked about whether there was a difference in thinking about suicide

before the suicide attempt and thinking about suicide since the gtsdrapesponded

Yes | think | frightened myself a bit, with doing something on impulse.
Now | think more about planning, about where | would do it, who would
find me and so on. I woul dndot do it wher

my housemate to find me

An ongoing or recurrent struggle with suicidal thoughts was part of their life
experience for all participants in this study. The next section aims to characterise the

nature of that experience.

6.5.2 The experience of suicidality

For some participants the overall experience of suicidal thoughts was often
frightening, although there were significant moments of what may well be a
dangerous calm. For other participants the experience was more one of obsessive,
agitated preoccupatioQuotes presented in the section above have already described
suicidal thoughts, and sometimes actions, as frightening, even terrifying. The
frightening nature of suicidal thoughts may be linked to an ambivalence about the

outcome and a struggle against sicidal desire.

| 6ve haé@dwpatehegou know a handful of tim
much in thafsuicidal]spacebutt t hi nk it dés more frighteni
that | can, | know what the result can b

and | know | an get through this as well

Part of what makes the experience frightening is a sense that the onset of the suicidal

state is not controllable or understandable.

What frightens me about it is that | never thought this would happen to me
having worked sodrd to get where | had got. | can deal with depression

86



but 1 tbés scary when all the things you

you.
Because it still, it scares me, terrdie me st i | | , 1 bdeandtt 6s t her e
understand why it 6esb6 st hae rree.a slo nd osnobnte ttihm ensk,
is there, so that makes it more frighten
bettee

One participant had concluded that, rather than being frightened, he needed to learn to

live with the suicidal feelings.

| used to be sred of the suicidal feelings, always pushing it away.|But

made friends with it in the engouneed to learn to live with it.

Some participants identified a difference between an impulsive suicidal state and a
state of planning. The impulsive statedixes a spontaneous reaction to intense
distress, while the state of planning is more compulsive in nature. While frightening
in prospect and retrospect, at the time, the state of planning reaches a point of
calmness. The person feels cut off from thoseiiad her (or him), in a kind of

suicidal bubble. This was clearly articulated by a woman who contrasted her
impulsive suicide attempt with subsequent experiences of being on a path toward a

planned suicide.

é.and it was a spont athiegdhatsvastplannedg, it wasn

And | have been in that spagee. of planning]which is more frightening |
think even than this particular episode.

é

The spontaneous thing is frightening because you know you catojust

that, but the planned stuffitalmost,. t her eds a r e,al cal mnes

that comes allover meanywéyl t 6s al most a euphoria tha

through too, and itdés youbdbve accepted

comes with that decision, and people hav

Theyy ust dondét have a c| wkessthattifels much di

that time ..
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Others also identified sense of calmness or resolution of torturous tension that

comes with making a decision to act on suicidal thoughts.

When you have decidedkil yourself you feel happy, not happy,

relieved. Youdbre |l ooking forward to bein

For some participants the experience of being suicidal had an obsessive, preoccupied
guality, whi c(@{992terms, iB/blveea pdroeptuml censtriction in
which the person’s narrowed focus on suici

it.

| was obsessed with killing myself, totally obsessed, nothing else had

entered my mind

| 6d f dabauiatfammiéyspecialday] even t hough 1 6d known
morning, the obsession in my head about suicide just overtakes everything.

Perceptual constiiion may be present also in the state of suicidal planning described

earlier, but in contrast, the obsessive, preoccupied state does not come with a feeling
of calm (not at least until the moment of actually making an attempt). There is a sense
of struggk and resistance to the obsession. The participant quoted here described her

life during this period as

| just did not have a life, it was just torture.

é

And | canét control how | ongotiot s goi ng
attempt suicide, just try every avenue for that life, lifeboat, to helamde

if ités not there then I 6m more | ikely 't

The experiences described here bring to mind the quoteShoraidman (1984about
‘anguish over the plight of the writhing s
unbearabl e psychol ogical pain was mani fest
psychologicaktate at the time of the suicide attempt and at subsequent times of

feeling suicidal. The nature of this pain was consistent with conceptualisations in the
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literature of the suicidal state of mind (deerature review in Gapter 3). However
the core paiful experience was not the same across all individuals. Where one
participant spoke of hopelessness, a core feature accorddeghkaand Weishaar
(1990, another was driven by a sense of being a busdemlovedamily, as
identified byJoiner et al. (2009

and what | was wanting to do was allevia

a burden for so long

However in a different family situation, one of marital conflict and some violence,

another participant spoke of escape rather than burdensomeness.

I n i ne wi t(h983vtnical debceptiopse oné mipant described a

sense of bitter estrangement and aloneness as well-hatelf

My parents hated me and | hated myself
and
At one time | hated myself so much | wanted to kill myself in a really

painful way.

One participant spoke of sgiuinishmentvhile several spoke of a painful feeling of

uselessness or worthlessness.

€ it might have been to punish myself as much as it was to kill myself, |

think, becausd was going through a period of feeling particularly useless

One of thereasonslwasasss ci dal was because | wasnot
worthless.
Sever al participants spoke of feeling ‘so |
agitation qIP92Shhreitdmbdra’ts on’ . I n contrast t
i mages of wunpleasant stillness. A woman sp

states described Byendin (199). A man described his suicidal states as:

89



T h e r @hing maving inside you
and

Youbre empty, no spirit

Hendin (199) argued that the feeling dead inside phenomenon caow bbcause of

efforts to block out rage and desp&lis argumentvas that repressed (or possibly

suppressed) rage and despair lay underneath the feeling of de&dmeskind of

related phenomenon may have been occufanthese two participants. Whikhe

woman partly attributed her feeling of beil
effects of medication, she was also describing a period of severe hopelessness and
despairThe internal deadness was associated with losing hope, or perhaps with an

exhausted repression of the pain of hopelessiekse man who f el t *nothi
inside’” during a persistent suicidal epi so
release of anger at the time of his suicid
bulddup to the suicide attempt’®, full of grie
an outburst of physical aggression. He concluded:

It was ke a tornado building up and then bang¢came down and
thumped me
and

It was good to get all the angeut.

However it seemed that after the anger was released, what replaced it (at least at the

conscious |l evel) was the feeling of emptin
In addition to discussing the painful emotional disturbance, several participants
commented briefly on a cognitive dimension, acknowledging there was an irrational

element to their suicidal thought processes.

... at the time you think you are thinking@ r | y but youbére not th
clearly.

lgetit o t hat space where youbre not thinki
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One participant specifically referred to black and white thinking as identified by
Weishaar and Beck (199¢and perhaps discussedher sessions with her

psychiatrist).

€ basically | said to myself, | was applying fofatflat of her own] and

black and white thinking as usual, either | get the flat or I kill myself.

Overall the participant s’ wihxhe #aratueoce of s u.
the phenomenology of the suicidal st@eth the literature and the participants

describe a range of experiences, such tiespite some convergendeere is not just

one experience of being suicidal. The element that perhaps g&ater prominence

in the accounts of participants than in the literature is the frightening nature of suicidal
thoughts. This brings to life more vividly and intensely an element of the struggle

usually discussed in the literature in terms of ambivaden

6.6 Inner life

This section focuses on inner | ife, how th
emotional and cognitive inner world and how these internal processes or reactions

may sometimes fuel further suicidality. Section 6.7 focuses onathepi ci pant s’
external world of relationships and daily living. The internal and external worlds are

of course intimately interconnected. While acknowledging it is arbitrary to discuss

them separately, the decision to do so was taken in the intereststgfaflatructure

and exposition. Inevitably while the focus is on inner life in this section there will be

some reference to relationship context and the external world. Similarly some themes

discussed here will be referred to again later when the fecusthe external world
6.6.1 Patterns of shame, humiliation and guilt
For many participants making a suicide attempt gave rise to feelings of shame,

humiliation and guilt. These feelings made it difficult to face people and potentially,
or actually, had thefiect of increasing isolation.
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eéand | know itbés probably the most 1isol a

attempt suicide, because itbés.such a sec

It was strange going back to _[psychatric hospital]lbecause | had to

face the nurses and the patients and | f

And al so | 6d -sheppirgin my ldenand taltella tiedike
thattoadoctoé was a big deal for me, that | 6d
a doctor to get medication. |l donodt | i ke

that | felt guilt about.

For some the guilt was associated with feelings offssk and an intense feeling of

beinga bad person.

€ and this just, the suicide attempt, the change of diagrasisfed into
me feeling bad rather than mad really. Yowow, | was a bad person, and
losing my job reaffirmed this, anything, everything that happened that

year reaffirmed, and | just felt badder and baddér

Mixed with the guilt were impulses toward reparation, apologising, repairing
relationships, but the picture could be complicated and contradictory. One of the
participants described feeling caught between a desirefdaraton and a feeling she

needed to justify people’s concern, and he

I candét imagine doing this without feeld
certainly did. And I, the tension, do you know the tension waly reaird,

it was between feeling awful and desperately wanting to apologise to

people and getting rid of some of that guilt off my back, and wanting to do

more, wanting to cut myself, or wanting to overdose more, mainly to justify

peopl eds c ®oesthat make sense? M .

Feelings of guilt often cexisted with experiences of shame, as well as feelings of
badness and worthlessness. One participant described feelings of shame and

humiliation:
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In fact | made two attempts last year. The first bmigliculous, | felt

humi |l i ated because obviously | didndét re
é

The second attempt last year wadediberate suicide attemgttook a

large overdosef tablets which I calculated, wronghyould kill me.é |

é threw away all mydentification- because you@n 6t want anyone to
k now y[mbhaospita after the overdos#fhen | was conscious, |

woul dndt give my name. | felt very asham

While she described feeling humiliated after the action she deemed naius seri

suicide attempt, she also felt ashamed after the serious attempt some months later.
Throwing away her identification and not giving her name are actions further

reflecting her acute sense of shame. This woman felt shame and guilt not only about a

specfic action but also about the state of feeling suicidal:

When youbre suicidal you feel so guilty.

Lewis (1987 noted that shame and guilt are often fused, and this seemed to be the
case among participants in this study. Participants sometimes spoke of feeling guilt
about a specific action but also spoke of guilt about their overall state of mind or state
of being,similar to the experience of shame which is usually conceptualised as being

about the whole self,

A participant described how following her suicide attempt she went through a long
period of guiltridden depression, severe loss of confidenceo&edvhelming sense

of shame. She felt acutely conscious of the idea that people would know she had tried
to kill herself. Her husband shaped and exacerbated this though his own sense of
shame and need for secrecy. This woman described how after the attendpt she

changed:

I changed. | was olsigh)so depressed after it. | just felt, this is part of
the guilt happening as well but I, any confidence | had befpwéhith
wasnot much, |l 6d |l ost through that, thro
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wasseeing me through the eyes of, looking at me as though | weose

who tried to kill myself, and | got a bit paranold. coul dnét, you know

[husbandlcontributed to the paranoia | must say | used t@ drive him
to [hiswork] and he used to makeerpark in the street behirjtis work]

so that neone could see me.
The sense of shame was powerful enough to lead to a degree of irrationality, in the
idea that suicidality was visible, like a visible stain, and also to envelop her to the

extent of beingashamed to be alive.

____ [Husbandpot really paranoid about it, really, really paranoid about

it. We stildl had the old house then and
people wouldnét see that he was | iving
herself.

AG:l't" s an interesting idea that it 1is

How would you know? | know. | know. But he was.., and of course all of

that fed into my own feeling bad about myself. | was just ashamed. Look in

the end | think | was ashamed to be alive. | was ashametithad i dndot ki | |
myself properly, and | was ashamed that | was alive, and it just was really,

really awful.

As indicated in the above quotebame is interpersonal in that it is connected with

w

beingseenbyothesuti t i s al so abshane bnebeebwnownewy

shame regarding (looking at) the sélelen Block Lewig1987) described shame as a

state of judging and devaluing the self butalso@asn e’ s own vi cari ous
the other’s scorn’ (p. 15) . I n the quotes
experience of the husband’s stigmatising
painful feelings of shame and guilt. This then exteodsvicarious experience of

anticipated scorn from casual observers who might happen by.

The internal struggle with shame plays out against a background of stigmatising
attitudes to mental illness in the general community (Corrigan, 2005) and among
healh professionals (Mental Health Council of Australia, 2011). Even more pertinent

is the stigmapecificallyattached to suicide and attempted suicide (Lester & Walker,

94



2006; Sudak, Maxim & Carpenter, 2008here historic notions of suicide as a crime
or a $n may yet have left a subconscious ecBiigma about suicide, and especially
attempted suicidas surprisingly underesearched. However Sudak et al., (2008)
argued that while there has been some diminution in stigma assoaish mental

illness, thishas beeressevidentfor stigma associated with suicide.

The interplay between one’s own view of se
apparent in the current study. When a part:
shame were reflected back to him or her by others (i.e. when the person saw others,

including matal health professionals, responding as though he or she was worthless),

this stirred up a great sense of rejection and sometimes gave rise to a quickfire anger.

In the following quote one participant described how this type of interaction increased

feelings of shame and humiliation which in turn made her more suicidal. There is a

circularity in that feelings of worthlessness, shame and humiliation both fuel her

suicidality and are a reaction to it.

People treat you like this is how you always astufd, irrational. You

are in a different stattn ot your sel f. Youdre treated |
youdre not | istened to, made to feel ash
this makes you feel more like killing yourself.

This quote echoes the wordslawis (1987 when she wrote that in shame, and in

the face of the other, “the self feels sma
par t i donegodvaiceih the aboveuotewasan angry one, and this participant,

and others, alluded to angry reactions when they felt put down, diminished or

humiliated.Lewis referred to this anger as humiliated fury, triggered by shame, which

is then often turned against thelf (potentially increasing suicidality as indicated in

the above quote).

In literature about shame reactions and the Holocalhame isinderstood as
connected with witnessing the unbearadwitnessing the loss of seti the
“wal ki rRaye,02@08 Wl i5 connected with an experience of having been
stripped of While#&éresarersignfieant diffesences between the
Holocaust and a suicide attempt in terms of the nature and scale of the ieigents,
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passible to wondettentatively, whethethere are some parallels in the experience of
shame. The person who has made a suicide attempt has withessed something
unbearable within the internal world and h:

suggestingtte connection between shame and loss ofhsa{falsoberelevant here.

As in the current studyViklander et al. (2003found many exmssions of shame in

their participants’ accounts of the period
found that shame reactions could be exacerbated or ameliorated by staff reactions to

the suicide attempt at time of admission to hospital. Unsymipgthdesmissive or

punitive attitudes exacerbated shame. Shame reactions following a suicide attempt

were also observed Ayzeng (2001and byCrocker et al. (2006n Taiwan and the

U.K. respectively. The findings of the current and previous studies align in suggesting

that clinicians be alert to the experience of shame after a suicide attempt. Moreover,
humiliating experiences in the clinical context can exacerbate feelings of acute

worthlessness, induce sharedated rage and intensify suicidal feelings.

6.6.2 Issues of control and sense of agency

For some participants the suicide attempt and/or ideatiomsgaxiated with a sense
of lack of control or lack of agency. The issue of control related to both the internal
and external worlds, with internal struggl

mirrored by struggles over control in relationships with teaitofessionals.

One participant made a suicide attempt in the midst of a long period of struggle about

control over her treatment. She had managed her depression over the years largely

without medication which in her previous experience had made ¢levéese. She

had then been persuaded to try new ('bette
treatment, concerned she was spending far more time in hospital than she ever had
before, felt *‘patronised’ by twsdati ng st af:
found herself unable to extricate herself from her treatment regime and relationships.

Af ter some months of wh at she termed this

attempt, the sense of loss of control being a key precipitant.
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I di dn detn shea voef ames, |l wasndét in control , e
distressedei t 6s all a bl ur; |l was in and out 0
sort of giving me the stuff around

é

I felt Iike | wasndét in control anymore,
was take mAwayusany€lattened me. 't didnodt
it stopped me feeling OK, and it just flattened me so much, and then I just

completely lost hope and lost, you know, a sense of being in control and

there was noé | felt l i ke | was dead ins

As the above quote suggestsemse ofotbeing in control involves loss afsense of
agency and is connected with loss of hapd loss of sense of self, culminating in

this instance in a feeling of being dead inside. Loss of a sense of control or sgency
closely associated with feelings of helplessness and hopelessness, long recognised as
hallmarks of depression.

Il n a way this woman’s suicide attempt coul
the deadlock (an appropriate term given she felt canghstruggle to the death). The
immediate effect however was that treating staff became, in her experience, more

prescriptive and controlling.

| think it made it more stuck, because then the doctors sort of said well

now youove got totellthemohatethis. | 6m trying
[medication/treatmenthyas maki ng me worse and they wc
me and now t hey defé.nhepeepleyookihgalterdt bel i ev
me, said because of that now youdve got

and vy ou r&goiogrto be onuniedication for the rest of your life.

Eventually fear, desperation and survival instinct lead her to break the deadlock and
walk out of the treatment relationship. She felt she had to make the break in order to

survive (i.e. that the siition she was in was suicidogenic).

| think at the end of thdperiod off months, | got so frightened. | just got
so terrified that | thought I canodot do t
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things, if | dondét sortabfobhakk wonodtobe
A

hereénext year, |l et alone in 10 years.

doct or & dutloodmernberavalking out in the middle, and | just said

half way through the session | canot

While issues of control were particuld y pr omi nent in this
themes, including the idea that starting to take control is a step toward recovery,

appeared in several interviews.

€. i n t he-omeisthérefor goe, scyou have to take control.

You may not take control in a socially acceptable waytbotbad]

Whenl was discharged from___ [Hospital | was starting to realise what

was happening and | was trying to take charge of my own treatment. After
a certain period of depression, after a while my brain just checks back into
gear; i1itods not i mmediately OK. At

and starttakingchargei t 6s a big thing to take

the possibility of starting to be in control, then | can start to get better.

As suggested by the phrase ‘take control

controlisnotonf) about control of one’s own treat me

circumstances, it is also about internal control.

A sense of loss of control over inner life may reflect a sense of inner turmoil. One
participant spoke at some length about feeling overtbiathsturbing memories and
thoughts of a damaging childhood experienced as full of loss, violence and
strangeness, thoughts and memories which fuelled her suicidality. This woman
seemed to be describing an unanchored, uncontained inner life swirling with
disturbing thoughts & memories which-egisted with, but also disrupted, a practical

life of activity and engagement with the external world.

Well each time | remember something more, | go into a deeper sort of

depression, really really deep depressiame&vr e | t hink &édnobody

nobody | ovesomed a&dmddet lgen Ihoget so
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that |1 just candét cope with the world, c
just suicice.

7

é

| just write[in a journallwoooo straight through and | justdént st op and
then the stuff that falls out is just un
sometimes | think, did | make that up or did it really happen and then my

sister or my older brother would say yeah it really happened.

She described life as like a watedsliand finds she has little control over her descent

down the waterslide into a state of acute disturbance

But I think life is like a, | call it a waterslide, and you climb up the steps,

right up to the top, and you get to the top and you just go hnnpgoon

know how it goes, around in circles right, right down to the bottom, and

you go so quick, and thatodos how quick it
saying, you get on the waterslide, you climb all the way up, andéthen

and it can happen like inf@w minutes, you know somebody might say

something to you and | &dm just gone, | 6 m

In contrast to this somewhat uncontained sense of losing control, there can also be an
experience more like something unidentifiable exercising an insidioustérom
within. The following extracts from one interview suggest a sense of there being an

it which takes over control internally.

I get to a point where | |l ose control i n
can pick myself up but there gets to a poiro return, and so you just

spiralé
... you know ifsuicidality] sort of gets a momentum of its own

Because it still, it scares me, terrgie me st i | | | butdointdtds t her e

understand why i1itds there.
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l 6m not qui t e s.wamestlikehsamethingtelseihastakemt it 6 s
over, 1tb6s | ike 1itobsangdoti ttéhsi sOKs.orltt Gosf at rs
of being quite at peace with, and relief, intense relief that right this is now

in place and the decisions have been made and the ptamimade and

Il 6 m i n ..aathe pao Willgoawayand wondét have to think

about this anymore

The passages suggest a sense of an active controlling other, a thing which terrifies her,

and threatens to take control and take her down the path to suicide. While the

experience can be terrifying, it can also lead to a plapeade and reliefyhere

decisions have been mad&/hile she says at this point she is in control, | wonder

whether this may represent unconsciously a surrender to, or a joining with, the
controllingotherThe process is reminis@8hnt of Malts
concept of an internal killer and this extrapolation about the unconscious would be

consistent with their conceptualisation.

The findings about loss of control are broadly consistent with the findinQesooker

et al. (2008, Tzeng (2001andBiong et al. (2008who also identified loss a sense of
control as a core experience i(Crocketheei r part
al., 2006 study, as in the current study, regaining control in the period after the
suicide attempt was associated with recovery fraimidality while a continuing

sense of loss of control meant ongoing struggle. However the experiences or
circumstances underpinning the loss of control varied between studies Crotiker

et al. (200% study, loss of control was linked to agdated changes in physical states
and/or functioning. In the current study experiences of loss of control arose, as in
Biong et al. (200B8andTzeng (200}, from internal psychological processes and/or
from experiences of feeling trapped in a situation of being controlled by others.

6.7 Relationships and the external world
This section focuses on what happens after a suicide attempt in the external world of

relationshi, work and daily living. The reactions of family and friends to the suicide

attempt was an important and often complex issue. Experiences of loss and sometimes

10C



estrangement from friends and family left participants struggling with feelings of

displacemenand instability, aloneness and sinking confidence.

6.7.1 Family and friends: Reactions and relationships

6.7.1.1  Suicidality is disturbing and frightening

That suicide attempts, and also suicidal thoughts, were disturbing and frightening for
family and friends was eommon theme. The way this disturbance and fright is

expressed can vary considerably, manifesting as shock, fear, hurt, anger or avoidance.

The hardest, the very, very hardest thing about recovering after a suicide

attempt is facing the family and deaiwith their hurt and their fear and

their anger.é especially with my dad for some reasénhe would just

freak out and he woul dndot be able to com
be really awkward between us, and 106d fe
| told myé brother and he came dowén and he was shocked and

horrified

Anger was sometimes the initial response, with a mix of other feelings such as hurt
and fear also emerging. Speaking of waking

reaction, one woman said:

And then a phone call coming through from my husband and heavas

angry. | dondét think | d6ve ever heard him
and

| just remember the tone and the anger and the.. yeah and him sounding

so |l ost and confusedtansieed masad@ai surle d

know hedd been in there all through the

Anger can be understood as a response to how distressing the suicide attempt is for
the whole family. When asked about her si bl
participantt i r st responded that she didn’t unders
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We | | |l guess my sisterds angry because s
she gets angnAnd| think my brother gets angry sort éf for the whole

family, | i ke whladughle @Gnother prisigwe havesto f ami | y t
deal with. And how it affects the whole
about that. Just the impact of me attempting suicide, just the impact it has

on the family and the chaos that is the aftermath of it all.

Thecircunst ances of the suicide attempt and the
the time could also influence the reaction
friends an attempted hanging was much more confronting and frightening than

previous attemjst

I think friends were frightened by what
frightened by previous overdoses.

Another participant spoke about how frightened her friends and family (and even her
support worker) were because of the depths of her diskess.though they knew

she got depressed they had never seen her as she was during this period following her
suicide attempt.

In hospital [psychiatricunit] f ri ends woul d come to visit
they hadndét sé& ifmghtened nofiiepds & let fvieen le .
was so depressed. It frightened my support worker and it really
frightened my san |évas very angry with my support worker. They were
frightened because I w#&sangry and because in a way th
recognise me. They had negeen me like thatcrying, and like a
zombie.
and
My son was really frightened of me when | was really depressed. He saw a
differentMumi sayi ng you all hate me, youodol!l be
saw a different person and there was nothing he could do.
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This last quote alludes to one aspect of what is distressing for families, that they feel

helpless to make a difference in a situation where they are frightened by the depth of
despair in someone they care deehqity about.
and helplessness, often giving rise also to anger, could make it difficult for the

depressed and suicidal family member to confide in them. Several participants felt

they could not talk about suicidal thoughts and feelings because it was just too

disturbing for family and friends.

ltés not something you can talk about to

just to be able to say how you felt, and
or your family, because theyitipust freak
retrospect because they . .i.tds something
You can say to a nurse 01 feel l' i ke 1 6m

hel p6 where you canodét say that to your f
they can cope with

A somewhat different view was the idea that people, friends in this case, were
frightened of suicidality because of the sidfstructive feelings it might stir up in
them.

When | feel at my worst rame wants to knome . Théy get verywery

scared, very scared

AG: What do you think they're scared of?
I honestly donét know. Sometimes | think
um,catchité I t hink thatds t hecarbdithgtgest t hi ng,
t hey or ec aggtod m gi tt oa happen to thesn ogea@layn g t o

This quotealludes to a sense aftemped suicide as being contagioasd at some
quite fundamental levea contagious agent that canbetcontrolled or defended
against. Tis is a frightening thought arad a subconscious lelcould possibly be
another reason for the angkat suicide attempts can evoke.
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In contrast to the experiences outlined above the participant who sustained language
difficulties, thought that friends drifted away because of the communication

difficulti es rather than because of suicidality. This participant thought these friends
were not frightened of the suicide attempt because they were familiar with suicidal

feelings themselves.

I had a few friends visit me bwithin a few months of thétey.., we

di dndét tal k any nisigh’dwhené tyod baveqrouble e nor mal ,
with talking or tybaadrfar, ogommuncabothui t e, i tos
for myself and for my friends. And itds
after a few minutes, a few ntbe | then had

AG: It was hard to keep those relationships going.

Yep.

AG: But you think that was to do with [the language problems] not to do

with their reaction to the suicide attempt?

Nothey were pretty good because these friends hagdetiempted

suicideas well, themselves, so yeah no they handled that pretty much OK.

6.7.1.2 A secret life: Painful seclusion vs strategy for managing

Because of the person’s sense of shame and

reactions of others, a suicide attengpti* such a secret

éand | know itbés probably the most isol a

attempt suicide, because itdéds.such a sec

Several participants commented on the need to keep secret their suicide attempts and
suicidal thoughts because suicidality was so disturbing to others and because of the
potential to lose friends. Secrecy is perceived as necessary to keep people close, but it
is difficult and uncomfortable and also contributes at another level to feelpayate

because of the facade involved.

Il find if I donodot tell people too much t
on a mask and pretend I om OK, then theyo
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because i[Recently]thadall these birthdays ancelebrations

and | went to t hemeheerdprettysdiceldland!l i ke cr ap
the e | was telling everybody | was doing
to leave me.

and
| feel like the choice is either to lie and keep my friends or tell them

truth and risk them panicking and running.

Where this participant spoke of putting on a mask, another spoke of a plastic smile

which had a similar function.

€ and my friends stopped coming to visit, all that sort of stuff, the social
network that younormally have just went up the tubésSo then nobody

wants to see yguo then | think to myself, nobody wants to sed heve

to put on that plastic smile, you know o
thinks oh shebdés OK agaéhtrealyas,I it 6s OK to
said, a plastic smile, thatodéds what | <cal
to do.

These quotes reflect how ssifencing(Jack, 1998is an attempt to retain harmony in

an unequal relationship. The participants are aware that, in these relationships, the

friends hold the power in that they would leave or stay away if the depth of distress

were disclosedT he partici pants’ feelings of inauth
‘“cost’ of retainingsildndng. fri endships throug!

In other circumstances the need for secrecy was because of concerns that one might

be discriminated against or judged e tworkplace. There is a delicate balance in that

one might be discriminated against if people know about your mental health issues

but i f they don’t know and you take ti me o°
irresponsible. One participant described htw dealt with some of the workplace

challenges identified bBergmans, Carruthers, et al. (200But then suggested that

secrecy was her more usual strategy.
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|l guess itdés, you know youbdbve got to be
information about yourself, but after working with my bésgdescribes

speakingo her bas about her mental healthissues] s o he knows what

is and | said that therebds going to be s
time off but thatds going to be | egitima
just wanted to | et tyeout hkinnogw atnhda tl 6im 6nso ta |

trying to get out of work. Sgeah | guess, trusting certain people with that

i nformation means that | dono6t feel l i ke
AG: |l s that something you’ ve felt in the
Yeah | guess yeah in a lot of waysg qust wanting totellpeopl | 6 m no't

unr el i a bilresponsiblé, hmusthave an iliness that affects me once

in a whil e. It would be good if I <could

few select people once | know them well enough to kngwitlree not goi ng

to discriminate against me because & it

Whatever the reason for secrecy, the i mage
and the participants quoted above found this secrecy very distressing. For some
others, however, a type kéeping things private and separate may have had a role in

containing their distress.

Some participants who did not wuse the word
suggested a compartmentalising process in their lives. Their mostly private

depressa/suicidal struggle was in one compartment and their everyday family

relationships and competent functioning at work were in another compartment. From

time to time the private struggle erupted into open sight through a hospitalisation or a

suicide attempthut as soon as possible was compartmentalised again. When talking

about previous suicide attempts and consequent hospitalisations one participant

stated:

The way | recovered was just to go back to work from the hofpatal
while still an inpatient ira psychiatricunitf] | di dndét want to t ake
time off work so | would go back after two or three days, as soon as |

started to feel things were getting better.

10¢€



While this quote attests to the role of work in recovery it also suggests a degree of
sealing over and keeping the depression/ suli
life, a kind of putting it aside. Another participant spoke of seeing an episode of

depression as linked to a particular situation or life stage and then saying to herself

that the situation or | ife stage was finish

experience could be put away as part of the past.

I think in the past that was partly what
thereds a reason for that happening and

know, t héaandtere weresthiese things so you sort of put it aside

Feeling an imposed need for sy was distressing and difficult but keeping things
private and separate could also function in the interests of containing distress (at least
in the short term). That one of the participants who seemed to compartmentalise also
lamented the difficulty ofalking to family and friends, and invoked the hurt involved

for both speaker and listener, suggests the complexity around the sharing of painful,

suicidal experience.

6.7.1.3  Estrangement, dialogue and support

As indicated above, talking with family members atb@ suicide attempt or suicidal

thoughts was extremely difficult. Nevertheless some participants had found dialogue

with family members to be beneficial. This occurred where the various family

members had been able to enter into a dialogue that was rpaegheto lead to

increased understandirgvhere family members gained more understanding of the

sui ci dal person’s experience and the suici

family members’ reactions.

Sometimes, though not always, dialogue wdsea@d with the help of a psychiatrist

or therapist. One participant spoke about family members coming to her sessions with
her psychiatrist in the period following a suicide attempt. She explained that when she
is highly suicidal she is oblivious to amppact on her family but afterwards she finds

the structured discussion in the therapeutic setting helpful.



ltés been worthwhile having peopl e comin
coming and talking about how they feel a
suicd a | | coul dndot give a damn what theyor
suicide and, given time to get over that, talking to the family is quite

therapeutic, to hear how everyone feels and so | can express how | feel as

well whichthey need to try and undstand.

An increased awareness of the family membe

assessment of their needs.

| think that families need coping strategies. Families need support at these
times as much as | do. | g.t ffpeak& t hat 6 s so

about the family woandyhend endaptnlQUi mes of cr

and on all these machines and the family
€ And ,I tthheérnekbs an awful | ot of responsi.l
families.

Another paticipant also spoke of achieving a greater understanding with her family

with dialogue in this instance occurring within the family not in therapy sessions.

€ solmow got a pretty good relationship
to them about what helgsn d what doesndt.

AG: What sort of thing have you said to them about that?

Just basically | said at the end of the day@Gbd forbid | ever did

anything to try and hurt myself again |

disappointed or angry. | can acceptthase sponses because youbr

parents and you want me to |ive and itoés
you cano6ét really judge me and say what vy
situati on, and thatoés what | had felt 1in

The issue of feeling judged or bladhis significant. Where dialogue with the family
was divisive and depressing rather than helpful, the experience of feeling blamed by
the family was at the core. Describing an earlier interaction with her family the

participant quoted above explained:
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Andthen you get honf&rom hospitalland t hey say Ohow can yol

this way, how can vy ou[actwsatdaryftanegypu how can vy
know, and that I|ittle bit of strength yo
that litle moment. Andyoujyst | i ke | 6ve just felt how dc

justreally misunderstood.

She felt misunderstood in this exchange because far from intending to hurt her

parents, she described spending long periods of time resisting the urge towards

suicide because of he sense of family and not wantin
For a participant who was already estranged from her parents before her suicide

attempt, blame was also a significant issue. After the suicide attempt she saw a new
psychiatrist, and she described how keided, against her wishes, to bring her

parents in and attempt a family reunion.

|l said I really dondét want tmy do this; i

parents in and it was a disaster.

This meeting was the first her parents had heard about htesattempt; they cried

and she felt blamed. This came on top of already feeling scapegoated by her family

for the previous history of family divisiol
attempted family reunion, she ended up not seeing the psychagaistand also

stopped almost all contact with her family. At the time of interview she felt that she

needed to keep a distance from her family for the sake of her own mental health.

|l 6m too fragile and having my parents ar
health at this stage.

The experiences outlined so far in this section include two contrasting experiences of
family members attending a participant’s s
distinctly unhelpful and associated with further estrareggrnfrom family. There are

several factors that may contribute to the different outcomes. Firstly, in one instance

the family members knew about the suicide attempt and that this was to be a subject
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of discussion in the session; in the other instanceetss@ involved breaking the

news about the suicide attempt. Secondl vy,
likely there were differences in how the family members approached the discussion of

the suicide attempt. The third and perhaps crucial issisethe degree of

\

coll aboration between psychiatrist and pat:

attendance was agreed upon, planned, and some thought given to appropriate timing.
In the other instance the person who had attempted suicide was poessezt with
the family even though she felt it wasn’t

apparently without much time for discussion or preparation.

Experiences of support and understanding from family members were very important
to participantgas were experiences of blaming, rejection and misunderstanding).

Based on participants accounts it seemed
strain and upheaval, some family members had provided substantial support for the

person who had attengat suicide. Instances of helpful dialogue outlined above

1

provide examples of family members’ ongoi n

understanding. Sometimes ongoing presence and commitment were what was really

important.

€ and[boyfriend] stuck by me and thavas really a massive boost to my

belief in life because previously, other times when | got depressed or

suicidal my boyfriends would freak out
pretty hard to deal withBut [boyfriend]was just was like nao you

havedt fri ght e fherdamehiet asvafyi ne dondt worry
for you. So that gave me a | ot of trust

hell, you know that reallygood could come out of it.

The type and level of support varied significantly among family members and also
across time. Some family members had either come to stay with a participant at a time
of particular vulnerability and risk or had invited the participant to live with them for

a period. Being able to stay with family or friends for a time could provide a very
important place of refuge. One participant described still feeling very depressed and

suicidal in the days after her initial pegticideattempt medical discharge. Shenwe
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to the hospital emergency department and sat with the triage nurse before eventually

finding refuge with a friend.

Eventually they said you have to ring a friend or family member and try to

arrange to go and stay withthéhnwe havendé&.Samigaa bed

friend and went to stay with her, initially for a few days but ended up

staying two and a half months.1 pl ayed with my friendds ¢
helped with cooking and so on, so | felt | was contribytig some days |

just retreated to bed arpllled the doona over my head

However sometimes such an arrangement broke down in an atmosphere of strain and
recrimination. This could be because the p:
put too much stress on everyone involved oritcouldlgec ause family membe

friends expectations put too much stress
Thenmybrother came and said come up and stay with me if you y&ont.

IddjHe wanted me to work, but | couldndét b
churning, still depressed. Swostlyl just walked around. 1dd an

argumentwitmybr ot her 6s fri end/ hpyasdamat e who ceé
spoilt little brat. Reallyh ur t f ul , st i bldkenowaThéughtt al k t o ¢t

either he had to go or | had to go, so | went.

A practical anceffective form of support in one family was family members paying
for the participant’s private health insur.
accessing mental health services. Not all participants, however, had family members

who would have been in a gition to offer this form of support.

Friends could also be a valued source of support simply through the process of

continuing friendship:
Good friends supported me, not in terms of running around to sit with me

while | cried but in terms of doing thiagvith me, being interested in

seeing me.
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Friends joining in shared activities and being interested in seeing the person is

someti mes conceptual iesdcdc eimn stulpg olritt er dtowsrt e
i ndividual '’ s sense dfunctoergpegsonaHowevdrsomel , c ap a |
friendships had to survive significant ruptures and cautious, tentative repairs which

could take some time:

I knew | was hard to help but it wasnot
at the people purposefully. It waseaction to how | felt. None of it is
trying to be a bitch; i1tbds aimed at tryi

a while for people to get back trust in you.

It took me a long time to get back my relationships with people. Not that |
had really lost ng friends but that was how | f@t With my best friend,

we didndét speak for a while. OK now.

Some participants spoke of losing friends. One participant lost a valued friendship
when, after a suicide attempt she was taken to the hospital where thevoided.

The friend felt her work at the hospital was incompatible with the friendship with
someone admitted for a suicide attempih incompatibility likely to be mired in

issues of shame and stigma. (The friend may have felt that she would be stigmatised

by association and her work identity damaged.)

The other thing that happened was that somé&oweého was quite a good

friend[worked atthe hosptag nd she coul dndét handl e it,
handle it and after¢ andt hat 6 s al most t he | ast | 6ve s
wrote me a |l etter and said 061 donot want

things doanddt Indivked t ri ed since then to try
no sheds not interest elingstescomeodibfat was on

that particular episode for me.

Anot her participant suggested that friends
they feel helpless to alleviate intense distress.



Friends are supportive at first but after a while some tienglo away.
They feel they canét do anything to
dondét want to be around. 1 6ve even
expect you to fix it, l 6m the only
on how t o nitetohate,someand around & you can be

yourself with and not have to pretend. | still feel very alone.

Here the participant reiterated the importance of relationship, of friendship, of

acceptance and being abl e achment'edpariengeo ur s el f’

among adolescents who had attempted sui8idstik and Everall (20Q74dentified

key compoents as finding acceptance, receiving encouragement, experiencing
closeness and intimacy and the continuity of the relationship. Similarly the adults in
the current study spoke about their needs for acceptance and closeness and the
importance of maintaingy or restoring, significant relationships, even if that came at
some cost. Sometimes however there was a tension, even apparent incompatibility,

between acceptance of the true self and ensuring continuity of the relationship.

6.7.2 Losses at home and work

Most participants suffered lossesf work, home, relationships, in two cases even of
specific memory or language functionas a result of their suicide attempt. While

loss in relationships was discussed in the previous section, the nature of otgersloss
the focus here. In discussing the events of loss it is important also to note the
significance of the sense of loss as an internal psychological process, a part of the

inner landscape. The consequences of the actual losses and the pain of densmer

foi
s ai

one

of loss and grief together made recovery after the suicide attempt much more difficult.

6.7.2.1  Losing a foundation in work

Freud identified the capacity to love and to work as the hallmarks of adulthood. For

many people, work (of some kind, paid or umpagirovides a foundation or

scaffolding upon which a sense of capability is built and maintained. For several study

participants one result of their suicide attempt, and their continuing distress afterward,

was loss of work and hence a loss, at least ¥ohike, of the foundation it provides.
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Five of the ten participants were in the workforce at the time of their suicide attempt.
(The others were either studying or had previously lost jobs or stopped working due to
mental health problems and/or earliercglal crises.) Of the five participants in

employment, four lost their jobs after the suicide attempt.

The participant who suffered an ongoing (anterograde) memory impairment described
the suicide attempt as destroying everything, and particularly inmpovtes the
impact on the ability to work and study.

€ that[the suicide attempghanged my life, destroyed everything.

é

|l couldndot work or study. Wostuky was very
I would like to studydiscipline areah ow b ut rémembeuwhat In 6 t

read.

After intensive care, brain injury rehabilitation, a period in a psychiatric unit and a
mixed reception from family, this participant faced a future bereft of previously

sustaining occupations and felt lost.

So | went home tiplace namepnd lived by myself, which | like, but at
that time | just felt | ostlifadthkd | i ke | di
| had lost everything

Work was a significant issue for many of those interviewed. Several participants were
tertiary educad. Some had held professional positions of considerable responsibility.
At least two had worked in educating and training others in their professional fields.
Other participants worked in positions that, while not requiring tertiary education,
nevertheles required significant skill sets. Losing a job or not feeling well enough to
return to work was a significant loss encompassing loss of confidence, loss of the

satisfaction of making a contribution, and loss of income.

Up to the time of her suicide attphone participant held a busy professional position

with significant responsibilities. After she was discharged from (medical) hospital she
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still felt very depressed and suicidal

functioning neteeturhtfowaknd coul d

It was very busy, arranging international conferences by myaati other
complextasksg i ta wlast of pressure and |

anymore.

Sh

C

l nstead, in between trips to a psychiatric

I played with my frihlcoakidggsandsdosdIidr e n
felt I was contributingbut some days | just retreated to bed and pulled the
doona over my head.

As reflected in the above quote many participants were sensitive to the issue of

making (or not making) a contribution. Another participant whose work and career

had been disrupted by mental health problems and previous suicide attempts spoke of

feeling

making acontribution:

[Atthattime]l wasndot working or studying
helping out at home, cooking meals for the family and cleaning the house
and just doing things that were contributing to the family, cos | felt funny
about not workingr studying so | wanted to do something that | felt was
worthwhile and | knew that | was really helping Mum and Dad out by

doing that because they both work.

Losing a job or not being able to work undermined confidence and exacerbated

feelings of worthlesness. Indeed because it coincided with shame and guilt about the

suicide attempt, and other experiences of worthlessness, the fact of not working

eroded confidence even when the job loss itself was seen as quite understandable. One

participant describethe circumstances of her job loss:

One of the results of this particular overdose was that | lost my job, but
not in a horrible way. My boss at the time was really quite a nice person

11¢

really embarrassed’ about not

h

wWor |



and | think this had been not the only suicide attempt during a &hdyt
period of time working with them and | wu

keep me going, 1t was just, they couldno

Even though the job had not been lost in a horrible way, the loss contributed to a

downward spiral.

Youknow, | was a bad pers, andlosing my job reaffirmed thisé

and
|l could not get any work after all this

badly that | just didndédt have confidence

anything else.

Eventually this woman who had previously wed at a highly qualified professional
level took some work in a related field but at a much lower level requiring no

qualifications at all. She described this experience:

€ and it was just an eé&t ranod dli nfaoruyn d etshsaot

veryvwery hard but thatodos what happened.

Concern about the i mpact that not working |

was also an issue, and was cited as a motivation to try to work even when it was

difficult to do so.

I mean | 6m badknewartkiang opartthat, you know
ultimate job but it igpause]an attempt to have something on my resume,

so therebdés no big gap that | have to try
wi || hel p me feelt hkesteBuitf al dmthelfpimheg

hard to get to work.

In addition to loss of confidence, loss of a sense of contributing and associated

feelings of worthlessness, loss of work means loss of income. Several participants

commented on the difficulteof loss of income.

11€



eéand sadly t {pattimd andreamingrabout asgnuch as |

would if | stayed on Centrelirfkvelfare benefits]

é

| &m wor king and | 6 m woith&kxmweekamdtl t hen | ¢
I 6 m ttorpgyifonagcar and payf groceries, bills and stuff, and trying

to make it stretch but it doesnodot .

Loss of income also had implications for health care, for example, no longer being

able to afford private health insurance. Two participants commented on the

difficulties of havihg the money available to pay their psychiatrist upfront and then
having to wait for the rebate, and also on the cost, given that the rebate is substantially
less than the payment. No private health insurance also meant reduced options in

relation to hospalisation.

As discussed above, for many participants losing work was damaging, even
devastating, and later, as discussefiention 8.3finding satisfying work was

experienced as aiding recovery. For a minority of participants however the issue of
work seemed to take a backseat to the issue of regaining emotional stability. This was
clearly articulated by one participamnho found that after enduringperiod of

suicidality and suicide attempts and eventual admission to a psychiatric unit, he did
not feé well enough to return to work. At one point however the organisation funding
disability payments pushed him to go back to work. He tried returning to work but

had difficulty concentrating, had a car accident, and he felt that trying to work was

detrimenal to his mental health.

| went back into my shell and it brought all the pressures backfamuly

memberlhad to come and stay with me again [The organisationpushed me

back into work and it highlighted 1 &dm no
health.

The family member had come to stay with him when he was suicidal so the
implication here is that feeling forced to return to work, and the difficulty he
experienced with it, led to a return of suicidal feelings. At the time of the interview he
was focused on finding a way to live his life, not on finding a way to go back to work.
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Il 6m not after rehabilitation to get back

whole life.

Another participant while linking working with being a useful person, thoughttthat i
was necessary to resolve traumebated symptoms and regain emotional stability

before contemplating a return to work.

€ basically if we couldget] treatment for my podtaumatic stress

di sorder, i f thatés fixed ép then there
attempt suicide, and, hence | wouldndét h
have anxiety, in which case | would be a useful person and | could work

and everything.

The paricipant who was rehabilitating his whole life described feeling a sense of loss.
It was one of feeling lost within himself, of having lost a sense of who he is.

But | was | ost, |ike you dondédt know who
I t 6 s | w&king aloogiadime @and then you veer off the line. When

you have a breakdown you cané6t just hop
through all the shit.

The statement ‘1 was |l ost’ is reminiscent
section,wken the participant with memory i mpairn

oflossorl ost ness seems to be ubiquitous regar

underpin it.

6.7.2.2 Losing a home

Losing one’s home was anot heldbeoauaylative. bl ow a

e if I had been able to keep my own home
big difference.
and
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| think having gone that far that | attempted suicide, | lost my home, | lost
my job, I lost my family. | just feel like there should have been some
intervening steps. Somebody should have stepped in before then with

something for me.

A suicide attempt that precipitates this accumulation of losses has a devastating effect
on a person’s |ife. As suggesteterin the
sense of regret that although they had tried to access help, the help available was not
sufficient to ameliorate their distress and thus avert the suicide attempt and the

consequent losses.

Several participants discussed an instability in livingregeanents, precipitated by
hospitalisations which were in turn precipitated by suicide attempts. Fragile mental
health together with loss ofask and hence income were atsantributing factors.

One participant owned a house (a very helpful asset in tgelor) but initially after

a year in and out of hospitals, was judged not well enough to live in it.

All that year | was in and out of hospital, had suicidal thoughts. In the end
they wanted to put me in a boarding house and | went along with it to get
out of hospital.

This was followed by living with one family member after another. These initially, or
potentially, supportive arrangements often ended with the participant moving on after
feeling pushed or expected to do things too difficult to manadmee dinbe. Discussing

similar living arrangements another participant stated:

| actually lived with s i b | i n dor esyeaf, anoh| wag/tgo ill, and
they coul dndét cope with me.

It was often very difficult to find a suitable place to live. (uagticipant described
experiences of living in supported accommodation. While it may have been the only
place she could go, she found it very difficult, saying that the chaos of the house

mirrored the chaos in her own mind at the time.
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e.it s qing ktwas tabill goilive on my own but we were ad b
to be living together basically.
and
Whereas dsupported accommodation housep s j ust chaos, so if
trying to cope in chaos, when you feel chaotic in your head, a hospital

doesnodthadl ook so

Subletting or house sharing in the open market also had its difficulties.

Thepersonlsubet from i s not very sensitive to
she just ignores jfor examplaf | come home from counselling with my

face all marked with &s. Or she sagyou bring it on yourself, yqust

needtogmutmor e and socialise, which is the I
the sort of person who intrudes on your space. | have to shut the door to

stop her coming in all the time if | need to think things through.

In some instances staying with friends was verpfaébut it was usually only an

interim measure.

6.7.2.3  Concluding comments about loss

The literature acknowledges loss as a significant contributing or precipitating factor in
suicide. Interpersonal loss is widely cited as a contributing factor in suicidheawit

recent relationship breadkown often reported as the most common precipitant. In
their review of coroners’ files on compl et
found economic strain, and associated loss, was a contributing factor in approximately
10% of cases. Loss of a job was a precipitant in 33 of the 62 suicides where economic
strain was a factor. Loss of a home occurred in 10 of these 62 suicides, with
anticipated loss of home a factor in another 9 cases. However the current study is
focused orconsequences rather than antecedents, and provides evidence, albeit on a
small scale, of loss as a consequence of a suicide attempt. It seems that at the very
time when a person is trying to recover from a suicide attempt he or she is also likely
to be grapling with experiences of loss, whether interpersonal or econamibe

form of loss of job, home, and/or level of income. These external losses may be linked
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with an internal loss of a particular version or image of the self. A sense of being lost
ocaurs when the person is not able to feel oriented in relation to purpose and meaning

in life.

121



Chapter7 Experiences with cliniceé

This chapter focuses on findings concerning experiences of clinical services. The term
“clinical seraswi meg'eniesiwcsdermernre encompass
contact with patients/clients whether in an inpatient, outpatient or community setting.

The first theme discussed, ‘Respect and beji
or indiff er elmngene which recura throughva# theaother themes in

this section. It could be considered a lens through which all interactions with clinical

services can be viewed. It is also perhaps worth noting at the beginning that while

overall perception of clinidaservices may lean toward either the positive or the

negative for individual participants, all participants identified instances of both

helpful and unhelpful interactions.

7.1  An overarching theme: Respect and being taken seriously vs humiliation,

blame or indifference

The principles of respect and active (attentive) listening are espoused in all textbooks
and training courses for health professionals. These are seen as basic building blocks
of clinician-patient relationships. However the complexities gflementing these
principles, given the emotions that may be aroused by a suicide attempt and in the
context of a busy (perhaps undgesourced) workplace, may be underestimated and
insufficiently exploredMichel et al., 2002 In any case participants in this study

provided accounts that suggest the implementation of a basic principle such as respect

is distinctly uneven and variable.

Where respect was given, this was recognised and appreciated by pastidtpaiihg
respected was linked to being listened to and being able to express a point of view and

have it taken seriously.

AG: You said [you are] now seeing Dr C a
helpful. What does he do?

He pays attenti on candakvothimt 6s going on and



Similarly another participant stated:

| have a psychiatrist | like better.
AG: In what way better?

| can disagree with him.

Another participant elaborated on the importance of a collaborative approach to
treatment decisions. Thephrasa nd he | et s me f eel I n contr

bel ow, conveys the participant’s recogniti
control of the decision to take a collaborative approach. This does not however negate

the sense of trust and sfevhich the approach engenders.

eé.the doctor. | OMedgojtuntowi nledessdi bly respe
me feel in control of it athnd so when | went into hospital the first time

[under his carehe just gave me a whole lot of options, like theseyaur

options and he rattled off sixoreightn d sai d the only thing t
option is to do nothingd It was just the st incredibly respectful and

you know just made me feel that |, that

do things that were hable.

Respect shown toward family members was also noted and appreciated, as in the

foll owing quote about a psychiatrist’s appl
éandl 6d | i ke to meet your husband, when w
not |6l see him tomorrow at 10 o6cl ock.

The participants quoted above were all drawing a contrast between experiences with a
current psychiatrist and previous experiences where they halisfespected, not

listened to and/or where their views had been ignored or overridden. An example of
thelatter was reported in sectior/6l.3 above where a psychiatrist insisted on

bringing parents to a session against the wishes of a (young adititippat, and

when the participant felt not ready for this. Most participants spoke about experiences

of not being listened to, and in some instances about feeling that suicidal feelings are
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not treated with respect despite their potential seriousnesakiBg about clinicians

one participant said:

You tell people how you feel and they just look at yolfi.you have a life
threateningphysical]illness you are treated witlespect; you can talk

aboutit.] Y o urotrtreajedwih r es pect suicidadn youdr e

This participant thought it counted against you if you were articulate, in that suicidal

thoughts were less likely to be taken seriously, and suggested that health professionals

take more notice of suicidality if the person is obviously psychotor can’t t al k.
participant noted however that, at the time of being suicidal, being articulate and even
having ‘a bit’ of insight did not help her

One of the male participants thought that

underestimatedyecause their expression of emotions is more restrained or inhibited.

€ in my situation generally guys arenoét
talk about much so they dondédt cry, durin
manager doesndt st hinnlk thhat sttad eg @y

This comment echoes the statements made by suicidal isen in i k e(2066¢ a | S
study. Similar to the men in that study, this particigalithe had been unable to find
the sort of treatment that would be helpful for him. He spoke of going home and

cutting his arms to manage his emotional upset after seeing his case manager.

Sometimes not being taken seriously extended to contraventiegatify mandated
rights. One participant spoke of being ignored despite repeated requests to see the

participant’s own (ment al health agency) f
Information legislation. This was contrasted with a prompt and respedaitlldgally

appropriate) response by another mental health worker:

Well put it this way, when that worker finally left that organisation, the
day that | got a new worker | said please can | get a copy of my file please
She left.. the room, went to her awoffice, got a copy of ROl [Freedom
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of Information form] gave it to me and asked me to sige itBang done.

So | was not upset.

Beyond a lack of respect some participants spoke of experiences that were more
actively blaming or punitive. One participiaspoke of contrasting experiences with

case managers, first describing one whom she experienced as negative and blaming:

€ when | came hom@&om hospital[Mum and Dad confronted mand

apparently my case man agagonshipwith o | di

o
>

(@)}
—

had said tahem that | was not being@op er at i ve, that | wasnoét

that | was doing this to myself and that | was just doing it deliberately

basically.

The participant was devastated that her parents initially accepted the case

ma n a gversion of her efforts:
€ | kind of shutdown forawhilé. .at t he time | thought
anymor e, |s@hare tobeatithés dnd sny parentstha word of

this woman, believe h a t I havenot tried.

A subsequent experience with anotb@se manager was quite different, the

difference inspiring hope and perhaps even a degree of idealisation:

|l ended up getting a new case manage

r

an

manager now and itds working, Iitdéds actua

lcope because shebs there for me and i
in and see me and weoll talk about i
it actually makes a difference. Good case managers can make a difference
which i s ni céyexpariesncedthadtlzefbre 6t r e al

The i mpact of a clinician’s dismissive

f
t

connects with the suicidal person’s own

condemnationThe following quote was presentedrlier, noing how shame can
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intensify (and increase suicidality) when feelings of worthlessness are reflected back

via clinicians'’ attitudes.

People treat you like this is how you always aséupid, irrational. You
are in a different stattn ot Yy oures etlrfeatYeodu dlri ke youdre ¢
youdbre not | istened to, made to feel ash

this makes you feel more like killing yourself.

A sense of hopelessness and emptiness can .
judgments, perhaps mscially when these are passed on to significant others. In the

instance above where the case manager conveyed negative judgments to parents, the
participant reacted by shutting down, and going into such a severely withdrawn state

(‘1 felt Fthad met h radnytadtehsdpiml. was r e

As well as intensifying feelings of shame, worthlessness and/or hopelessness,
negative judgments conveyed by clinicians can also spark anger when something

inside the suicidal person protests against taknfg of being diminished.

I do have a survival instinct in there and | want to live long enough to say

A

6fuck you all 6.

Years ago when | was first admitted to hospitals, when people treated me
badly | was violent. | have in me a powerful rage, a redulieing treated
very badlyfin childhood]ii t 6s not needed in daily |ife

The anger which is not needed in daily life erupts as a survival mechanism at
moments of extremityto ward off blaming/dismissal/condemnation by others that
threatenstoundermen one’ s own i nternal struggle agai

condemnation.

7.2  Trauma and traumatisation

Chapter 1of this thesis raised the issue of whether a suicide attempt could be seen as
a traumatic event. Certainly a suicide attempt meets the-DVSifinition of a
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traumat i ¢ e v e nactuahos threatereed semousddrm to self or bthers
(American Psychiatric Association, 2Q0€he difference being that in this instance

the person is both victim and perpetrator of the violence. The participants in the study
did not specifically talk about their suicide attempt agartratic event, although they
sometimes spoke in ways that would be consistent with a conceptualisation of trauma,

for example using terms such as ‘torture’

They ask what brings you to hospiand how can you tell thenfeeling

|l i ke youdre tortured.

Speaking of her life over a period of years when she was frequently suicidal, another
participant said:

| just did not have a life, it was just torture.

Where some participants did speak explicitly about trauma, howevemn was
discussing potentially, or actually, traumatising experiences with clinical services.
One participant spoke of seeking help for an episode of depression only to find the
doctor went behind her back to tell her husband he was planning an involuntary
admission to hospital. Although the involuntary admission was averted, the
participant described this experience as traumatic to the extent that, when she came

across the same doctor years later, she had a physical reaction to seeing him.

[That period ofldepression was a real shock becauseakalmost

certified at that stage. A particular doctor rang my husband and said

this is what | amrgoiamg tl®d dd ag,ondkon bt atsel
So, I mean t hat 0s[ossedingthatadpar]il jug traumati c
have a physical reaction

This physical reaction is consistent with the DB®Mrauma symptom of

physiological reactivity to a cue symbolising the traumatic event, a symptom listed
under the PTSD diagnostic cluster ofevgperiencing the eve (American Psychiatric
Association, 2000



Another participant spoke about an involuntary hospitalisation in which he was

physically held down. His tone of voice and emotional engagement in the telling

suggested a heighted vividness to the memory and that he was still hurt and angry

about this experience some years later. This was again suggestive of a element of re
experiencing the event.

€. and | was blackmailed into another ho
walked inand they grabbed me. &H an nterview with doctor then he

said doyou want to go t¢get something to eat| walked through the door

and they grabbed mgThe participantvas furious and several people held

him dowr] i holding my legs, holding my armaad sitting on my back.

And they syringed me and put me in solitary.

The two experiences described above did not occur immediately after a suicide
attempt indicating that the potentially traumatising impact of a clinical intervention is
not specific to gostsuicideattempt context. Another participant however described
the traumatic impact of an experience that was specifically related to her suicide

attempt.

And | remember this woman, this really strong memory of this nurse and it was

just as | wagoming to, and | was absolutely covered in blacK fierm

charcoalgiven to induce vomiting up the pilhe had takgn.. and | was

projectile vomiting so there was just black everywhere, all around, and | came

to, and | know | was covered in black drichow that | must have been

extremely horribldooking, ugly, dreadful, ghastly, but this, | opened my eyes

and this woman who was a nurse said to me, | went to reach out to her, and she

said 6don6ét you dare touch nustéuchaand | r e

vivid, thatoés just such a vivid memory.

This incident occurred in the context of a set of difficult and distressing interactions
with staff in a hospital Emergency Department. These included the nursing staff
physically restraining the partmant during a period where she was in a highly

agi t at ¢hdyjumped dneme &nd did all sorts of horrible things t§ together

with a number of later staff actions which can be characterised as either dismissive or

12¢



punitive. The participardcknowledged that her behaviour (for part of the tiraethe
height of her agitation) had been difficult. However the reactions of nursing staff, then

and later, were such that

| am still recovering fronfthattnow, it 66 years | ater

The participanteported that her psychiatrist (at the time of the interview) regarded
some of her current difficulties as a ptstumatic disorder following on from her

experiences at the time of this particular suicide attempt. In particular a voice saying

don’ &r § o0u o d céxperneaced by the pargcipant in a vivid and

disturbing way:

€ and one of the things that my present psycisigis working on at the

momentpne of the most debilitating things when | get stressed and not

looking after myself and ndaving the right medication, one of the most
debilitating things is that | 6ve got a v
mebdé. And it comes directly from what hap

attempt, and I find it extremely frightening.

This sounds wy like the vivid sensory images that occur pwatima, images which
evoke intense emotional reactions (fear and horror) and often remain unprocessed and
unintegratedGordon, 200Y.

Whatthe partip ant found most ‘over peucedei ng’ (her
attempt experience were staff attitudes and communications indicating she was selfish

(by implication blameworthy andndeservingThe ‘ don’t touch me’ co
carries with it echoes of othensstorically considered untouchable, lepers, and those

of lower caste whose job it is to collect, and hence touch, the dead. The participant

said‘that particular comment just saidwhatilsva al r eady t hinking abou
This reprises the idea outlinatove that clinician attitudes can have a particularly

potent impact when they mirror internal séénigration, in this instance potent to the

extent of being traumatising.



7.3 Sites of intervention

This section considers experiences with clinical sentitaistake place in particular
contexts, namely in crisis and emergency situations, in hospital, and in psychotherapy

or counselling.

7.3.1  In emergency

Face to face crisis or emergency services for suicidal states essentially consist of
Crisis Assessment affdeatment Teams (CATT) and hospital Emergency

Departments. In some instances a person in a suicidal crisis may also phone his or her
psychiatrist, therapist or case manager or phone a Lifeline service. In this section
experiences in Emergency Departmearid acute medical care will be discussed first

followed by experiences with CATT teams and other crisis contacts.

Participants had varied experiences of Emergency Departments and acute medical
care in the immediate aftermath of a suicide attempt. Moséhemiended to see the
positive experiences as the exception rather than the rule. What separated a good
experience from a bad or horrible one was again respect, acceptance and empathy
rather than blame, denigration or indifference. For example, oneijpanticin

praising one experience of acute medical care after a suicide attempt, compared this

with other experiences of acute or emergency care:

With my experiences, and | had many of going into Casualties and being
on a hospital ward after attempted suicide, the people atHospital

were great. They made me as comfortable as possible and were very

empat hetic, and hel pefaerdss. whi ch | dondt o
AG: What’'s the usual experience?
That |1 6m wasting peoplebs timefs and ener ¢

wasting nurypesd®r doatrtsemmnidon seeking anyw
that.

For another participantopablity OK thet exper |

unpleasant part was expressed in much stronger terms:
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The nurses at __ [acute medicalHospital treated megasonablyOK i
except the psychiatric triage nurse and the Psych Registrar.
But

The][triage] nurse came to see mad made me feel like shit.

Several participants recognised thatimes of suicidal crisis their behaviour could be
difficult, but hoped for clinicians to recognize that this was not typical of how they
were all the time. They hoped that ruptured relatigsscould be repaired. One

participant spoke of her effort the next day to apologise for suicidal actions and

disturbed behaviour and how important it would have been to her to have her apology

acknowledged.

I felt incredibly imnediblytingrediblplmad, 50 wh at

my attempts to apologise were just, landed on deaf ears, which | found

0d

really, really hard. | tried to say p
all this probleméé |1 6m sorry you know an
AG: Was this to the hospitalagt or ...
To the hospitalsfaf , and of ¢ oasualy peolenTdgyé6r e busy C
were n the slightest bit interested in me apologising but it actually would
have made a huge difference i f theybéd sa
aproblemlastnighttu t hankyou for apologisingé6. So
simple as that would have made a huge, would have made a huge
difference really.
Some actions of hospital staff seemed punitive. After a night and day in the
Emergency Department one hospital decided to aalipdtrticipant to a psychiatric
unit some distance away and ‘summonsed’ a °
wishes) to provide transport:
They woul dndot give me my clothes back, s

gowns on which is you knowropletely open at the baék and | was still
incredibly groggy, so, and Hehe family memberjvas cross, really cross.
So it was just, it was just awful. | megrausejjust remembering it, it was
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awful, like people could see me, it was really obvious Wwadt

happened And so, anyway and poor__[family memberjvas trying to

drive and | was leaninglbover him because | was stitiroggy]. Now why

they didnodt agmoevifdoer atnh atmbludve got no i de

Another participant had been taken to hospitelamscious in an ambulance. She did
not remember anything about her hospital stay, but described how she was discharged
alone and without support:

Next thing | remember is waking up at home and | had a single memory of
coming home in a taxi. | was sdrdme from hospital in a taxi in my

dressing gown. | lived on my own and hadome to help me.

One participant expressed the view that Emergency Department staff just want to hear

that the person who has made a suicide attempt is OK to go home.

They wated to hear it was OK. But you need to be able to acknowledge
that you feel like pedpe h at e y ou, thenpkoplesapthdtsr e al one;
nottrue. Yu need to acknowledge how you feel
how you feel . You apposedyicssayjthatld w what youodr
should not have done such a stupid thing; it was really stupid, and |
should see my psychiatrist and if | feel this bad | will ring someone and let
them help me. They want you to go.
The percepti on her ehearlsow bablathe perdoraféeflsordon’ t wa |l
whether he or she is still at risk, suggesting perhaps a collusive effort between staff
and patient to minimise the seriousness of
current statéMcGinley & Rimmer, 1992

It seems likely that initial experiences in the Emergency Department function to shape

the pattern of interactions to conWiklander et al(2003f ound t hat pati ent s
experiences in the Emergency Department, and through the process of admission to

care, had signi fi cant actionsgdtheicavh suicides f or t he
attempt. Unsympathetic, disrespectful or punitive reactions from staff exacerbated the
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patients initial sense of shame. On the o

staff helped patients to be more accepting of treatment.

In addition to experiences immediately after a suicide attempt some participants also
spoke of seeking help at Emergency Departments as they continued to struggle with
suicidal thoughts and feelings. The theme of recognising an emergency and being
taken griously was reiterated by a participant who had returned to the Emergency
Department several times while still distressed and suicidal in the days after discharge

from postsuicideattempt medical care.

It would be good if health professionals treated yetter, for example in

Emergency.

AG: How could they be better?

|l 6d go into emer.pbegugssob&dnbi keraheupde

from theprofessionals that this is ammergency, that | often have nowhere

else to go or feel | have nowheredlse go and that if | 6m exp
for hours, and 1 &dm curled up in this fet
|l eaf and 1 d&m physically sick and | proba

a mess and there are people all around me who are also a medbgthat
l onger | sit in the waitingusttooom the wor

be taken seriously

Some participants acknowledged undesourcing of services but emphasised the
significance of care and concern and recognition of distress and distirbaan if a
hospital bed could not be offered. Care and concern was contrasted with being told to

learn to cope or with feeling that staff just wanted to be rid of you.

So they can say | ockanwiethehsawtleana6d got any
they webdbobbuteally going to keep an eye o
going through a hard time and we really wish that we could give you the

bed right nowbo, I would feel as i f theyo
that |1 was feeling urmaweltlhegndvetrteantdt Igod m

just send me off and go 6oof we got that
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I know t hatr etshoeuyrocreed uanndde rt hat 6 s a bi g par
dondét have enough time to spend with you
and hoursand hours irEmergency, and thegeer e n 6t many beds so a
the time they candt admit you even i f th

admitted, but | think between all of that they could at least show a little bit

of care, abitof concerrp ecause whenownwgauéeallg real |l y d
want someone to go, 6émm it sounds |ike vy
ti med, but they never acknowledge that.
got to |l earn to cope with this, i1tds an
illnessesandtheyope with theirs and so..6 and it

need to hear.

The narrative of not being taken seriously
of experiences with a CATT team or other emergency contacts. This alternated
however with healt professional responses that were perceived by some participants

as oveireaction or panic. Neither indifference nor panic was helpful.

Participants described feeling increasingly distressed, and in some cases angry, when
CATT teams were perceived aslifierent or unconcerned about their suicidal

feelings.

And | 6d cfushedbecauseal hald gione what | considered to be the

right thing, when youdre feeling really
hurt yourself you callthe CATTeam, and t heydédd fob me off
didnét car e, I told them I was thinking

well whatever.
Another participant spoke in similar terms about another crisis service:
Well they are just useless. They shynell takea cup of miloand hop

into bed and take your tablets and you know they treat you like a child,

they treat you like a child.
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An apparently unconcerned response and a lack of action from crisis teams could be

equally distressing for family members:

My son said you must call the CATTe a m. | said they wonot |
made re call them. | spoketothe CATTeam and t hey woul dnoét |
my son got on the phone and said he was
want to go to work and leave me, butteseg i d sheds OK. Then my
rang one of my friends and | went and stayed with her for the night. My

son was stunned because he thought when he saidsi@avworried to

go to work &

On the other hand some participants also thought that cliniciansisrsetgices

overreacted at times.

eéand you dondt wa ntbedauwseanoseofthemtreace pr of es s i
and then you end up bearing the brunt of the system instead of getting

through it therapeutically or owhatever.
thatds not such an issue but itds taken
Similarly,

€ and,becausse/ou learn, if you ring up someone and you say oh | need a
bit of help, 1 6ve got all this stuff out
panic and they, rigt, send the cops around or something like that.

Two participants spoke of feeling humiliated by being taken to hospital in the back of

a police divvy’ (divisional) wvan. I n one |
because it was witnessed by &md. Another participant described being placed

barefoot in a van where vomit from a previous occupant was still on the floor.

One participant spoke of emergency services coming to her home as a kind of

invasion and a stigmatising one.
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Idonbt waGATTteanmo®mig into my home. This is my home

This is my safe place. Il tés not a hospit
and

Sotheambulance and police came. | let the ambulance in. Told the police

Il &dm not a cri mi-wabul ondt madwomam i n.

Despte the above mainly negative accounts, some participants did report instances of
a CATT team facilitating a hospital admission. Interestingly the most positive and
valued experience with a CATT team came not in the form of an emergency response,
but rathe a planned intervention supporting a discharge from psychiatric hospital and

helping the participant make a transition to living in her own accommodation.

€ inthe early days in the flat | had some suicidalifigs and | worked

with the CATliean. I&ve had some very mixed exper.i
over the years, but in this flat they were great. They understood what | was

trying to do, stay at home, and cope and everyttén@hey administered

my medication, and just talked about strategies to getitfirahe night. |

had phone calls with them during the night if | needed to phone tmeim, a

I had times to see themle arranged for three days at a time, for a period

of three days theydd do this, this and t
whether | hadd gointohospitaland | di dnodt . I could cope

The contrast between this and many of the other experiences partially reflects the

greater difficulty, for both parties, of achieving a helpful and collaborative outcome in

the heightened emotionabses characteristic of crisis. However the pressures of the

CATT teams’ gatekeeping role (with expectai
wherever possible) very likely also play a part, perhaps creating a barrier to listenng

empathical |l gistrese. someone’ s

7.3.2 Hospitalisation

The majority of participants were admitted to a psychiatric unit soon after their
suicide attempt. Some went straight from medical care (or rehabilitation) to a
psychiatric ward or unit. Perhaps more commonly the pathwayliselsarge from
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medical care to a period living out of hospital while struggling with ongoing distress

and suicidal feelings, followed by admission to a psychiatric unit. Whether or not a

psychiatric admission followed directly after the suicide attempudsed in the

interview, all had been in a psychiatric unit at some stage.

The overarching theme of respect and being taken seriously vs humiliation, blame or

indifference was once again relevant to interactions with staff in psychiatric settings.

Accepgance, kindness and being treated humanely went a long way toward

characterising a good experience.

And | remember a really nice thing happening after Ias a d mi t t e d ]

| remember that this very nice nurse, very capable nurse took me in and
gave mel was still really groggy, but could take me and gave me a bath

and got all the black crap off me, and she was just a very skilful nurse, and

that made a huge difference, in that she

was kind and it was a good experience.

It was also a good experience when there was someone who could listen calmly to

disturbing thoughts, feelings and memories and, importantly, not be frightened by

what they heard.

The psychologistin __ Hospitahs very helpful during thi] weeks. It
became frightening because things were coming back from the past. She
listened to me and seemed to understand. She just let me talk and she was

comforting in a way. She wasnét frighten

away from it. There shouldelmore psychology in hospitals

However participants reported varied experiences of staff attitudes and responses.

One participant il lustrated this in
was assigned to stay with one, or sometimes two, psitrdm were deemed to be at
risk).
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But my experience with specialling is that it depended totally on the

cali bre of the people doing the speciall
awful. Sometimes it just made me feel sexure

€ someof the people were awful and somei s tbok ao notice of you

and there were some good ones as well, so there was a real mixed bag of

people and | think that youoll probably
AG: What made a good one?

A good one, a good one kald to me¢ was there if | needed to talk and |

did talk to some of therd. A good one acknowledged that | was a person

andé di dndét | ust réewhidh atlohod themelid, blpodyp e r
hopeless. A good one di dn oetthattyout t he t oi |

werenot doing anything in the toilet. A
6now youbre not going to do éoaything in
| 6 mbannodt | 6d f eel |l i ke | 6ve got .a responsi

Yo u k n o wtfett Ikeal ivds giva responsibility and then | was able
to take that.

There are a number of points here about wh;
interaction with staff: communicating a readiness to talk and listen if the person needs

to talk, bu without being intrusive; acknowledging the person rather than ignoring

him or her and thus signalling indifference; respectfully negotiating around

responsible behaviour rather than an intrusive policing of behaviour.

Being treated disrespectfully (oronse) in front of visitors was particularly
humi |l iating, as illustrated by one partici

boss visited her in a psychiatric unit:

But he[boss]came iné to see me which was really good dadospital
staff memberfecided to search mevhilst he was there, and search my
cupboard and search everything, looking for contraband, in front of him,
and he was my boss! You know that was an awful exper&nteat |

could have been made to feel so awful in front of someboewas not

even a close friend or relative.
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Staff attitudes to suicide attempts and suicidal feelings had a significant impact. Some

participants felt they had been “told off’

€so | 6d do somethidg, |l akd aheeampbdshbhe in
the hospital staff would tell me off and say | had to stop doing it, and | was

|l i ke 6why is everyone against meo.

Perceived indifference to, or dismissal of, suicidal feelings could be experienced by

some participast as per mi ssion to act on the feelin
vulnerable state and emotional volatility, this could occur even where the overall

context included a sense of alliance and caring connection with most (but not all)

nursing staff.

I[toldthenur se at |l unchtime that | felt suici
have any time, it was lunchtmehi ch | t ook as | i ke oh wel
matter 1 f | kill myself, because you kno
€ and | remember a nurse once telingmed s n 6t sui cidal, and i
actually made me think, wel/ |l 6ve got pe

they dondot think anything of it.

Despite some distressing experiences (usually with individual staff), several
participants felt that a stay in psychiatric pibal was helpful. In these instances being
in hospital felt safe, removed the person from everyday stresses, provided support
from staff, enabled recognition that others were also struggling, and relieved the

person from concerns about worrying the family

[Being in hospital was]Just taking the stresses away. It was a good break.

Somet hing about hospital, I dondt know w
comfort of being around other people who struggle with the same types of

problems, having staff there who respect the fact that you are going

through a hard time, well most of the tithey do, aslongasou dondét act

up or anythingpeing away from families and knowing that, even though
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they know that 1 6&dm not well that they do

Il 6dm in a safe place, because | hate worr

It was just thatsese ofl 6 m i n a place where 1 toés alr

| 6 wminggo do my best just to cope.

It was working though it, | wanted to work through thigg8ut also it

was the surrounding, itwas likeeveryjodi n t here i1 s | i ke a bi

However sme participants thought that psychiatric hospital had only provided time
out and that this wasn’'t really enough, th

participant described the experience as follows:

They said it was to review medication butaree did tlat. The nurses were

too busy for me to talk with them. They
nothing happened really. | got to see that there where other people in the

same position as myself. But hospital was really just time out, no

treatment.

As discussd below in the section on negotiated control, participants thought it was
important that they have a significant say over when they go to hospital and how long
for. As noted by one participant hospital

be helptil but only when you really need it:

But | found | can only really recover in hospital really needed to be
thereeQ her wi se 1 6m kind of | ooking around g
you know, thereds all these pémple and t

feeling very normal so | think | want to go home now.
7.3.2.1  Borderline PersonalityDisorderas an accusation

As mentionedn section 6.2.2several participants contested a current or former
diagnosis of borderline personality disorder (BPD), with sonserdsng the
di agnosis as ‘contentious’™ and ‘judgmental

14C



participant quoted her diggeogeohih [ratmeof st as sayl

disorder] butaccused f havi ng borderline personality

Several paicipants reported that a diagnosis of borderline personality disorder had
implications for how they were treated in psychiatric hospitals and other mental health
services. This was presented most starkly by a participant who had formerly been
diagnosed wth schizophrenia, but after the suicide attempt that was the focus of the
interview, found her diagnosis changed to borderline. In the following quote the
participant (whose current diagnosis was not BPD) is speaking about heujwide

attempt stay ira psychiatric unit.

€ one of the t hithatgtsvasdurirgthatistaypwheren e d i s

my diagnosis changed from Idtmset]schizophrenia to borderline

personality disorder. And that was rgahorrible, like we hava strange

ment al health system, that as horrible a
legitimate, seen as real, seen as something that needs treating, seen as,

and borderline is the exact opposite. Yo
seeking evil person, and svhat happened, as that diagnosis changed, |

got treated more and more and more badly basicéllyand it was almost

like | needed to be punished because they had now determined that | was

this evil, bad person, rather than someone suffering from agsaln

If a diagnosis of borderline personality disorder could be experienced as an accusation

then this was also true of otHabels associated with séiirm. A participant who

had scars on her arms from when she washsething twenty years earlier, e

about attending hospital for a blood test as part of an investigation for a medical
condition. The doctor saw the scars on her
she burst into tears. The tears were a response to the implied accusatioheand to

sense of hurt and injustice that the pejorative label could not be escaped even after 20

years.

Some patrticipants spoke of how the diagnosis of borderline personality disorder
regulated the amount of time they were allowed to stay in hospital, @gdritie
possibility of being admitted to hospital.
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Sometimes when | go through a really long bad patch | need to be

admitted for a week or something, but they only keep me in for two or

three days, so | come out touplequick, and
of weeks becaed never actually recoveretinever actually got myself

together. But because of my borderline d
anyone with borderline personality disorder in hospital for a long time, a

long time being aweekorotw weeks, so | 6ve al ways Just
assumed that within two or three days of
which is better than what some people get, but still, sometimes | think they

could be a little bit more flexible and a little bit more redtiabout the

length of stayé

Another participant, who described a long period of distress and depression after her
suicide attempt, felt that recovery would have been facilitated by a stay in psychiatric
hospital following her time in a medical ward.eSteported that this was denied her

due to her diagnosis.

If they had taken me fpsychiatric]hospital, worked things out with me, |

think it would have been much quicker an
the | abel personalutby ddiesbrdgoudDheynohi e
into the hospitad

A BPD diagnosis could also affect access to private psychiatrists, with one participant
reporting that a psychiatrist, whom she had seen before, refused to see her again after
she received the diagnosis. Teaticipant was informed that the psychiatrist did not

treat people with borderline’
7.3.2.2  Returning to the ward after an inpatiesuicide attempt
Two participants made suicide attempts while they were inpatients in a psychiatric

unit. One participant, whbad absconded from the hospital in order to make the

suicide attempt, spoke at some length about her return to the unit after a period
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receiving medical care. This was interesting as it is a topic not often discussed in the
literature.

On her return tohte psychiatric unit the participant found that her fellow patients had

not been told anything about what had happened, but they assumed she had attempted
suicide. She had not anticipated how difficult ifwoble ‘* havi ng to f ac
t h e h awdplsottoadeal her own feelings about what she had done. She was
concerned that other patients might follow her example and also felt she had let the
staff down, even that she had insulted them.

But when | got to _[psychiatric]Hospital,and people bviously knew
that | had attempted suicide. To the patients, those who were in the same

position, I felt Iike I 6d done someth
that they wanted to do, and | didnot
what | dwadtto ehcouthgechmydne else to commit suicide, just

because | had tried. And with the nurses, personally I felt like it was an

e t

i ng
wan

insult to them, that they couldndét <care

particular nurses | feldocackiatbtnald car e.

| felt like I had sort of slapped them in the face, by nicking off.

The patients had a range of reactions.
Some thought she might have died.
The patients wereupsét,e cause | had gone for so |
that | was alright, so they were quite concerned and upsetsome of
them were tell i ngé nikeywefeftelifgommeoffwhat | 6d
because 1 06d tried to kil Ifferenyrsagohsf . The
but these werendét people who were suli
ot her problems, and they were telling
| 6d scared them and?é |l really got a

back, and it was verdifficult to deal with.
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And some people were quite relieved to see me, and as | said some people
were quite angry; others you know wished they had come with me or to do it

together.

This situation raises complex questions about what, if anything,thbsiff should

tell other patients on a ward when someone goes missing and has attempted suicide.
The participant felt she had to try to explain herself because there was such a strong
reaction from the patients. In the research interview she was alegidernshe

thought the staff should have given out more information.

Well | felt like I had to explain myself to the patients because they were so
confronting to me about what had happened and how they felt about what

had happened. Andas I saidtlty d n6t know whet her | was ¢
noone had told them anything. é. The staf
they didnot tell the patients.

AG: Do you think they should have?
| think they should have told the patients that | was alright, but for
confidentiality reasons they, because | snuck out, ftiey patientsknew |

was missing but they had no idea from that point on what had happened.

This is a complex issue with the staff having to consider confidentiality and privacy

for the patient who has gemmissing and yet also respond to the anxiety that has been
stirred up Iin the other patients. The part
should have been told that she was alright. In the particular circumstances described

this would seem a sensgbsuggestion, as it would be possible to say that the person

was alright without saying anything about what had happened to her or whether she

had attempted suicide. It leaves open the question, however, of how the staff could

proceed if they knew the perswas not alright. These issues could be further

complicated in some hospital settings, for example in a private hospital where each

patient may be under the care of a different psychiatrist, and there may be different

views among the psychiatristsaatb what patients should hear.

As mentioned in one of the above quotes the participant was also concerned about
how the nursing staff would feel about, and react to, her suicide attempt. However
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because she had known some of the nurses for a long timetgherelcomfortable

talking to them about it. It was harder to
I f | felt | was getting a cold response
l ong ti me, | 6d discuss it with them. It
becaise some felt betrayed,h at | 6 d, Illedadv ed ot htehmat , you Kkn
weobdbre al|l suffering, how dare you take vy

rationalise with the patientsé in hospital we sort of group up and look

after each other, sort of that mentalityhospital.

7.3.3  Psychotherapy

Participants generally regarded psychotherapy or counselling as helpful or at least
potentially so. However some participants complained about the difficulty of

accessing therapy/counselling, while others compared their \eqpgtiences of

therapy and held that some approaches had been found wanting (or at least not suited
to their needs at the time). Psychiatrists provided psychotherapy for a minority of
participantsbut more commonly psychotherapy was provided by, or sdtm,
psychologists (and sometimes from other health professionals or counsellors).

One participant thought that psychotherapy had rescued her from a life completely

without prospects:

When youodr e [dagigr]life mes dacky pasi issuafssexual
abuse and so ohhad three years gisychotherapy, which got me from

being a nutcase to someone who could funcéon.

In a quae presented above (sectioB.2), a participant spoke about seeing a
psychologist in hospital and how importaniveis to have someone listen and not be
frightened by what he or she heard. Similar processes were central to an ongoing
helpful (and lifesupporting) therapeutic relationship, including the clinician being

able to hear and acknowledge suicidal feelings.
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I woul dnét have got t ho@ghersupportandt hout my |
listening to me after the whole experience helped tremendously, just to

ventilate what | was feeling and that | was still feeling suicidal, having her

acknowledge those feelings, wesy, very useful.

é

But the way my doctor works with me shebod
me in, really listens and makes a lot of sense in her ansgverge have a

really good rapport, even thoetlgh when it
oppositethinking

Participants saw therapy/counselling as being about trying to understand themselves
better and/or about coming to see things differently (including their valuing of
themselves). As several participants found, this process could take somedimwasan

facilitated by a longerm therapeutic relationship:

| 6ve had some great counselling for a co
me a |l ong time to find that, and thatooés
for the crisis, sort of planning and supporty b | é m st arting to und
more about me, and recogni se, I didnot r
di stress, so you know | earning about me

been really helpful and, | thought | might do this for a couple for years;

it 6st beeeynears now and | think I 6m only ju
so itdéds probably going to be -another <cou
l i mited. But i1itodés been, | think, somet hi
really under stoodr mei.l IDondmp Ikentoem Vi ,f Hute vl
to.

As indicated in the above quote, it could take a long time for participants to find or
access (helpful) therapy or counselling. Sometimes this was because of a lack of

knowledge of the service system and of the diffiees among the services offered.

| 6m | earning a bit more about the system
reali se that there were two types of psy
someone says go and see a psychiatrist and the first couple | samv dvére
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really into this. | think they wanted to fill me up with pills or they just sat
and stared at meé [Since then started]}to recognise and learn that

there were different approaches.

However several participants spoke about access being restryctieel very limited
availability of psychotherapy though public mental health services and/or the cost in

the private system (even acknowledging the rebates available).

|l guess | feel that if 1 6d been provided
attempt,ii 6d been able to access more than on

5 weeks maybe | woul dndét have ended up i

I know at the clinic I go to therebs psy
asked them, cos | know that | need to have a psycholégestd they

wonot | et me have a psychologist.

Despite the overall positive evaluation, experiences of psychotherapy were not

altogether unproblematic. One participant described how she felt her counsellor

‘“wasn’t as present inethendobmatst Beecbads:
indicated she may have to stop the sessions. The participant understood that this was

because of i ssues to with ‘transference an:

| thought that was something that just happened and you sort of worked

with it but €é. The counsellor is about tI
doesndét | ook | i lédthihkevhenlogothemend gfterhi ng, but
thi nk about & hnaher relatiomshipgnwitls heriowngmother]

I think | see the counsellor as a softidealised mother figure, but | just

t hought that was part of i1it. But she sai

but we might have to stop

Two participants spoke of helpful approaches to therapy/counselling and contrasted
these with experiences that wea helpful. One participant found an approach that
was focussed around supportive sympathy less helpful than one that was more

actively challenging and engaging her in discussion and exploration.



| was seeing the old orjprevious clinicianjand she waantastic but all

she kept doi ng [bigsighlya aoprithing, ofivig s &6 o h

sighh . 6 And it was | i ke patronising me, Vyo
The one | 6ve got now sort of twurns it ro

says Oheeylhow &oev?f6eand o061 6dm getting thi

what |1 06m gettingd. But the other one was

and all thissortofstéif, and it wasnodot what | needed.
and

[The clinician]t hat | 6 m seeing at t huevhamoment, she

youodbve said, which means youdre not just

of your mouth and just never coming back again. | say it and she feeds it
back and then we talk about whagone wrongé , whatever it was that

happened

For another partipiant the crucial difference between therapy experiences was how

the therapist dealt with the pa+hatredci pant’ s
One therapist framed the issues in terms of the participant needing to take

responsibility for her @mons, an approach that exacerbated feelings of guilt and self

hate:

Well she was using methods that were about me supposedly taking
responsibility for thingse but the issue
| 6d take too much & Bosspevastsyingywelwerey i f anyt
h avi n g therdpy aboutgrowing up, being mature , taking

responsibility, doing those sorts of things and all it was doing was feeding

this terrible, terrible hate | had for myself. The public mental health system

was stretched. $aw her for an hour a week and was told that | was really

l ucky to get that time, and | shoul dnot
guilty. Look anything that fed into my guilt was powerful stuff for me cos

that was my most obvious way | was in the watdhat point in time.

This contrasted with a therapy that framed the suicide attempt in terms of the

participant’s experiences in childhood and
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| 6d completely closed up and cl osed in a
repai r and that therapeutic relationship d
forever, but at that time it was really important, and it pulled me through.

€ she framed the suicide attempt very differently, do you know what |

mean? She enaluléne to get some ofdtguilt off my[back], because she

framed it, she framed it in terms of my family, and she framed it in terms of

what 1 06d been through as [fignficand, and she

relationships and losses in adult life].

This approach aimed faace the suicide attempt in context, understanding it as

a response to painful life experience, rather than as (only) a product of mental

il l ness or personal fail ucordemnalidgniarel r educed
helped her to emerge from a closgyg withdrawn state and to engage more with

everyday |ife. I n saying that this therape
needed forever’, the participant was indi c:
her problems, but it was very important in hecovery from the feelings of guilt

(and shame) that gripped her in the aftermath of the suicide attempt.

7.4 Medication for better or worse

Participants had varied experiences of the effectiveness of medication but experiences
converged in relation to theterpersonal process around the prescription of

medication. In terms of the therapeutic (or dhérapeutic) effect of medication,
experiences ranged from seeing it as a foundation for recovery or staying well, to

feeling significantly worse while on meetion.

For some, after a long history of recurrent suicidal episodes and repeated
hospitalisations a change of medication or more careful monitoring of medication
could make a significant difference. Discussing how she emerged from periods of

feeling suicidal one woman said:

It just goes. I think itdés starting to g

suddenly boom itds just gone. Someti mes,
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given time, over time it just goes, but with my last hospital admission |
changednedications and had such aig effect.
[After discussing other factors contributing to recovekgl then being put

on Clozaril, just, things fell into place.

This change in medication was an important (though not the only) factor in enabling
her toremain out of hospital, live independently and return to satisfying-{jpae)

work. Similarly another participant with a history of multiple suicide attempts saw
medication as a key factor in maintaining equilibrium. She described how her
psychiatrist maaged her depression by adjusting her medication before she herself

even recognised a change in her mental state:

I still get depressed Ruftgototsddy managed m
K and | & m n o tisuaftyy gounghera ¢trekirgg @ jké and

kiddingaroundhe 61 | say |1 6m putting your medica
say why? Because youbre depressed. OK am

For another interviewee it was getting onto a medication regime that adequately

controlled epilepsythatmade si gni fi cant di fference to th
psychological state. This followed a prolonged period of depression, distress and

suicidal feelings while doctors were trying to change the treatment from one epilepsy

medication to another.

In contrast somegticipants felt that being on medication made them feel worse. One
woman first became suicidal while on medication (fluoxetine) which she experienced
as flattening her sense of self and leading to a loss of agency and hope. She had
‘always maintained thamedication makes things hellishly worder her,but went on
medication agn after a decader so off it when medical staffonvincedher there

were new and better medications now.

I felt Iike I wasnodot i n edicaionddo!l any mor e
wastakeawayany it just flattened me. 1t didnot
stoped me feeling OK, antljust flattened me so much, and then | just

completely lost hope
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I could identify, especially now that it
on medication | just got sicker, so that
sense of me, |l wasndt in control, and |

This participant found herself in something of a cé&t2hwhen her efforts to argue
t hat medi caweor dhetdnewvehebuplly with the re
medi cation’s not working because you don’t

Another participant had been initially persuaded to try a range of medications,

somewhat against his will.

| felt some of the medication meased the feelings of depression, made the

flashbackgof painful memoriespmore intense.

At the time of interview he was not on medication, but his doctor had made him

aware of a proviso:

| 6ve found out that | 6vereqblthav@8tost ri kes.
get into trouble 3 times before the doctors can get a treatment order

saying that | have to take medication.

Someti mes however the doctors themselves ¢
One participant described being tried on lotsiiécent medications while finding

that none really helped and they had a lot of-sifiects. Medications interfered with

her sleeping patterns and with her eating patterns and she put on a lot of weight

(which she had since lost again). Eventuallythe loor s d e c iwlaesdn 'tthaat her
biological depression but more situational, to do with things that had happenadc d

took her off all medication.

Going off medication was bettéd felt sharper, mentally clearer.

Those who saw a place for medicati@vertheless often had mixed experiences.
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[During a hospital admissiof]hey put me on new medication which made
me very angry.

Then | came home and went off the medication that was making me angry
andtheanger[subsidedjand | put myself back on the medication | had

been on before.

This participant t Ismestyheactivie,labitchemieat, bud epr essi
mostly reactive and her preference was to go on me
off it after a couple ofmonths, and in the past this had been with agreement from her

doctor. Now she felt that doctors pressured people to stay on medication.

Sideeffects and health consequences were also an issue.

eéand because youdre on s andthannvpenyoa bl et s vy
put on weight you get di ®rdiegcece AndType 2,
then every couple of years or year or so
for anti-depressants and all that, they start not to work so they try yaune

one, so as | said, a vicious circle.

Nevertheless, despite complaining about medication because -@fffadies such as
weight gain, those who saw medication as helpful or necessary to their mental

stability, thought it was important to stay on it.

However when health professionals resorted to medication instead of a more nuanced,
interpersonal response, this was resented even by those who acknowledged

medication as having a role.

I would be really depressed and | would call the CATT teamands 6 | 6 m

really depressed, I feel suicidal, I don
kind of just fob me offandséy9t ake your medicationdé or w
I 6d feel really crushed

And after being sent by her GP to the hospital to be seen by the CATT

team



And againthe CATT eam woul d say 6oh just take

y 0L

homedé and | woul ddébve been @ aking my medi

A similar experience was expressed in even stronger terms by another participant:
They[doctors]d o n 6 t théyiust wamtrio; jam medicatianto your throat.

These varied experiences again highlight the importance to the person that he or she
be listened to, and listened to about medication as well as other aspects of their
experience.

And | was on just all thedeorrible doses, quite horrendous high doses of

different things and different combinations and things that were supposed

to be antidepressants and stabilise mood and you know do this and that,

and all sorts of things. And | just kept getting sicker ankesiand | kept

telling them it was the medication, an
sick now dear, imagine how sick youdd
hearing and | said well in the past wh

things worse

Theexperience of being shut out of decisimaking and treated with disdain can

occur equally when being taken off medication:

|  mean i edavehsaking me dff medieation. Like | complain about

the medication now because it makes me fat, but theythsgdyulled off

absolutely everything, told me that they thought my private psychiatrist

was a fuckwit, virtually, nmmedin those
him, in front of me, and pulled me off everything, and it was like that was a

symbolic act ofthe meaning of the changing of the diagnftsis

personality disordefvas you dondét even deserve pil

Participants recognised that decisions about medication could be complex and that

there could be a basis for differences of opinion between doctqadiedt, even that

d
be

en

W

| <

they may have seen instances where a pati el
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it. However they wanted their experience to be listened to, and they recognised that
this was more likely to happen in the context of a @ relatimship with a doctor

who had known them when well and not only when unwell. Consistent with this they
wanted to find a doctor whose judgement they could work with and trust and not see a
rotation of doctors each with potentially a different idea about wieglication was

best.

7.5 Discrimination and disadvantage

7.5.1 Discrimination based on suicide attempt or mental health status

One of the participants who wadmitted to a brain injury rehabilitation centre
described an instance where discrimination on the basis of a suicide attempt was
being actively considered. Two nurses came to a medical hospital to assess the
participant for suitability for the rehabiliian program and part of their discussion

concerned whether the suicide attempt meant rehabilitation was a waste of time.

When | was at__hospital two nurses came frdithe rehabilitation

centre] and they came to checéseeut whet her
So those two were talking about it and the senior nurse originally said no

itéds not wort h,semoeened fogogtotlke | ong t i me
[rehabilitation]hospital because | was a suicide attempt person so why

waste that time. But the more juniorng e, whods got a | ot mor
experience though, she eventually told the senior nurse that it is worth to

check me out, and let me go to that brain unit.

Writing the context of surgerpostoperative carand rehabilitationWirbel,

Olingar, Karst, and/lutschler (1998)noted that patients who attempt suicide are
often considered to be unreliable and uncooperative during treatment and this is
seen as likely to compromise functional outconkemwyever their followup of
surgical patients who had attempted sw@diound that these penceptions

were not borne out.
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The researcher asked the participgudted abovéow it felt to be listening to
this discussiomf worthiness for rehabilitatiorThe participant described
several phases of reaction: being stunnechgnising discrimination as a
systemic mental health issue and then arguing for fair and equal rights.

| was stunned originally to be talk¢gabout]that way, to even not

originally give me a chance for treatmentthen secondly | thought well

OK yes tis is the same sort of situation as what they do in the mental

health system, that wedre second hand pe
treatment, so.. and then in my third stage | started to express my opinion

that | do have s omenoughtg betcleeckedntabey es | 6 m w

treated.

In the above quote this participant suggested mental health patients are systemically
discriminated against, in a systemic way, through insufficient and inadequate (or

inadequately funded) mental health services.

Seveal other participants expressed concerns about discrimination in relation to
general medical/physical health care. The issue was how professional/medical staff
knowledge of a suicide attempt or psychiatric diagnosis will impact on future
treatment for urelated problems. One participant avoided hospitals and Emergency

Departments where she had been after a suicide attempt:

Emergency Departments are really dangerous places for people who have
[previously]tried to kill themselvebecausehe assumption ithati t 6 s

psychologicall 6 ve gdoohai p@s npsychol ogi cal

Others were concerned that a particular psychiatric diagnosis would lead, or had led,
to the same assumption being made, i.e. that physical symptoms would be regarded as

psychological in nature.

€ also the fact that they said | had borderline personality disorder, every
time | go to the hospital for somet hing

psychosmatic
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The participant quoted abowgangthreygmalt ed t hat
thisagony and presenting with pain symptoms th
was recently diagnosed as needing urgent gall bladder surgery.

Consistentwh partici pants’ concerns, | arge scal e
evidence of differential medical treatment for people with psychiatric diagnoses.

Sullivan, Han, MoorandKaotrla (200§ founddifferences in rates of hospitalization

for diabetes among persons with diabetes who did or did not haaecaaing

mental illnessin this U.S. studypersons with diabetes aadpsychiatric diagnosis

(especially a noipsychotic diagnosisyere less likly to be hospitaliz after

presenting to an eengency department. Sullivanat recommended further

investigation of the reasons for the disparity. Understanding and addressing such

disparities becomes even more important with proposals for develagiegtralised

electronic system of medical records which medical practitioners could access no

matter where the patient presents.

7.5.2  Living in a regional township

The one participant who lived in a regional township (as distinct from a major city)
thoughtthat this entailed a number of disadvantages. One issue was the very limited
choice of mental health practitioners and services. If one had a bad experience with

one service, there was nowhere else to go.

You have no choice. You haveare else to go tcAnd if you go and see

your doctor, and tell your doctor about
ring [the service where you had the bad experience]

é

So ités like if | want to see a psychiat
[state capitalpnd see a psy@rist in Melbourne. But once | went down

there, all the way down there by car, drove all the way and he saw me for

10 minutes
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As well as the effort of driving to the city, the cost of petrol was a significant issue to

be weighed up against a ten mmappointment.

This participant’s experiences are consi st
of mental health service provision in regional ar&ephenson (2003pund that

psychiatric patientdom nonurban areas had fewer mental healtfity in a calendar

yearthan their urban counterpartortney, Rost, Zhang, and Warren (1p8portel

that, among those seeking treatment for depression, longer travel time to a preferred

provider was associated with making awisits.

For the participant in this study, another issue was the lack of privacy in a regional

township:

Ther eds inacoyntryitowa Evebody knows everything about
you €
and
And |l i ke you donét have any privacy, ev
you at the hospital, or they see you talking to one of the psych nurses, or,

and it just gets around

This lack of privacymade it more difficult to manage the boundaries abound sharing

experience with others, and to make one’ s
7.6  Negotiated control

Participants felt that being able to exercise some autonomy within the treatment

relationslip was very impdant. As discussed in sectior6@, the sense of being
controlled by clinicians and having treatm
wase x peri enced as frustrating at best and ‘I

extended welbeyond formal involuntary hospitalisation to heavy pressure to, for
example, take medication, stay in hospital longer, leave hospital sooner, meet with
family etc (in some cases with termination of the treatment relationship as an outcome
of refusing to conply). Similarly participants who felt their needs were denied and

their safety neglected (for example by emergency services) reacted with hurt and
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anger. Here participants were concerned about denial of services which they felt were

needed.

Wh e n o dgment experience and knowledge of oneself is dismissed, sense of
autonomy or agency is undermined and trust in treating professionals can be severely
damaged. At the same time participants acknowledgedaththie time of feeling

suicidalt h ey \alevay®thiriking clearly and in at least one instance a participant
denied ongoing suicidal intent in order to be allowed to leave hospital. In such
circumstances collaborative decisioraking can become complicated. Participants
spoke of two factors or pcesses which facilitated what might be termed a negotiated
control—where participants/patients could exercise autonomy and control in relation
to their treatment but where this takes place through a process of negotiation with the
treating professional§hese factors were over and above the basicqopaisite of

respect for the patient and for their knowledge and expmri@as discussed in section
7.1.). Firstly participants thought that clinicians were more likely to respect their

views about treatmerf the clinician had known them during periods when they were
well. The second facilitating process concerned putting treatment plans in place ahead

of time.

7.6.1 Knowing the well self and the sick self

Sever al participants thofighhet patrtckipaaot a
perceptions about their needs and thoughts about treatment was connected to the fact
that clinicians only knew them when they were unwell. Thus clinicians did not see

participants strengt-makinpor their capacity
So they werendét hearing and | said wel/l

medi cation itdés made things worse, but t
doctor had met me for the first time when | was particularly low, and so he

di dndét have a mdevnaslevasadyingrahdovhektherwra s a

not that was true

The foll owing quote refers to a participant
CATT team.
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| really felt that | was seen as a nuisance because every few months the

same thing would happen, atitey would only see me when | was really

unwell, so they kind of saw me as this really kind of depressed and not able

to cope person, whereas i n amat weéaeln depr e
be copingreallywelhnd | 6d be aaodsohewjs hgdt dnbygs

seem to care and they didndét respond.

This experience led to a reciprocal lack of respect for, and trust in, the clinical

services:

€ so now | never ever call the CTAteam ad | hate being seen by them.

| really have no respect for the CAT@am.

In contrast participants found they could enter into decisiaking when the
clinician knew the well self and not only the sick self.

€ but | think what really helpefivas]that | got to know him when | was

well, and he got a sense of. me
Meeting the clinician when the participant was well meant he or she could, in
essence, nhegotiate an approach to treat men:

the clinician was likely to proceed in certain circumstances.

I dondét t hi nk gldiffareatshenstaawhat hsgy naw buttnbwmi n

the doctor | 6ve got | met while | was we
and this is what I 6m |l ooking for, are yo
sai d yes. |l was: i f youbre not, then |1 06m

7.6.2 Treatment plans

One way a participant could have some control over what happened in a suicidal
crisis was to engage in a planning process in advance. This involved clinicians

and the participant working together on how to identify early signs of becoming
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unwell or heading toward a crisis and developing a plan for what to do. One
participant spoke about a treatment plan that enabled her to have brief admissions

to hospital without needing a CATT team assessment:

€ and so | bbttheygendtbepaughit | earl i er and t he
[cliniciangd been working on my management plan, my treatment plan, and

| have planned admissions so that if | starttofeeMue | |  and | think it
heading in the wrong direction and thateed to kind of have some time

out, | get admitted to hospital for usually two or three days, and | just rest

there and try and turn things around for

through all the rigmarole of the CAlTteam which | hate the CAlTteam

cos theyove r ehdpasysolhaviagthattthereisalindaef I n t

a safety net.

é

so itdébs about for them, and for me, reco
acting beforetibecomes a major problem. | tend to crash pretty quikly

Another participant described a plan for soip@nd intervention which facilitated
adjusting to living independently after discharge from hospital. In this instance the
CATT team was the collaborating partner. Sometimes the plan may be more like a set
of principles, for exampleneparticipant had elveloped irprinciple agreements with

her psychiatrist around such matters as her role in degisaamg, and only going to
hospital if the participant really thought it was necessary and leaving as soon as she
felt ready.

One participant raised the capt of advance directives:
é and | love that whole notion of advance directieed, 6 d never heard
that term, but what | had done was put letters in my files about, you know,
|l 6m not happy for medicati on. It was pre

aboutit; ¢ but that was just my fear. about don

7.7  Psychological safety in mental health services
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Many of the themes and experiences discussed in this chapter can be drawn together
through the concept of psychological safety (or the lack of it) in mental health
services. Seager (2008) argued that psychological safety emerges from a relational
context daracterised by attachment and containmBatbe psychologically safe is to

be held in mind and thought about in an empathic way by someone in whom there is a
basic level of trust and with whom there is regular contact. The overarching theme of
this chaper, respect and being taken seriously vs humiliation, blame or indifference,
points to experiencesf safe versus unsafe psychological environm&dager

maintained that mental health services have focaosgthysical safety butave paid

verylittteate nt i on to ‘the relational and soci al
feelings, thoughts and acts’ (p.211). Part:
clinicians’ attitudes conveying blame and

humiliated andliminisheded to a downward emotional spiral and/or a resurgence of
suicidal feelingsin other words, breaches of psychological safety lead to risks to
physical safety. Significantly Seag&ent on to makéhe point that clinicians also

need a psycholacally safe working environment, i.e. need the containment provided

by a g o ¢sdfficientdyurtgrimd) system of supervisors, managers and

meaningful policies and procedures.
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Chapter8 Towar d recovery

Within the overall aim of investigating experi@scfollowing a suicide attempt, one

of the initial intentions of this study was to explore what was helpful and what was

not helpful. During the process of data analysis, themes concerning what was helpful,
or not, were largely reconceptualised in termthefprocesses of moving toward

recovery. It is these themes and these processes that are the focus of this chapter. The

chapter is entitled toward r ecprecess Yy’ in ro
and because, at the time of their interviewtipgrants in this study found themselves

at different places in relation to this dynamMdter discussing themes about recovery

that emerged from the interviews, the chapter concludes with a comparison of these

recovery themes and Judith Herman’s model

8.1 Recovery as process

The concept of recovery is complex and oftea range of understandings. The
literature on recovery from mental illness has noted varying emphases on symptom
remission, level of functioning (social, occupational and in relationships), establishing
a positive sense of identity, and living a satisfyimeaningful life perhaps while
managing a chronic conditigdndresen, Oades, & Caputi, 200&alph & Corrigan,
2005. The literatures on recomefrom grief(Worden, 2002and traumgHerman,

1992 recognise that there is no clear and completepemat to recovery, that the
experiences of grief and/or trauma continue to reverberateme way throughout

life. Furthermore recovery is not a matter of returning unchanged to the person and
the life that existed prior to trauma or mental illness. Experience changes all of us,
creating scars but also developing strengths, as recogniseditertitere on post
traumatic growthin view of this complexity recovery may best be thought of as a

process, the processtofe i ng * i (Cornganc&dRealghy 2006

Not all participants in the current study
their interviews. However aflarticipants spoke about whether their life (internal and

external) felt better than it had at or just after the time of the suicide attempt and about



the extent to which they continued to struggle with suicidal thoughts and urges. A

common experience wasat:

It takes a long time before the effects of people attempting suicide really

goes away.

Nevertheless several participants reported that the level of meaning and satisfaction in
their lives, their sense of inner strength and/or ability to cope sugndicantly
improved, even though they were still actively engaged in managing their psychiatric

condition with its attendant vulnerabilities and periods of distress.

Il just feel Ilike, | feel |like I 6ve got a
|l ook forward to in the future. l 6m a | ot
and the depressions whadn gtuleesys d dmee don 6 tn

good things in my life.

For another participant the sense of hope was more tentative:

€ butitdoes eem to dissipate a |ittle with tir
going to be where things finish. Other things seem possible finally, you

know that it is possible that | may be OK.

On the other hand some participants felt very much immersed in a pamdul,
consistently difficult, struggle, still searching for a way to feel better:

| am working hard to keep going.
and
l 6m still trying to find a pathway to ho

Other participants described a fluctuating experience, with some happier times
interspersed with highly distressing episodes of suicidality. Overall the experience of
suicidality had significantly diminished for some participants, but was still a central

issue for others.
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In the interviews the discussion of factors or experienasatare helpful in recovery

or in feeling better ranged across a) recovery from the specific suicide attempt and its
aftereffects, and b) recovery more generally in terms of the underlying mental health
problems and life circumstances that were assocvatedsuicidal thoughts and

actions. These two aspects of recovery, the specific and the more general, were not
always clearly distinguished in the interview conversation. In addition some
participants spoke about factors that were relevant to preventiaduing the

likelihood of further suicide attempts. This section of the thesis provides an account of
the factors and processes that participants identified as significant in relation to
recovery. The researcher does not contend that this is a fullrh@afdhe processes

of recovery but argues that the factors and processes identified here are significant

leads toward a greater understanding.

8.2 Home as secure base

Several participants reported that finding, or retaining, a home provided a necessary
foundation for recovery. This was identified particularly by those who had lost their
home after the suicide attempt and those who had faced instability of accommodation
over a substantialguiod (as discussed in sectio7 2.2 above.) Those who had
retaineda stable home base were less likely to mention this factor, perhaps because
lack of something foundational impacts more noticeably than its presence. One
participant described getting a home of her own in terms of moving from a kind of

ghettoised positioto being part of the community:

| found a place to live, the flats | still live i@. And this is aftefmany]

years of special accommodation, living with otherpgdeavith psychiatric
illnesses) got my own flatAnd as soon as | got the #atbecausd saw

the flat as a way to escapget out of the cycle of being with people with
psychiatric illnesses and the drama of everyday living in that situation and
a way of getting myself back into the community, which is really important

to me. é t thedaband it helped enormously.

This participant had moved into her own flat on discharge from a psychiatric unit
where she had spent some weeks following her suicide attempt. She recognised that a
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change in medication soon afterward played a rokelping her to be well enough to
live on her own. Having her own home then provided a foundation that facilitated
engagement with other people and activities, and was associated with reduced levels

of depression:

[Since then, things have beemlot bette. | have a great relationship with
my family, good friends, patime work. | do voluntary work. | feel part of
the @mmunity ... | have times, short times of depressions and flashbacks
and things like that but nothing like | used to experience everpfdhag
week. | might go through a slump for two weeks then | get out of it, not

three months long.

Having a home obviously has important material functions. However participants
spoke about having a home in a way that suggests a home also functioosalhygoti

as a secure base, i n atl08)orlygineécoriceptohae or y t er
secure base concerned thasseof security engendered in an infant by a secure
attachment to a primary caregiver (usually the mother). The mother provided a kind of
anchor point from which the infant could safely venture out and explore the world.

For Bowlby a secure attachment woly provided a mental model of relationships,

but underpinned curiosity, learning and engagement with the world. Importantly,
when faced with strange situations, potential threats and disequilibrium, the infant
could scurry back to the safety of the sedoase (mother). For the adult participants

in this study a home provided a place of emotional safety, a place of retreat and a
springboard for engagement with the community. This was articulated also by a

participant who did have a stable place of residemhen she spoke of her home as

my safe place

8.3  Activity, work, contribution

As discussed in section®2.1 many participants lost a job or felt unable to return to

work in the aftermath of their suicide attempt. For most, loss of work entailedfloss o
confidence and damaged the person’s sense
contribute, further exacerbating feelings of shame and guilt. Starting work again was
associated with reversing these effects. There is a circular process here in the sense
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thatthe person needs to feel well enough and/or confident enough to look for a job or
attempt a return to work, but once working, this tentative confidence is expanded and

strengthened.

So having a job in something | like, | guess builds myesééfem a bit

again, cos for a while it was a bit down there, and knowing that | can do a

good job. Yeah just that sense of doing
illness, you know, | can still do things.

Dr X suggested thigype of work] thought | would be good dtand | love
it.

And then finishing thdstudy] and starting work in something that |

believed in was another thintpat | thought well my life can be OK, it

doesndét have to be just this cycle of de
that, it can be, | can manage this and still have a meaningful life.

As indicated in the above quotes, the affirmation and senseaofinge and indeed
enjoyment, that can come with work also engenders a sense of hope, that there is a
future and a life worth living. ABeck et al. (197pestablished many years ago,

sense of hopefulness is associated wille@inein suicidal ideation:

éalthough now even when | get quite depr
and | think t ha frefagonship vath @aitnednd @lso wi t h
with the faateetrhdathaltém iln ke aand t hat | 6v

When a person is struggling with feelings of worthlessness and shame and has lost
sight of his or her own capabilities, affirmation from others can be very significant.
One participant told a story of affivation having an impact even when she did not get

the job she had been interviewed for:

Id dndét get therpabl pugpotdhegsample of a |
take much of an effort, just a little bit of white paper[person who is now

acolleaguewh o was part of the interview panel
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know her at all then, wrote me this |itt
the job but | thought you were terrific,
[organisation]areyouine r est ed i n daAndhugnpedatthet hi ng? 0
chancee

This participant went on to explain that, although at that point she was still not really
well, and doing voluntary work was challenging even within a supportive
organisation, this affirmation ofen value was the start of developing the confidence
for a full return to the workforce. There may be a fine line however between
affirmation and unrealistic expectations. As outlined inised@.7.2.1 one participant
related how unrealistic expectationglahe associated pressure to return to work was
unhelpful and exacerbated mental health problems.

In addition to, or instead pivorking, other forms of activity may build a sense of
agency and achievement. One participant described how art and dafiediser
during lengthy periods of depression, and said that even when feeling depressed
enough to have suicidal thoughts, a conversation that put her back in touch with a
sense of achievement through her craft, could act as a counter (even if tentporary)

those sekdestructive feelings:

I 6 m i fbin asohuge,rhiage way and foronths last year, | just sat there; |

knitted, | crocheted, | did some pictures.

é

Somebody will say 6éoh what have you been
| did this andl did that, and | did the other thi
have done those things and | feel really good about it, oh not realjaoighs)

you know what | mean.

For some patrticipants, being active and involved was in itself experienbetpad.
Forms of activity included involvement in community organisations, participation in
exercise, sport or dancing classes, as well as creative pursuits such as art and craft.
Some of these activities also provided an opportunity to develop andtk&eng

sustaining relationships, which are the focus of the next section.



8.4  Sustaining relationships and mending ruptures

8.4.1 The significance of relationship

Several participants nominated family and/or friends as an important factor in the
recovery process.riically important was the continuation of valued relationships:
that ‘[ $tuwkbymg enkddt f interestedlirsseemgrnee t hat
althobuwhsnodot sure hedbd wahttsbandekbadebagnai

all night; that a fdter responded caringly to a desperate plea:

I f youdre my Dad, youdll work this throu
blood.(Q respons® Dad was good.

The significance of relationship is always mii#tceted but some elements are
discernibleinth@ b ov e exampl e s .intefebtedtin sédeingrieends wer e
conveys an affirmation of worth and value as a friend and a person. That a husband is

there at a time of crisis and a father responds to a plea for help affirm an ongoing

attachment bond with ii@herent promise of support and containment. In addition to

these el ement s, tstuekbynmeries impliaationsfégrthe y f r i end]

future and generates hope:

He 6 s ¢ o mpjudgntemtdl aboutwdhat happens when | get depressed

and hedoesht get freaked out by it. é So | f
really nice because prior to that | thou
anyone, Il 61 | never get manewillesed or have ¢

stick around if | get depressed.

Someinstances of helpful relationships are not so much about the future of that
relationship per se but about what the person internalises and carries with him or her
into the future. This is true of therapy relationships and can be true of other

relationshipsalso:

|l used to go dancing. Il Il ove music so mu

was this dancing instructor, she gave me the courage to look again, to go
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agai n. | fell for her; sheds married and
like a light insideme.€ In the end it turned out the friendship was based

around work and it |[t]ctliheppedine go anywher e,

As well as being important in recovery, the experience of interpersonal connections
can sometimes function to disrupt a suicidalgess. One participant spoke about
how an accumulation (and she emphasised the accumulation) of instances of
connection with others and being valugdke through an innestateof suicidal
separateness and/erted her fromasuicide plan. It can be arged that reconnection

with her own feelings was also a significant part of this process.

| wanted to seffriend] and | wanted to see her new baby, and so you

know. . I 6d b o otKtleeduicale phaojtaseall in @ace, nobody

had a clue. But thgtarticular morning[at work], somebody who |

t hought didnét value me at all asked for
indicated they valued it. Somebody elseame up and was really

appreciativeo f s omet hi ng nyfiehdédIgchnkjust I t hi nk,
somet hing she said, | dondt remember if
remember us both c¢crying together, and I
no sense of what was happening, but | remember us both crying and

hugging and me having &msse then that it was over and that it was OK.

In addition to the significance of relationships per se, some participants described a
range of practical supports provided by families and friends in the period after a
suicide attempt: coming to stay withet person; providing a place to live for a time;
helping the person set up in his or her own place; reclaiming and moving furniture

from previous rentals; paying for private health insurance.

Sometimes the importance of relationship was, in essencd, diared activities,
companionship and not beiadpne. As indicated in section/61.2 it was important

to maintain relationships with friends even when this could only be done by hiding
one’s true emotional state.,andisdeddthé¢ i on was
literature on suicide suggests that isolation is dangerous. The significance of

sustaining relationships in the recovery process is consistent with a large body of
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research that has identified both social isolation in general and thaf,|oss
breakdown in, a significant relationship as risk factors for suicid@der, 2005
Maris, 198).

Risk factor research is based on research designs involving quantitative measurement
of emotions, thought patterns or behaviours in order to investilgatinks between

them. Such designs are less suited to the study of process and reciprocity, but the
study of what is happening in the reciprocal relationships within families and among
friends seems a core issue in understanding reactions to andryeftonea suicide

attempt.

8.4.2 Reciprocity: Recoil, protective silences andeennection

Qualitative research designs may provide more access to process, although the picture
may be partial as it is dependent on what informants can and do speak abaut. In th
current study, investigation of reciprocity in relationships is also limited by the fact

that the study has access to only one informant perspective. We have the perspective
and perceptions of the person who made the suicide attempt and not direetlgfthos
family members. Nevertheless the study suggests some leads or insights.

As discussed in section®l, t he participants suicide att
intense emotions in those close to them. A suicidal crisis is painful to see, invoking

terror at potentially losing a loved one, a sense of profound helplessness, and/or fear

of being contaminated or infected by unbearable despair. Family members may be

angry as it seems the family is being asked to bear something unbearable. At the same

tme 1t is just this something unbearabl e
attempt is also struggling with. Immediately after a suicide attempt the person may be

still in the grip of the suicidal crisis and/or experiencing intense feelings of shame,

guilt and helplessness, bereft of any sense of agency or control. Often family
members and friends can’t bear to-asee this
pattern that some partici pamyfriendsstoppead t ed ( o
comirgtovisib and i n i nt iboyliends wpuld freak caitrasd:leave me,
understandabl e, 1 t®Famipmembersynaytuseratbidance deal w

mechanisms such as denial that the person is or was seriously suicidal. A belief that
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thepeson coul d get out of the suicidal cri si s
understood as a kind of denial. The following quote notes the range of reactions that

can occur within one family:

My dad doesnét believe | ewcerthatt@&snti ona
very difficult, becausedo. That 6s his coping mechani sm,
believe 1 06m going to die. Thatodos the way
I want to die and how much she doesnodot w

In recognition of how difficult it is to lolo at the suicidal crisis, many participants

tried to protect family and friends by not talking about their suicidal feelings:

[If] 1tellthemthistopand what are they going to do w

going to stress and terrify people

However thes feelings become shockingly apparent at the time of a suicide attempt
unless the suicide attempt itself is hidden from the family. One participant, in seeking
support from family after a suicide attempt, spoke of depression but did not tell of the
suicide attempt. Another participant kept the suicide attempt and subsequent
hospitalisation in a psychiatric unit hidden for some time, motivated partly by

protective instincts:

I went right through that period and did
upsetabat it . I didnot teldl her. And she wo
had, really. But | didnét tell her, she
tell her for a number of reasons. One is that she had already been through
[family history of suicidal crisis]so | felt that | was protecting her a it

Il n most instances however the participant’

who reacted with shock, fear and horror. Moreover at the time of most acute crisis, in

a state of cognitive constriction andrrowed awareness, the suicidal person may be

oblivious to family feelings and impacts, something the family may sense and react to

with hurt and anger.
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All'in all, the time of suicidal crisis and/or suicide attempt can produce significant
ruptures in elationships, whether through recoil from the anguish of the suicidal
crisis, though distance created by protective silences, or through difficulties inherent
in a jungle of intense and volatile emotions. The process of recovery then is partly a

process ofepairing these ruptures.

Overall participants reported mixed levels of success in the endeavour to repair
ruptures. Where ruptures were repaired, heightened emotions settled, conflict
decreased and/or communicatiorestablished, this occurred gradyahnd

sometimes painstakingly, over a substantial period of time. The process seemed to be
facilitated by the participant being in a less suicidal state. As the suicidal crisis passed
or suicidal thoughts became less insistent, it seemed more possifaaily and

friends to share in the per s eucidalortessr r e nt

suicidal experience. The previous t oxi
itself could then be dealt with in one of two ways. Establishirfigcgent distance

from the events enabled some families to talk about what had happened, their feelings
and reactions (with or without the assistance of a clinices@utlined in section

6.7.1.3. Alternatively in some families there seemed to be aahatweement not to

talk about the suicide attempt, but rather to leave it in the past. In these instances,

there was a sense that it is better not to stir up old hurts.

I still havenoét r e dhudband]demaykthahhea b o ut
lets then{the childrenk now what 6s happening but |
game to even ask that question, if they know quite where | was at.

Just as being less suicidal seemed to enallerreection, some participants
described how they resorted to simulationemfavery (keeping suicidality a secret) in
order to retain friendships.

While repairing ruptured relationships involved family members dealing with their
horror, fear, hurt and anger, so too the person who made the suicide attempt is
attempting to resolver contain intense emotional states. Many participants were
struggling with sometimes overwhelming shame, guilt, and feelings of worthlessness.

Some were fighting back in anger when their feelings of worthlessness were reflected
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back to them by others. Téefeelings could affect their confidence to be with others
(hiding in shame) and their trust in other people (projection of their own negative self
evaluations and/or sensitivity to stigmatising judgments made by others). Some
participants spoke about mgnising their need to work through these feelings as part

of the process of repairing ruptured relationships.

I made a huge effort to ignore some of the negative feelings about people |
knew. | used to get incredibly angryvhen | felt this coming onhiad to

try to do something about this earlier. | had to recognise that anger if left

would really magni fy. Il had to trust mys

bad so | had to say | am OK, Il 6m not a t
and

| have this thing that peopledadt | i ke me, yet | know t hey

While some ruptured relationships could be mended, some could not survive the
impact of the suicide attempt. In some instances this may reflect a different pattern of
reciprocity, where problems in the relationshiplled suicidality and then the suicide

attempt hastened the relationship’s ending

attempt in the context of a deteriorating long term relationship said:
€ you might have underlying psychiatric, psychological stuff bbw h at 6 s
happening in a day to day basis in your life is also absolutely fundamental
to your ability to stay alive | think

Then after the suicide attempt:

That was the start of the end in terms of our relationship. We kind of
lingered on a little bit. W&ept going for a little bit, tenuously, after that,

but he was, absolutely could not handl e,
judgment al her e, Il think itésuta hard t hi
he wasnoét, but | dondt went to make him

Reviewing the material in this and previous sections it is evident that experiences with
family and friends were not the same across all participants. Indeed there was a good
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deal of variation in how these interactions played out and/or in how they we
perceived by participants. Family and friends varied in their reactions to the suicidal
crisis and in their willingness or capacity to mend relationships when ruptures had
occurred. Participants too varied in their reactions and feelings about fachily an
friends. Moreover participants in the study were at different stages in their recovery.
If it is the case that reonnection with family and friends is facilitated by recovery
from suicidality, as well as recovery being facilitated bgoanection, thefor many
participants this was an ongoing process at the time of the interview.

8.4.3 Thinking, and rethinking, about burden

For one participant, an important restraint on acting on suicidal feelings came from

being forced to reconsider the issue of beibbgar den. Thi s woman’ s sui
had been, at least partly, connected with feeling she was a burden on her family and
they would be better off without her. Subsequently a doctor worked at getting her to

see that, even though she might believe thisfhermi | 'y di dn’ t bel i eve i

[ When |’ mposuuiwoinddal Jconvi nce me ot her wi se,
would be better off with my husband, and | believe with it every fibre of my

being but | also believe now with every fibre of my being thayd o n 6 t

beliew t hat. And so | 6ve got étanditt struggl e
was that doctor who actually put some fighting words into my Beadd

so that comes back ever since that time
The doctor’s words were reinfodeattedpt, by her
which had clearly indicated that he didn’t

her. Even so, it was a real struggle to go reconcile this with her own instinct.

€ that was always the thing that was too hard to reconcile, you know,

even though | didndét believe that, I di d
coul dnét be better off, becdusmyd nh,adt hteo be b
di stress | 6m c au gusterpugmal atensidhuah t her e was
uncertainly in my head, wel/ what i1 f | 06v

want to do is hurt my family, and so | cannot take that chance

174



The participant initially made a promise that she would get through to a period when

her children were older. She saw the promise as not only something for her family but
‘“something for me’. As time went by, with
began to feel her future might, but at that stage still only might, stretch beyond tha

While this process involved only one participant, it illustrates another dimension of

the ways in which family, and thinking about family, has a significant influence on

suicidal behavioyra dimension whicldoiner(2005 has particularly emphasised

his writing about sense of burdensomeness

8.5 Disclosure of the real self

8.5.1 Acceptance vs secrecy and avoidance

A theme running though the interviews was that it was (or would be) helpful to have

an avenue for disclosure of the real self. Implied was the desire not only for disclosure

but for acceptance. This theme was clearly present in the discussion aboutthe nee

for secrecy. Asuchaseeti dendtpgaermtpitciippant s spoke
put on a mask or a plastic smile, keeping suicidality and depression hidden, in order to

retain friends. One participant concluded:

€ébut itds ni ce undavhohyaucan besyounselfavitheanda r o

not have to pretend. | still feel very alone.

When she said "it’'s nice to have someone al
woul d be nice’. She was saying she does ha:
very alone, because although friendship is retained, the friendship is experienced as

being based on presentation of a false self.

This theme also runs through the discussion of the need for respect and the desire to
be listened to within clinical serviceBarticipants wanted their real self, real

emotional state and the seriousness of their situation to be recognised and
acknowledged, and it was helpful when this happened. This will be raised again in the
discussion of recovery and clinical services ictiom 8.7.1below.
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While Goffman (1969 and others have identified presentation of a false self as, in
varying degrees, a ubiquitous feature of social life, this takes on a special significance
when one’'s sense of self is inf-iofgsedd wi t h s

real self is met with acceptance, this serves as an antidote to shame.

Some partiipants yearned to be able to disclose and find acceptance with friends,

some hoped for more recognition and acceptance of their experience from family

members. Some had found a level of acceptance from friends and family and this had

been significant in thir progress toward feeling better. It is worth notimgwever

that participants wanted to exercise some control over when and where to disclose

their experience of suicidal anguish and a:
want to feel they wereonstrained into hiding and keeping secrets, but did not

necessarily feel the need to tell everything. It is perhaps the difference between

freedom to tell and telling.

Some participants looked for an avenue of disclosure away from family. Included in
this were some who tended to compartmentalise their suicidal experience and keep it
rather separate from their work and family life, seeming to find this a helpful form of
containment. One avenue for disclosure away from family was therapy or counselling,
but also valued was the opportunity to speak to others who had had similar

experiences:

So to learn about it was important and to meet other people oo

know, oh my god this is the first person

€ andreally the only people who understand it are other people who have

been in the same situation
Another avenue, not so much for disclosing but for connecting with the experience of

others, was through reading. Reading was raised by two participants hved tre

opportunity to see one’s ownh experience mi:
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€ and then | started reading some of the biographical stuff, and even though the

people are differerd but t here was stuff that 1 &dm th
wha | .. 06, you know, so it was actually c
And 1 6m a readkerceol dhat heagenchuch when
wel | | Il coul dndét read more than a paragr

have a sense of otherpédop 6 s st or i e slthwnkthat woulhhawee b een

been really, really helpful.

Another participant spoke about looking, without success, for a book that mirrored her

experiences.

éeven just a book about peopleds experie
would be good becauge, t herebés not a | ot of wunderst
from the general community and also in p
understand, unlessoyoudovéai h&eyouhuodeghsi
Yeah so | think that would help recovery as well if there was some kind of

group or book or something where people talkedualndhat it was like for

them.l went to the library and just looked up suicide and | saw all these

booksy ou know how to stop youantdedmmmi f t hey
likewhatf i to0s the daughttehed ®owasnmotf oanyt hi

there.

Listening to music performed a somewhat similar function for another participant
who found comfort in conecting with experiences of depression expressed in song.
While not involving an actual disclosure to others, these experiences of music and
books provide a sense of recognition of the real self, that there are others out there

who would recognise what ens going through.

8.5.2  Writing the self

Three participants spoke about writing as something they felt was helpful. However
the manner of writing and its function may have differed somewhat among the three.
One participant spoke of writing journals almokeliree association, as a form of
expression but also as though to find out the contents of her unconscious:



Writing in my journal is like the best therapy anyone could give me,
because | dondét just write, scribble, sc
straight through and | just dondot stop a

unbelievabled

Her journals were extensive and carefully looked after, and she read some excerpts to
the interviewer, mainly concerning memories of her early life. Thiscgaaht also

wrote poetry.

A second participant spoke of getting up wl
past and how he’'s feeling. The writing see]
expression of the real self, but also as a form of comfort @aydavcalm his mind.

There was some sense of a possible audienc:
woul d be interested in his iisrisktoshagy; he has
anyone .

The third participant made the point that she Watten about her life experience not
as therapy but as a Iliterary endeavour or
conceived as therapy, writing about her experience has enabled her to gain some

distance from it.

One of the reasons that | can distamogself a bit from this and talk about
it, is that | have written abouté one of the maj or ways that

with it is that |1 6éve written about it.
Although the writing included suicide themes, there was also humour:

€ but there is a bit of humotm it as well. And | think that being able to

see the humour, and | can now see it round the suicide attempt even. | can

see the humour in it as wel | , and | t hin

able to do really.
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Lester (2003 has raised the question of whether writing is helpful for someone
struggling with mental anguish and suicidal feelings. He suggests that writing

provides emotional expression, thespibility of reflection and some distancing from
emotional content. It may calm the mind, reduce desperation or enable a structuring of
potentially chaotic emoti onal experience.
rather speculative analysis, wrigitis not always helpful. When writing is repetitive
and does not involve any reflection, structuring or attempt to make the writing
communicable to a potential, if not actuamldience, it is less likely to be helpful.

8.6  Managing psychological pain The idea of suicide as insurance

One of the challenges the participants faced was managing pain. Some of the ways
they did this are encompassed within other themes. However there is one way of
managing psychological pain that remains singular and requirestepantion.

Two of the participants spoke abdhé idea that having the option of suicide thne

the back pocket so to speaictually makes it more possible to manage:

Il n a sense thatos fhaeded, buknow it.sod
almostl i ke wel | i f | [skicide]as ah dpBohlcanbve got
manage. Like if you take my options away and if | get so distressed

that | canét manage anymore, and thatods
But if | know thatdéds an option, Il know

sounds awful

One participanspoke of this as being like an insurance policy:

|l td6s an attraction, somgetopeopl e have

suicide] ltoés | i ke Plan B, I|ike an insuranc

then | know what to db and sometimes that helps you to copi wi

things.

Knowing there is a way out means one can keep going at present.



8.7  Clinical Services: Helpful and not helpful

Participants’ experiences witlkdatsomeni c al
length in Ghapter 7 In the context of thinkingbout recovery processes, the aim in
this section is to summarise what was experienced as helpful, or not helpful, in

participants encounters with clinical

8.7.1 Clinical encounters

Participants shared vi ewsidantifyingeh at was
particular type of treatment. Some participants found medication helpful, or indeed
essential, while some felt distinctly worse when on medication. While some thought
they would have benefitted from a stay, or a longer stay, in a psychiatriothers

were concerned about being kept in hospital for longer than was helpful. Most found
psychot herapy or counselling a valuabl e
variation in experience is consistent with the heterogeneity among peaplaake a
suicide attempt. The challenge for clinical services is to recognise, understand and
work with individuality— in emotional resources, mental state, diagnosed condition,
family circumstances and | ife cwmtext.
was helpful and unhelpful centred on the interpersonal clinical encounter and the

processes that underpin clinicians and patients working effectively together.

Firstly, it was helpful to participants when they were treated with respect, listened to
and believed, and when their distress was taken seriously and acknowledged.
Participants appreciated clinicians who had the capacity to listen and not be frightened
by intense emotions and disturbing thoughts. In a sense this is about disclosure of the
red self, of the anguished self, and acceptance by the clinician. Beyond acceptance,
participants found it helpful when they felt understood (when the clinician was in tune

with their individuality) and when they felt the clinician cared.

This was contrastewith experiences that were the opposite of helpful: being
dismissed, fobbed off, patronised and spoken to like a child, or exposed to blaming
and punitive staff reactions. Such responses were experienced as hurtful and
humiliating; they broke trust anddreased feelings of hopelessness and/or shame.
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Some participants reported that they were more likely to be subject to these negative
experiences when they were identified as having borderline personality disorder

compared to times when they had been diagd with other conditions.

The second group of interpersonal processes that participants identified as helpful

concerned having a say about what happened in treatment. In addition to being

listened to about their distress, they wanted to be listeradabtat their treatment

preferences. A collaborative approach to treatment in which the power relationships

were such that a participant felt able to speak up and disagree, was experienced as

hel pful. This not only i mpdfvieeswdbutit espect for
devel oped and supported the participant’ s
This contrasted with unhelpful or damaging experiences where participants felt their

sense of control was undermined or where treatment decisions weregaau the

participant’s wishes. (Examples include bel
state, to stay on medication despite the p
felt worse on medication, and the decision to proceed with a familyngesgainst a

participant’s wishes, resulting in further
However one incident reported by a participant provides an illustration of how

collaborative decisiomaking can, at times, be complicated. This participant, avin

regained consciousness after a suicide attempt, told doctors that she was no longer

suicidal and wanted to be discharged, when in fact she was still suicidal and was

thinking about making another attempt. During the research interview, in response to

a question about what staff at the hospital could have done better following her

suicide attempt, she said:

Nothing really. But what should have happened is not to listen to me

saying | am OK.
At first sight, this appears to contradict the theme of ppamts wanting to be

believed and to have their views about treatment taken seriously. However the

participant went on to say:
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They wanted to hear it was OK. But you need to be able to acknowledge

that you feel | i ke ap o ap lheat kkorydtu,| éti ke

you say how you feel. You always know wh

[that] | should not have done such a stupid thing; it was really stupid, and
| should see my psychiatrist and if | feel this bad | will ring someone and

let them help me. By want you to go.

Il n saying that she wasn’'t suicidal the
clinical staff wanted to hear, so they could discharge her from hospital. There may be
a number of factors operating here. On the one hand theijpanti may have

difficulties with trust as part of her own personal dynamics, and she is also reacting on
the basis of previous experiences with clinicians who have been indifferent,
dismissing or demeaning. For clinical staff, hearing that someond sugtilal may

be disturbing and places additional demands on their personal and professional
resources. Furthermore clinicians may well be operating in the context of bed
shortages where they are feeling pressured to discharge patients. The basic point,
however, is that the clinical staff had not managed to establish an alliance in which

the participant felt she could say how she really felt.

par

It seemed clear from participants’ account

collaborative decisiomaking process when clinicians and patients met or came
together at a time of crisis. Participants reported a number of difficult emergency
encounters with CAT teams and other crisis contacts. An ongoing relationship where
the clinician saw the participant winéhey were well and not only when they were
unwell was helpful in facilitating a collaborative model of working together.
Treatment plans worked out in advance allowed for a more collaborative way of

preparing for, or acting in anticipation of, crises.

As mentioned above, participants reported a range of experiences in relation to
treatments. Most participants seemed satisfied with, or saw benefit in, the actual
medical treatments and/or physical rehabilitation received after a suicide attempt.
However heir overall feeling about the medical hospital or brain injury rehabilitation
experience was very much coloured by the quality of the interpersonal encounters as
discussed above. Most (though not all) had found a psychiatric hospital stay helpful at
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somestage. Helpful aspects were when the hospital provided a sense of safety and/or
a break from stress, and when staff were respectful and also ready to listen without
being either intrusive or frightened. Some participants expressed relief that a hospital
stay protected families from having to worry about the participant harming him or
herself at home. Unhelpful aspects of hospital were when interactions with staff were
characterised by indifference, rejection, humiliation or blame. It was also unhelpful to
be discharged too soon (while still suicidal) or to be kept in hospital when the person

felt no need to be there any longer.

Participants who found psychotherapy or counselling helpful spoke of developing an
increased understanding of themselves, and rgaeanse of their feelings, thoughts

and actions in terms of their past experiences and current circumstances. For some a
more immediate need and benefit was help in developing coping strategies to manage

and get through the day.

Family members enteredtopostsuicideattempt clinical encounters in a number of
ways, either in person or through the thoughts and concerns of participants. Family
members meeting with the participant and the clinician could be either helpful or
unhelpful. Based on the expearee of this sample, such meetings could be helpful
when the patient and the clinician both thought it was a good idea, prepared for the
meeting together and thought carefully about the timing. It was unhelpful when
family members were involved against thishes of the participant, either in family
meetings or in being called in to offer support or take responsibility wheexmseng
strained relationships made this difficult. In relation to family members in the
thoudts of participants, section 8.48scribes a helpful intervention in which the
clinician spoke with a participant about how, although she thought her suicide would
relieve the family of a burden, this was not how the family saw it, an important
insight. One participant put forward a strargument that there should be more
support provided for families, an argument that addressed a concern expressed by
several participants about the impact of their suicide attempt or suicidal crises on the
family. Participants expressed concerns about threywand distress of families at the
time of a suicide attempt and also about families being left to somehow cope when a

person was discharged from hospital while still suicidal.
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Another issue concerning a suicide attempt and its impact on others \eashyite
experience of a participant who returned to a psychiatric unit where she had been
prior to her suicide attempt. For reasons of privacy other patients had not been told
anything and facing up to their varied reactions was very difficult. Thecpeantit

thought the other patients should have been told that she was alright.

Some participants had found it helpful to |
being suicidal and how they managed, and one suggested a support group might be

helpful (withguidelines advising talking about emotions and not about suicidal

behaviours). Some had found reading about such experiences helpful and suggested

reading material be made more readily available (although one participant said that,

when suicidal, she coultardly manage to read at all). One of the younger

participants reported that when she went looking for books to read, all she could find

were books for parents of suicidal young people, while she needed a book written for

a suicidal young person about htswdeal with parents.

8.7.2  Systemic issues

The interpersonal issues raised in the previous section could be regarded as systemic

issues in that addressing problematic interactions may well require a systemic

approach. However in the course of discussing theeriences with clinical

services, participants raised a number of other systemic issues. Sometimes these were
raised by sever al participants; someti mes
experience. The issues listed below may concernedifety of resources, policy and

systems within organisations, or professional education, judgement and attitudes.

a) Staff turnover in public mental health agencies. Where turnover was frequent
this tended to undermine working alliances and consistemteaa plans,
with new staff having their own ideas about how to proceed. Monitoring the
effect of medication became difficult when it was not the same doctor doing
the monitoring. Countering this, however, there were times when participants

benefitted frormew staff with different approaches.
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b) Limited access to psychotherapy in public mental health. Several participants
were concerned about this and at least one participant thought that access to
psychotherapy might have prevented problems spiralling textest of
making of suicide attempt.

c) Bed shortages in inpatient psychiatric units. Participants thought, and
sometimes had been told, that they were denied admission to hospital, or were

discharged early, because of bed shortages.

d) Difficulty accessing inbrmation about services that would permit informed
choices. Examples of helpful information include knowledge about differing

approaches within psychiatry and among psychotherapists.

e) Costs associated with seeing a private psychiatrist, psychotherapist or
counsellor. Even when a rebate was available, paying upfront was difficult on

a pension or a patime wage and the rebate does not cover the whole cost.
f) Limited access to, or choice of, clinical servicesdgionalareas.

g) Being treated differentlyinralt i on t o one’ s gener al heal
identified mental health problems or history of suicide attempt. The issue of
differential treatment was also raised in relation to access to brain injury

rehabilitation.

88 Comparison with Her momdraumsmodel of recov.

In considering the relevance of trauma to the conceptualisation of a suicide attempt

(or a suicidal crisis), it is interesting to compare the ideas about recovery process
emerging from this q1999dfluenal model of neabvety h Her ma
from trauma. The model focuses on recovery from trauma inflicted by humans as

distinct from natural disasters. Hermagghn by identifying the core experiences of

trauma as disempowerment and disconnection and argued that the process of recovery
necessarily centres around empowerment and reconnection. These broad themes also
emerged from the current study. A suicide atteimat some level an attempt to assert

agency in a context of feeling otherwise disempowered and participants spoke of

further experiences of helplessness, worthlessness and loss of a sense of agency after

the attempt. Recovery themes include@seblifiing a sense of agency and capacity
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to exercise some control over one’s situat
through work). The theme of disconnection |
ruptures in their relationships with family afitends, and reconnection through

repairing ruptures is seen as a significant part of the recovery process. Experiences of
shameand recovery from shamean be understood as connected with both

di sempower ment (I’ m bad ongframsttelgazesof) and di
others).

Herman (1992went on to discuss three fundamental stages or central tasks of
recovery: establiing safety, reconstructing the trauma story and restoring connection
between survivors and their community. In relation to the first stage, issues of sense
of safety also arose in the current study. One difference in thespogteattempt
situation, conpared to postrauma, is that the issue is not so much about establishing
physical safety from an external perpetrator or predator. However other safety
processes discussed by Herman, such as developing capacity-tareeihd

knowing whom one can relyn for support are very relevant. Establishing a sense of
safety posskuicideattempt may involve being in a protective environment (such as
hospital) for a time, having a safe place (home) in which to establish oneself in the
community, security and sajewithin relationships (family, friends, therapist), and
developing capacities to manage distress and to protect oneself from external

psychological attacks (blaming and humiliation, actual and anticipated).

In the second stage of recovery from traungaftitus is on remembrance and

mourning, achieved t hr o(dgrhan,'1%pTadoreng t he u
process is reconstructing the trauma story, moving from fragmented snapshots and

images to a narrative of what happened. Reconstruction is undertaken with a therapist

who acts as a witness to the truth, and ttatling can also occur througbgtimony.

The idea of a detailed reconstruction and retrieval of the trauma (suicidal) experience

was not spoken about, in those terms, by participants in this study. The overarching

i dea of speaking the unspeakabdfthé does, h
suicide attempt as a shameful secret, as something so painful and frightening that it

disrupts relationships, and with the wish for disclosure and acceptance of the real self.

Herman emphasised that the traumatised person must have controeavirig

and pacing of reconstructing the trauma, and that uncovering must always be balanced
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against safety. This is consistent with

st

control of disclosure, how mucdcogvery o0 whom a

involves transforming traumatic memory, for example, from a story about shame and
humiliation to a story about dignity and virtue, touches on the needspicgde

attempt, to find a way to deal with shame and stigma and to integrate the experienc
into one’s whole ment al l ife, sense of
had made progress in this by working with a therapist-foarae or understand the
circumstances of the suicide attempt. Whether recovering from trauma or suicide

attempt, it seems that the core ideas of finding a way to speak the unspeakable, at

one’s own pace, in the context of a healin

mechanisms and processes by which this is achieved may be somewhat different.

The thirdstage of recovery from trauma is about reconnection with ordinary life, a
procesHerman (1992described as moving from stigatised isolation to restored
social connection. This process is apparent in the current study in the repair of
relationships, and/or deepened connection, that participants sought with family and
friends (when it felt safe to do so), and also in theirmaeation with the wider world
through work and community activities. For Herman this stage is also about
reconciling with oneself, and-ferging identity, discarding or repudiating aspects of
identity that were formed by the trauma. Following a suicitergit, reconciling with
oneself can be understood as developing compassion for the anguished self (or the
memory of the anguished self) and for the actions that came from that anguish.

Compassion and understanding can come to replace shame, guilt and self

condemnation. Some participants in the current study spoke about being engaged in a

process of rduilding the self. Finally Herman wrote about a minority of trauma
survivors transforming the meaning of
mi s s(p.20r), engaging in social action. Participants in the current study were
recruited though support and advocacy groups, and some were engaged in advocacy
on behalf of consumers of mental health services. Furthermore, participants saw their
participation n the current study as a form of social action, contributing their

experience, or bearing witness, for the benefit of others.
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Chapter9Concl usi on

This chapter aims to summarise the findings and situate them, concisely, within the
context of the existing literate. The chapter also considers limitations of the study

and implications for research, theory and practice.
9.1 Experience of a suicidal state

Participants described their experiences of suicidality as frightening and torturous but
also encompassing periodscalm, where the person was on a suicidal pathway and

no longer struggling against it. Suicidal feelings arose in the midst of experiences of
selfhate, profound worthlessness, hopelessness, aloneness, burdensomeness and/or
emptiness and feeling deadiite. In some cases the build to the suicide attempt
included experiences of grief, trauma or intensely conflicted family relationships.
Some participants also noted a cognitive aspect to their experience, identifying not
thinking clearly, black and wte thinking or obsessive preoccupation that excluded

all other thoughts. These descriptions of the experience are consistent with the clinical
literature on the phenomenology of the suicidal state, as discussed, for example by
Smeidman (1993aMaltsberger (1988andHendin (199). Participants varied,

however, in terms of which of the above experiences were prominent in thaimac

The experience of suicidality was intensely painful, and often frightening, but the

feelings underlying it were not always the same.
9.2 Change and continuity after a suicide attempt

For the participants in this study, their suicide attempt seemnegiesent a crisis

point within an ongoing episode of suicidality, experienced as a continuing struggle
with suicidal thoughts, preoccupations, impulses or compulsions. The suicide attempt
did not provide a catharsis or a resolution of the suicidakcwdter the suicide

attempt some participants remained actively suicidal, while some described feeling
suicidal without any sense of how to go about it, and others felt forced to focus on

finding a way to go on living.
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With many of the participants haag made multiple suicide attempts, only three
participants described their first and/or only suicide attempt. These participants
experienced some shift in suicidality after the suicide attempt, with two participants
describing an increased susceptibildyeither suicidal thoughts or suicidal actions

and the third participant describing a shift within suicidal thoughts toward more
planning. One participant described recurrent episodes of suicidal thoughts that had
not been experienced prior to the suicatlempt. These shifts toward increased, or
more planful, experiences of suicidality c
(2005 theory that capacity for suicide is acquired, and that an initial suicidal action is
like a rehearsal that reduces the fear and sense of prohibition that act as a barrier to
suicide. However increased struggles with suicidal thoughts after an initi@esuic
attempt could equally be explained as a consequence of trauma. As both a victim and
a perpetrator of violence, a person who survives a suicide attempt has experienced a
traumatic threat to the self, which is likely to result in increased susceptibibsif

attack and/or feelings of disintegratifiMaltsberger et al., 20)1

At the time of the interview (eight months to eight years after the suicide attempt)

some patrticipants reported significant improvement in their psycholsgatal and

life circumstances, to the extent in some cases that suicidal thoughts were rare.

However other participants were still engaged in an intense, painful struggle with

suicidal thoughts and feelings. For some the suicidal thoughts were fluctuading a
episodic, but intense and “‘terrifying’ whe
living with the idea of suicide, in the sense that even in happier times, there was an

awareness, on the edge of consciousness, that suicidal thoughts could return. One

drew an analogy with alcoholics and the potential for relapse, noting the need to

watch out for triggers that might evoke suicidal thoughts. In the literature the concept

of “chronic suicidality’”™ tends to ibe seen
the current study, the ‘potenti al for rel a

time had a personality disorder diagnosis.

I n addition to the issue of suicidality pe]
other consequences, some of efhhave received little attention in the literature.
These consequences are discussed in the following sections.



9.3 Shame, control and sense of self

Issues of control and shame were central to the experiences of participants in this

study. Feeling out of control internally,
within, or feeling trapped in a situation where control has been wrested away by

extanal others (including treating professionals) were all experiences reported as

being associated with a suicidal state. These experiences preceded, or accompanied,

the suicide attempt but frequently continued in the period after the attempt (and often

recured later at times of renewed suicidality). The sense of loss of control was

associated with feelings of helplessness and hopelessness and an experience of

anguished and overwhelming turmoil, or in some instances, emotional deadness. It

was also possibléowever, for the sense of being controlled by an insidious, internal

other to lead to a sense of no longer having to struggle, of being drawn inexorably

toward (a mirage of) suicide as a place of peace. This description indicates that loss of

control maybe associated with feelings of compulsion and well as with experiences

of anguished hel plessness. Starting to fee
associated with the possibility of psychological recovery after the attempt. Loss of a
senseofant rol was also identified as a core e;
attempts in studies @rocker et al. (2006 Tzeng (2001 andBiong et al. (2008

These accumul ating finding20)are consistent
conceptualisation of helplessness in the face of uncontrolled and unbearable affect

leading to hopelessness and impending disintegration in the suicid@ssel&
participant’s statement) that ‘1 didn’t hav

Experiences of shame, guilt and humiliati o
of their experiences following a suicide attempt. Experiences of guilt were sometimes

related to secific actions (e.qg. telling lies to get medication to use in a suicide

attempt). More often shame and guilt seemed to be {lissds, 1987 and both were

spoken of irrelation to the whole self. The state of being suicidal, and the fact of

being a person who had made a suicide attempt, were experienced as shameful and
guilt-inducing. These feelings were often associated with intense feelings of badness

or worthlessnessnd wi th a sense of one’s suicidal i

could be seen by others. Shame is interpersonal in that it is connected with an intense
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consciousness of how others see us, but it is anchored intrapsychically in our own

view of the selfLewis (1987 argued that shame originates in our own-self
devaluation, but is also a vicarious or em
rejection of the self. Both these aspects
Furthermore these experiences wistdating in nature. For some participants a

suicide attempt was isolating because of the need to keep the attempt (and/or

subsequent suicidality) a secret, a shameful or guilty secret which entailed an inability

to be one’ s aut h eothenparticpants & sense of dvervehelrhirggr s . Fo
shame induced isolation through a painful sensitivity to, and withdrawal from, the

anticipated derision of others. In the latter experience the shameful self was

experienced as visible and easily seen desgdet®to hide oneself away.

While the links between feeling states were not fully articulated by participants, there
are some indications that the experience of shame was connected with the sense of
loss of control, helplessness and disintegrationdoks) s el f . When sui ci d:
in a differentstaten ot yoursel f’. This being ‘not you

‘ )

having a sense of me’, seems to be a cent
shame. However, perhaps as a function of thefusf shame and guilt, an

overwhelming sense of badness or worthlessness also pervades the consciousness.

When this sense of worthlessness is reflected back by others, those whose attitudes

are rejecting, dismissive or punitive, this increases the sestaumie and humiliation

(as reported also Byiklander et al., 2003 This then exacerbates suicidality, perhaps

through triggering humiliated fury whidtewis (1987 suggested induces further

guilt and is then turned against the self.

Some of the inferences drawn here are tentative and await furthstigaen.

However it seems clear that a continuing sense of loss of control or loss of self and
experiences of shame and guilt are matters that warrant particular attention in
psychotherapy following a suicide attempt. Feelings of shame and guilt of fear

being overwhelmed and out of control were among the experiences identified by
McGinley and Rimmer (199as present in the immedia#iermath of a suicide

attempt (at the time of initial assessment in hospital). The current study suggests that,

for some people at least, these experiences persist for many weeks or months.
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9.4  Connection: Impact on relationships with family and friends

Reations of family members to a suicide attempt and subsequent interaction with the
family are, in many or most instances, central aspects of the experience of having
made a suicide attempt. It may be surprising then that very few studies could be found
thatexamine this experience. The few studies identf&ach & Long, 2008Sun et

al., 2008 in Taiwan;Kjellin & Ostman, 2005Magnelngvar & Ojehagen, 199%n

Swecen) approached the issue from the perspective of family members. Other than
Doreret al! €999 brief reporting of immediate reactions, and with the partial
exception ofle research in Taiwan, no studies were found that investigated family
reactions and interactions from the perspective of the person who had made a suicide
attempt. In this respect then the current study is breaking new ground. The ground is
complex, howewe as families differ in their membership, structure, systems and in

the psychologicalmake p of t he i ndividuals within ther

contained both commonalities and differences.

Family members reacted to the suicide attempt wittixaofrprofound shock, anger,

fear, hurt and avoidance. These reactions could be hard for participants to bear,
especially when they detected an element of reproach or blame. However participants
also recognised how intense and disturbing these feelingsfardiamily members

and often reacted by refraining from talking about the suicide attempt or about
subsequent suicidal feelings (in at least one instance even refraining from telling
family members about the attempt). The silence seemed to serve aateetiye

function. Although intense suicidal preoccupations may have crowded out such
concerns at the time of the suicide attempt, there was a strong desire afterward to
protect the family from further hurt and disturbance. In addition the silence also

pot ected the participant from exposure to t
instances where the suicidality has diminished, frowisi#ing the anguish of the

suicidal crisis. Interestingly, and consistent with the current findinddagnelIngvar

and O] e(tvaggswidy ofsamily members, nearly half reported they had not
talked to thesuiddal family member about the suicide attempt. These patterns of
reaction have been discussed in this thesis in terms of reciprocal recoil from the horror

of the suicidal crisis and mutual silences aimed at protection of self and other.



The suicide attentpould nevertheless result in significant ruptures in relationships

with family and with friends, whether through the initial intense and volatile emotions
(inherent in the participant’s suicidal st
distancing assoated with the patterns of recoil and silence. Participants reported

mixed levels of success in subsequent attempts to estabtishmection or mend

ruptures. Overall it seemed that as the participant became less suicidal it became more
possible to mendéctured relationships, perhaps because it became more possible for
family and friends to once again share in 1
There was variation, however, in the approaches to mending ruptures in relationships

and in the outcomeSome families were able, with or without the assistance of a

therapist, to discuss the suicide attempt, or the possibility of future suicidal feelings,

and come to a greater understanding. (This process was assisted if a clear plan was in

place about howo deal with future crises.) On the other hand, an attempt by a

clinician to bring a family together against the wishes of the person who had made the

suicide attempt, resulted in greater estrangement. In some families, ongoing

relationship seemed based @ tacit mutual agreement to consign the suicide attempt

to the past and not discuss it. Some ruptured friendships westatdished through a

slow and painstaking #uilding of trust, while some proved to be unrecoverable. In

other instances participts felt it necessary to maintain a pretence, covering up any

suicidal feelings that might drive friends away, but which left the participant with an

underlying feeling of being alone.

Despite the difficulties outlined above, and consistent with Bastikd Ever al | ' s
(2007 findings for adolescents, many participants reported on the significant role that
relationships played in i recovery process (or at least in supporting them as they

sought equilibrium). Sustained relationshi
and generated hope. Some families and friends also offered substantial practical

assistance including having paipants live with them for lengthy periods.

Sometimes these diving arrangements provided a protected space and safety at a

critical time. However such arrangements could also falter over the longer term, either

because the participant was, in his er iew, too unwell, or because the family had

di fficulty understanding and responding to
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This study investigated family interaction following a suicide attempt from the

perspective of the person who had made the attempt, andoaisidered relationships

with friends, often of particular importance for those whose family members are

estranged or live far away. Previous studigsllin & Ostman, 2005MagneIngvar

& Ojehagen, 19995un & Long, 2008Sun et al., 2008focussed mainly on family

members’ experience as carers, their own n
contact with mental health sereiproviders, with limited attention to the patterns of

interaction within the family. There is a strong case for further study of all these

aspects, ideally in studies interviewing both the suicidal person and the family

members (or significant friends)h&re has been, in recent times, significant, and

muchneeded, attention to the experiences of family members (survivors) who have

been i mpacted by a family member’s suicide

suicide attempt have not received the sattention.

9.5 Loss

The findings suggest that loss is a significant consequence of a suicide attempt and
not only an antecedent precipitating factor. The loss could be a loss of relationship
(estrangement within families, or boyfriends, girlfriends omitie stepping away),

but it could also take the form of loss of work, loss of home and/or loss of income.

For two of the study participants, life after the suicide attempt meant living with a
significant loss of memory or language function. Losses of oglstiips, work, home
and/or function tend to increase isolation and aloneness, potentially undermine
feelings of seliworth, and leave one adrift without a sense of home base. These losses
have a significant |1 mpact oimgsdféafetygnér son’ s
security, at the very time when he or she is trying to recover from a suicide attempt.
However this possuicideattempt pattern of loss is rarely, if ever, mentioned in the
literature. Moreover, as loss is also a contributing facteuicidality, these losses

may create a spiral of increasing risk.

9.6  Experiences of clinical services

While participants spoke about a wide range of experiences with clinical services, a
theme running through many of these accounts was that of staff attitude or stance
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within the clinical encounter. It needs to be acknowledged that we are talking about
pereived staff attitude or stance. For everyone, whether client/patient or clinician,
experiences are filtered through a perceptual lens, with light and shade influenced by
emotions, fears and desires. MsGinley and Rimmer (1992bserved, after a

suicide attempt, a person may be sensitised to, and half anticipating, negative
judgements and condemnation. Nevertheless, as the same aujhers #re actual
staff response matters, and makes a di
experiences ranged from very helpful, through middling, to very unhelpful or
damaging, indicating that positive experiences registered as well as negative ones.
Nor were experiences all seen as either extremely good or extremely bad, which
might have suggested an idealisiohgvaluing polarisation. While specific perceptions
may have been coloured by psychological state, the overall characterisation of what is
helpgful and what is unhelpful is consistent and meaningful. Furthermore it reflects
what is already widely accepted as good practice. According to participants in the
current study, helpful (or at least potentially helpful) clinical encounters are those
wherethe person is listened to, treated with respect, where distress is believed and
acknowledged (even if sometimes what the person wants cannot be provided) and
where kindness prevails over punitiveness. Encounters that are dismissive, devaluing,
humiliatingor punitive are not only unhelpful but they exacerbate distress and may at
times increase suicidality. On occasion, intensely negative encounters can be
traumatising. Similar views about what is helpful or unhelpful have been reported in
other studiegSamuelsson et al., 2000aylor et al., 2009

Since the principles of listening, respect and empathy are widely accepted as a
foundation for clinical practice, the question arises as to how these principles can be
quite oftennot adhered to, as indicated by the negative experiences reported by
participants. This was not a question that was asked of participants in this study, but it
has been addressed in the literature in terms of countertransference reactions to
suicidality(Maltsberger & Buie, 19794 with selfinflicted violence experienced at
some | evel as an i nsulMcGitleyandRimmer{(189P9 a n s’
described defensive splitting by clinicians in the face of the intense feelings
(aggression, despair, fears of abandonment) stirred up by the suicidal act. This
splitting is such that the suicide attempter is seen either as a cruel aggressor (and

responded to with hostility) or as a passive victim (eliciting a kinder response but also
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insufficient attention to significant aspects of the suicidal statiehel et al. (2002

argued that thse emotional challenges can lead to avoidance by the clinician, but also

that the empathetic or humanistic aspect of initial assessment has been somewhat lost

in the emphasis given to risk factor and diagnestised decisiomaking in the

contextoftmegpr essures. The result is “empathetic
(Michel et al., 2002

Also very important to participants was involvement in decisions about their
treatment. This issue connects witk #xperiences of loss of control and the need to
regain a sense of agency in the aftermath of a suicide attempt. Participating in
decisions about treatment, eyas one participant said, being able to disagree with
the clinician, are steps toward empowennand resurrection of the self. While
involvement in decisiomaking was partly dependent on the attitudes of the clinician,

in the participants experience there were
enabling. Collaborative decisianaking wadacilitated when the health practitioner

knew the participant at times when he or she was well and so couls4es

strengths and capacity for judgement. Working out a plan in advance for how a

suicidal crisis would be managed was also recommendeecessahs were in place

beforethecrisis disrupted clear thinking.

Other issues of concern were discrimination in physical health care based on history
of suicide attempt or mental health status, differential treatment and negative staff
attitudes basedn borderline personality diagnosis, inpatient bed shortages which

were seen as preventing needed admissions, and staff turnover and limited availability
of psychotherapy services within the public mental health sector. Psychotherapy or

counsellingvasexperienced as helpful in most, but not all, instances.

9.7 Recovery processes and suicide attempt as trauma

McGinley and Rimmer (1992lescibed posttraumatic sequelae seen in the
immediate aftermath of a suicide attempt, identifying the attempt as a traumatic
experience of violence, albeit sdaiiflicted violence. More recently Maltsberger,
Goldblatt and colleagudBriggs, Goldblatt, Lindner, Maltsberger, & Fiedler, 2012
Maltsberger et al., 20)have discussed a traumatic dimension to the suicidal crisis,
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pointing out that trauma and suicidality are both states in which intense affective

experience threatens to overwhelm regulatory capacities or injure psychic functioning.

In the currentstudypat i ci pants’ accounts of their exp:
attempt are supportive of, or at least consistent with, a conceptualisation of suicide

attempt as trauma. They described experiences of loss of control, helplessness and
disconnection from othsey together with shame and humiliation, all of which have

been identified as core elements of gogtima reactiongGordon, 2007Herman,

1992. Avoidance and difficulty processing and integrating the experience are also

noteworthy.

A comparison of recovery procegl9®s emer gi n.
model of recovery from trauma identified significant commonalities. Fundamental to

both was a movement from helplessness and disempowerment toward a sense of

agency and control, and from disconnection and aloneness tongstonnection.

Establishing a sense of security and psychological safety, finding a way to deal with

shame and stigma and ‘speaking the unspeak.
process, were important elements. Mending ruptured relationships azldpiey

compassion, rather than condemnation, for the anguished self of the suicidal crisis

were crucial aspects. Some of these processes were facilitated by psychotherapy,

some through finding a home or returning to work. Finding ways to manage distress

and/or live with mental illnessfor some medication played a pagnd to establish a

sense of equilibrium laid the groundwork. Transforming suffering into social action

was a possibility, and in a sense this is what participants were doing when they

volunteered for the study.

9.8 Limitations of the study

This is a retrospective study and hence subject to potential limitations associated with
a) memory lacunae, and b) the reforming or recolouring of recollections over time.
Many of the events and experieadhat participants spoke about seemed very vivid

and present in their minds, perhaps in the way very intense or traumatic memories are
preserved. Nevertheless it is certainly possible, even likely, that some aspects of their
experiences had been lost @t remembered. It was clear, for example, that some
participants had difficulty recalling the time periods associated with certain events. In
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relation to the second source of limitations, there is a sense in which our memories are

always being reworked itme light of subsequent experience and present day context.

Events and experiences can be seen in a different light or their meaning modified.

This is not peculiar to the kind of experiences explored in this study, but a basic facet

of the human search foneaning. While this is a limitation of the study in some
respects, it can be argued it is not al way:
feelings and actions, for example sense of hope or seeking help when suicidal, are

influenced by their currentgospective on, or recollection of, previous experiences.

From the point of view of (preventive) psychological intervention in the months or

years after a suicide attempt, meaning and memory at the time of intervention are

what is significant.

Apart fromissues of memory, it is also possible that some aspects of experience may
simply not have surfaced as sufficiently central to the interview conversation on the
day. This is a potential limitation of all interview studies, although the counter
argument ishat the interview process allows the participant to talk about whatever

seems most salient or significant to the participant.

Ideally in qualitative studies the sampling process is such that recruitment of
participants continues until saturation of datachieved, that is, until no new

information or no new themes are emerging in the interviews. Saturation was not
reached in the current study. This partly reflects the limited avenues available for
recruiting more participants, but also the wide rangarotimstances and experiences
likely to be found among those who have made a suicide attempt. It cannot be claimed
then that the study has explored the whole set of experiences following a suicide
attempt. However an important function of qualitative rese# to begin to cast light

on areas than have been relatively little explored. It is argued that the current study
fulfils this function. While not necessarily covering the whole field of experiences,
there are sufficient commonalities, as well as sdmef f er ence s, in the pa

accounts to identify significant themes and to begin to consider the implications.

The participants in the study were young adult to middjed, with a significant
history of struggles with mental health, and still imiaxt with some type of mental
health service provider. This places some limitations around the scope of the study. It
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is not looking at the experience of adolescents or the aged, nor of those who may have
made a suicide attempt at some time but made @ gmovery and no longer feel the

need to continue contact with a mental health professidhalstudy also does not
represent the experience of those who have made a suicide attempt but never
presented for medical care in connection with the attedmpatdition men are under

represented in the sampbes are people from ndenglish speaking backgrounds

9.9 Implications for theory and research

The study findings support, or are consistent with, the theorisation of a suicide
attempt (or suicidal crisis) as a trau(Baiggs, et al., 20L,2Maltsberger et al., 2011
McGinley & Rimmer, 1992with loss of control, helplessness, disconnection from
others, shame and humiliation described as core featfites suicide attempt
experienceMoreover analysis of postuicide attempt recovery processes revealed

significant c¢ommo(@9%®? madel & ecowveiy fram tr&uma. ma n’ s

This study also offers an analysis of interactions with family and friends in the
aftermath of a sgide attempt, identifying a pattern of reciprocal recoil from the

horror of the suicidal crisis andutual silences aimed at protection of self and other,
followed by efforts at rapprochement and repair of ruptured relationships. Despite, or
in the midst of this pattern, sustained relationships and practical assistance were
important in supporting recoreor in regaining some level of equilibriuespite

the wide recognition of relationship and connection as significant for mental health,
explorationandconceptualisation of family (or friendship) dynamics following a

suicide attemparelargely absenfrom the literature.

Another finding, with implications for recovery and for preventiconicerns the

rangeof lossesexperiencedn the aftermath of a suicide attempt. A previous focus in
suicidology has been the occurrence of loss prior to a suicataitvith loss seen

as a significant precipitating factor. Recognising loss as occurring both antecedent and
consequent to the suicide attempt, highlights the potential for a dangerous cycle of
elevated risk.



The processes of recovery, or continuingggte, following a suicide attempt have
received only limited attention in theory and research to @&t currenstudyis one

of only a very few studies using qualitativeterview-basednethodology to explore
experiences following a suicide attendpting the life stages odarly to middle
adulthood.There is a strong case for further experienear research to extend the
findings of the current studyo focus on specifiaspects of the posuicideattempt
experiencde.g. overcoming shame, familyteractions, experiences of
psychotherapy)nd to encompassore fullythe experiences of a wider demographic
(e.g. greater representation of men and of people fronEnglish speaking
backgrounds) It would be interesting also to study the experierdd¢bose who have
made a suicide attempt but are no longer, or never were, in contact with mental health

agencies or support organisations.

Problematic interactions between clinicians and those who have made a suicide
attempt, particularly in the conteat emergency or inpatient care one area that has
received some attention in the literature. Here studies that aim to understand these
interactions from the perspectives of both the pessamggling with sicidality and

the clinician would be valuahl&tudies investigating the most effective ways to train
clinicians to engage empathically with their own andphigent s exper i ence
working with a recently or currently suicidal person woalsbbe very worthwhile.

9.10 Recommendations andmplications for clinical practice

Study findings reinforce the position that relationships and empathy are fundamental
to clinical care, even in short term contacts in emergency settings. Furthermore, to be
helpful to people in suicidal crisis, or recovg from a suicide attempt, clinicians

need to be able to bear to listen to their intense, painful and overwhelming experience.
While recognising the limitations of the study, including sample size, the experiences
reported by participanere suggestivef some recommendations for clinical practice

Theserecommendatioarepresented here

Training beyond risk assessment

1. Heal th professional s training (and

should be broadened out from the current focussk assessment to encompass an
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increased focus on understanding and engaging with suicidal patients/clients. This
should include:
a) understanding the role of shame and humiliation and how these may underpin
anger and withdrawal,
b) recognising the potentigltraumatising nature of a suicide attempt and the
need to work toward restoring a sense of agency and empowerment and
repairing ruptures in relationships,
c)reflecting on health professionals’ own
suicidal thoughts and behaurs, and how these emotional challenges may

lead to norempathic and netherapeutic stances and actions.
Increasing collaborative decisiemaking

2. Increasing collaborative decistomaking should be an active focus in clinical
practice with peopleecovering from a suicide attempt or struggling with episodes of
suicidality. It is important that this goes beyond written principles and policy and into
daily practice.

3. Where feasible, collaborative decisimaking should extend to forward planning,
i.e. working with a person while (relatively) well to develop, collaboratively, a plan

about what to do at the time of a suicidal crisis.
Keeping the family in mind but with choices about family involvement

4. Following a suicide attempt, the suicidal persos wi shes and choices
involvement should be respected. This decisi@king may constitute a process over

time, and should involve working collaboratively with the person about readiness for,

the timing of, and preparation fany agreedamily involvement.

5. Following a suicide attempt, and where the family knows of the attempt,
consideration should be given to the famil?~"
want family involvement in his or her care at that time, family support mayféed

separately and independently, with due respect for confidentiality.
After a suicideattempt in, or while abscondéem, hospital

6. In the case of a suicide attempt in, or while absconded from, hospital, staff should
attend to concern and spedida among other patients on the ward, and consider
giving some limited information to these patients, for example indicating the person is

alright’” without providing further confi d
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7. When a person returns to the same ward following antieémp&or while

absconded) suicide attempt, staff should offer support and assistance to the person
returning in coping with the reactions of other patigasswell as responding directly,
where appropriate, to the concerns and emotional reactions ath#repatients

Attending to losses following a suicide attempt

8. When working with someone following suicide attempt, clinicians should keep in
mind the impact of lossesof work and incomeof home, of relationshipsthat

commonly occufollowing a suicide attempt.
Access to shared experiences

9. Clinical services should give consideration to the potential benefits of access to
shared experiences of suicidality, the underlying emotional states and ways of
managing these states, either through writtezounts or through support groups.
There may be advantages to suislrag of experiences taking place within a

therapeutic context.
Increasing availability of psychotherapy

10.There is a need for increased availability of psychotherapluding longr-term
psychotherapyfor those struggling with suicidal thoughts aaxdions.While
acknowledging resource implicationkete is an argument that increasing the
availability of psychotherapy should be seen as a preventive measure which has the
potential not only to alleviate distress and assist recovery following a suicide attempt,
but also to reduce future suicidal behaviour. Tasommendatiors relevant both to
public mental health and to issues of duration of affordable psychotherapy in the

private system.
Differential general medical treatment for those with suicide attempt history

11. Hospitals and other large medical services should establish a monitoring system to
assess and evaluate medical treatment (for general medical symptoms/cortaions)

is provided to those with a history of suicide attempisychiatric disorderdVhere
differential treatment with potentially negative consequences is identtiisghould

be a focus o$pecific medical and nursing training.
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Appendix A
Invitation to participate in a research study

Project title: Experiences following a suicide attempt

My name is Anne Graham. | am a Senior Lecturer in Psychology at Victoria University
where | teach in the postgraduate clinical psychology training program. | am doing a
PhD studying experiences after a suicide attempt. My supervisor is Associate Professor
Ross Williams, Department of Psychology, Victoria University.

The aim of this studyis to find out more about change and recovery after a suicide
attempt, both immediately after and during the year or so following the attempt. | hope
the study will provile information to help health professionals and others plan
responses and programs which are most likely to reduce pain and suffering as well as
lessen the risk of further sdiirm.

What participants will be asked to da Participation in the study iniees an

interview of approximately one to one and a half hours. You will be asked to outline

the circumstances of your suicide attempt and to talk about your experiences afterwards
and in the year or so following. You will be asked about how you feltumsgif after

the attempt, how other people responded, what steps you took to deal with your
situation, and what you found helpful or unhelpful. In addition you will be asked to

give some (brief) background information about yourself. You can withdrawtfrem
interview at any time or decline to answer specific questions. With your permission the
interview will be audietaped.

Confidentiality: All information given in the interviews will be kept confidential. (The
only exception to this would be if the reseher became seriously concerned about
your safety and, after discussing the concerns with you, felt it necessary to contact
someone to arrange extra support for you.) Tapes and transcripts will be labelled by
number not by name and will be securely sdlaeVictoria University. No names will

be used in the transcript and there is no need for names on the tape.

Reporting the findings: Any reports or publication of the research will focus on
common themes and issues emerging from a group of intervieese Wil be no
identifying information about individuals. However because it is important to hear the
voices of people describing their own experience, | hope research reports can include
direct quotes from participants. You will be asked whether youpggweission for

your words to be quoted anonymously.

Possible risks of participation: Talking about painful feelings and events can be very
upsetting even if these feelings and events are in the past. You may find that the
interview brings back distressifigelings and thoughts that you thought you were
finished with. It is important that you take time to think over whether you feel ready at
this time to talk about your experiences.

If you would like to participate in this study, or would like further infmation, please

fill in the attached Expression of Interest and return it in the 1igply envelope

provided. Alternatively you can phone me on 9365 2159. (If | am not there please leave
a message and | will return your call as soon as possible.)

AnneGraham
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Appendix B

Victoria University

Permission Form for Participants Involved in Research

Please read carefully, cross out any sections which you do not agree to, and sign

CERTIFICATION BY PARTICIPANT

certify that | am ateast 18 years old, and

that | am voluntarily giving my permission for participation in the research entitled:
Experiences following a suicide attempt, being conducted by Anne Graham and Ross
Williams, of the Department of Psychology, Victoria Univigrs

|l have read the statement ‘Invitation to p.
had the opportunity to have my questions answered by Anne Graham

| understand that | can withdraw from this study at any time and that this withdrawal
will not jeopardise me in any way.

| give permission for my participation in an audaped interview

| give my permission for my words to be quoted in reports of the research provided
any identifying information is removed.

Signed: . Date: .....ooooeeeeeeen

One copy of this form will be kept by the participant and one copy kept by the researcher

Any queries about your participation in this project may be directed to theakesea(Name: Anne
Graham ph. 9919 2159 or Ross Williams ph 9919 4590). If you have any queries or complaints about
the way you have been treated, you may contact the Secretary, University Human Research Ethics

Committee, Victoria University, PO Box 144R8C, Melbourne, 8001 (telephone no: -9819 4710).




Appendix C

Project: Experiences following a suicide attempt

Interview: Preliminary information

A. Background

Age

Education Occupation

Marital status Children

Place of birth 1st language Arrived in Australia

B. Brief health history:
General health problems?
Mental health problems?
How long for?
Formal diagnosis?
Current treatment:

Name of doctor/psychiatrist/psychologist
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Appendix D

Project: Experience®llowing a suicide attempt

Interview Guide

I ntroductory statement: |l " m interested
attempt, how this impacts on their life and how they might begin to recover. But to
talk about that | need to start by askiyou about your suicide attempt.

A. The attempt

Have you made one suicide attempt or more than one?

(If more than one) : Well | think if we can focus on one particular attempt to begin
with and then towards the end | can ask you whether there istsogigou would

like to say about the other experiences.

Can you tell me about the suicide attempt? (What did you do? What were the
circumstances? What happened then? Did someone find you or did you contact
someone?)

B. Immediately after

Did you hae medical treatment? What sort of treatment? Were you in hospital?
What was that like?

How did you feel in yourself just after the attempt?
Who among your family and friends knew about the attempt? How did they respond?
Did you feel like talking to people about it or not?

When you went for medical treatment: Did someone ask you about your
circumstances, and your feelings? Were you referred for ongoing help?

Who or what was most helpful to you in the time just afterattempt?
Did anything happen which was particularly unhelpful?
C. In the months after or the year after

Did anything change after the attempt? Did you feel different or the same? Did
people treat you differently or the same?

How were you in yourskin the months after the attempt? What was happening in
your life? What were the main issues you were facing or dealing with?

How were things with your family and friends?
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Interview Guidecontinued

What was happening in terms of seeing someone abenial health issues (clinic,
psychiatrist, psychologist)? What was that like?

Who or what was most helpful to you in the months after the attempt?

Did anything happen which was particularly unhelpful?

D. Present & support

How are things for you gtresent? Where do you see yourself today?
Household: Who are you living with?

Sources of support: Who would you turn to for assistance now if you needed it?
How are you feeling at this stage about the interview?

Discuss plan in case of distress depatg after the interview
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Appendix E

HUMAN RESEARCH ETHICS COMMITTEE

MEMORANDUM
TO: A/P Ross Williams

Principal Investigators

Psychology
FROM: Dr John McDougall

Director, Office for Research and Development
DATE 27 Septembe2004
SUBJECT: Approval of application involving human subjects
Dear Ross,

Thank you for your submission detailing amendments to the research protocol for the
project titled,Experiences following a suicide attemflRETH.029/04).

The proposed amendments have beeeed by the Human Research Ethics
Committee and approval for application HRETH.029/04 has been granted from
18/10/04 to 18/10/06.

Please note that, the Human Research Ethics Committee must be informed of the
following: any changes to the approved reskarotocol, project timelines, any

serious or unexpected adverse effects on participants, and unforeseen events that may
effect continued ethical acceptability of the project. In these unlikely events,
researchers must immediately cease all data colteantil the Committee has

approved the changes.

If you have any queries, please do not hesitate to contact me on 9688 4708.

The Committee wishes you all the best for the conduct of the project.

Dr John McDougall
Director, Officer for Research andDevelopment
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