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ABSTRACT: People who attempt suicide as well as those who actually take their own life often
have communicated their suicidal thoughts and feelings to healthcare professionals in some form.
Suicidality is one of the most challenging caring situations and the impacts of suicide care affect
both the professional and personal lives of healthcare professionals. This study investigates how
mental health professionals perceive suicide while providing psychiatric care and how this
perception impacts their continued care work. This qualitative exploratory study includes 19
mental health professionals in psychiatry who had provided care for patients who had taken their
own life. Analysis followed the principle of phenomenography. The findings reveal that these
healthcare professionals experienced an internal conflict that affected them both personally and
professionally. In response to these conflicts, the healthcare professionals developed strategies that
involved a safety zone and increased vigilance. Those who were able to commute and balance a
safe spot and learning to be more vigilant seem to have developed as a result of patient’s suicide.
These findings have the potential to help establish a post-suicide caring process where healthcare
professionals learn to make better suicide assessments, become more open to talking about death
with patients, and develop a humbler approach to understanding a patient’s suicide.
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INTRODUCTION

Healthcare professionals (HCPs) focus on healing, but
inevitably they must deal with the death of a patient
(Whitworth 1984). When death occurs, HCPs should
have the opportunity to process and reflect on the
affects the death may have on their professional and
personal lives (Orbach 2008; Rehnsfeldt 1999). Both
the healthcare system and the public view deaths dur-
ing ongoing curative and preventive care (in contrast to
palliative care) as avoidable and therefore the result of
medical error. Therefore, assigning responsibility for
these types of deaths requires assessing organizational
factors and the decisions and professional actions
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carried out by HCPs (Nirui & Chenoweth 1999; Pratt
& Jachna 2015). In addition, questions of responsibility
form part of an HCP’s own inner reflective process
(Carlen & Bengtsson 2007; Hagen, Knizek & Hjelme-
land 2017). The contact, interaction and caring rela-
tionship formed with a person in a suicidal state (i.e.
actively contemplating death) are a sharp contrast to
the life-oriented focus of HCPs. The suicidal state chal-
lenges the profession’s responsibility for life and death
and can impact a HCP’s own existential being (Draper
et al. 2014; Pallikkathayil & Morgan 1988; Søberg et al.
2018). Therefore, it is important to understand how a
patient’s suicide impacts a HCP’s continued care work
related to suicide risk assessments.

BACKGROUND

International research has found substantial variance
(20–90%) in the frequency of contacts between HCPs
and people who eventually die by suicide (Appleby
et al. 1999; Chung et al. 2017; Luoma, Martin & Pear-
son 2002). In Sweden, about 25% of people who die
by suicide have been in contact with psychiatric care
(Reutfors et al., 2010). It seems that people who
attempt suicide (Coombs et al. 1992; Wolk-Wasserman
1987) as well as those who actually die by suicide (Iso-
metsa et al. 1995) in some way communicate suicidal
thoughts and feelings to HCPs. Research has also high-
lighted that HCPs working in psychiatric fields are
more aware of suicidal states (Davidsen 2011) than
HCPs working in other healthcare fields, such as pri-
mary care (Cole-King & Lepping 2010).

Suicidality is described as one of the most challeng-
ing caring situations an HCP can face (Hagen, Knizek
& Hjelmeland 2017). Suicide can impact HCPs, irre-
spective of specialization, greater than other sudden
deaths (Draper et al. 2014; Grad, Zavasnik & Groleger
1997). A patient’s suicide can result in HCPs regulating
their psychological patterns and experience, which ulti-
mately alters the way they engage with patients
(Hagen, Knizek & Hjelmeland 2017; Wang et al. 2016).
An adverse incident can result in HCPs experiencing
shock, devastation, sadness, guilt, shame and grief, psy-
chological devastation that has even resulted in death
by suicide of HCPs (Hendin et al. 2000; Pratt & Jachna
2015; Ruskin et al. 2004). The difficult position in
which HCPs find themselves after experiencing a
patient’s suicide has been described as becoming ‘the
second victim’ (Pratt & Jachna 2015). Joyce and Wall-
bridge (2003) found that some HCPs blame one
another, blame themselves and fear being held

responsible for the death of a patient even though the
care they had given before the patient’s suicide had
maintained the expected professional and organiza-
tional standards. Hultsj€o, W€ardig, and Rytterstr€om
(2019) describe how HCPs reflect on the influence of
organizational changes on a suicidal patient’s fragile
state. The impacts of suicide care affect both the pro-
fessional and personal lives of HCPs (Draper et al.
2014; Graham, Rudd & Bryan 2011; Joyce & Wall-
bridge 2003). Whitworth (1984) describes this impact
in terms of an interpersonal conflict between the life-
oriented core of the work of mental health nurses and
keeping someone alive who does not want to live.
Hultsj€o, W€ardig, and Rytterstr€om (2019) also found
that HCPs experienced an emptiness caused by their
inability to relieve a patient of suicidal thoughts, and
this experience stayed with the HCPs beyond the death
of the patient, a response often triggered by other sui-
cidal patients.

Clearly, knowledge how suicide of a patient impacts
HCPs can be used to develop better routines for the
care of HCPs who have been impacted by the suicide
of a patient These routines include debriefing, provid-
ing employee assistance programmes, using case ses-
sion scenarios, examining medical records and
providing opportunities for HCPs to learn more about
suicide prevention (Pilkinton & Etkin 2003; Takahashi
et al., 2011). In addition, HCPs who experience a
patient’s suicide while under psychiatric care can be
helped through the reframing of how the event is expe-
rienced (Joyce & Wallbridge 2003). This reframing
could include providing HCPs opportunities to reflect
own their views of life as valuable and important and
by encouraging them to reflect on their vigilance and
commitment to their job.

Negative reactions from HCPs towards suicidal
patients may be related to the stigma attached to death
by suicide (Fremouw, Ellis, & Perczel, 1990). Talseth,
Norberg, and Beskow (2001) further showed how these
negative feelings could result in projection, denial and
repression, emotional states that could cloud their abil-
ity to detect suicide risk in patients. HCPs can psycho-
somatically mirror the suffering of suicidal patients,
which is often manifested as what HCPs refer to as
wearing a mask to hide their real feelings. There is a
need to explore how HCPs handle and communicate
this unbearable suffering, and how risk, as a predomi-
nant characteristic of and tool in suicide care, inhibits
the authenticity of HCPs (Hultsj€o, W€ardig & Rytter-
str€om 2019). In other words, there is a need to under-
stand how the unavoidable and deep impact of a
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patient’s suicide impacts how HCPs understand them-
selves and their profession. Therefore, this study aims
to understand mental health professionals’ perceptions
of suicide during ongoing psychiatric care and its
impacts on their continued care work.

METHODS

Design

As there is little research in this field, an inductive
exploratory study that uses a phenomenographic
approach was considered appropriate (Sjostrom &
Dahlgren 2002). Phenomenography generates different
content-related descriptive categories of participants’
experiences. The categories represent what (1st order
perspective) and how (2nd order perspective) the phe-
nomenon is experienced and described and are based
on experiences in reality.

Data collection

This study used a purposeful sample (Patton 2015) of
19 HCPs who had at least 2 years of professional expe-
rience in psychiatric care and who had experience
working with patients who had died by suicide within
the last 3 years of their care. Participants were
recruited from three different regions and came from a
variety of backgrounds (Table 1). These HCPs were
working within psychiatric care and were in daily con-
tact with patients. We included HCPs from different
regions to minimize the risk of capturing localized care
cultures in healthcare staff, a design strategy Patton
(2015) refers to as representativeness. In addition,
including four regions provided a richness in percep-
tions of the patient’s suicide and the suicide’s impact
on their continued care work. When approval had been
received from healthcare managers, unit managers
were contacted with information about the study and
were asked to identify individuals who satisfied the
inclusion criteria. These potential participants received
information about the study. If they were willing to
participate, they forwarded their name and contact
details to someone in the research group. Contact was
established with those interested in participating to
plan the time and place of the interview.

The interviews were conducted between 2016 and
2018. The participants chose the location for the inter-
views, which were held in different clinics. Before the
interview started, HCPs received information about the
study and left their written informed consent. To

create a safe and relaxed atmosphere, the interviewers
engaged the participants in general conversation and
gave them the opportunity to ask questions. The inter-
views followed a semi-structured guide with an open
question: Can you share your perceptions of caring for
a patient who died by suicide during the period of
care? For clarification purposes or to encourage more
in-depth answers, probing questions (Dahlberg, Dahl-
berg & Nystr€om 2008) were asked – for example ‘Can
you tell me more?’ and ‘Can you describe a situation
and its impact on your ongoing care work?’. After the
interview, HCPs and interviewers were given time to
reflect on their interview experience, a technique based
on the idea that nobody should have to leave the room
before they felt ready. The interviews were recorded as
digital audio files and transcribed verbatim using a
transcription guide (McLellan, MaCqueen, & Neidig
2003). The interviews were conducted by all authors.
During the whole interview process, the authors shared
their interview transcriptions and they frequently met
to compare interviews and establish coherent content
for all interviews.

Analysis

The analyses followed the principle of phenomenogra-
phy (Sjostrom & Dahlgren 2002). The transcripts were
read through by all authors several times to obtain a
sense of the whole. In the next step, the following
questions were asked about the text: What are the

TABLE 1 Characteristics of the study population from three regions
in Sweden

Participants/professions

Total 19 (region 1: 7 participants,

region 2: 7 participants and region 3: 5

participants)

Years of experience 2–32 (†14)

Psychiatric nurse 10

Assistant nurse 7

Psychologist 1

Physician 1

Gender

Female 9

Male 10

Place of work

Forensic psychiatry 4

Psychiatric

outpatient care

7

Psychiatric

inpatient care

8

†Values are median (range).
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different ways of perceiving? and How is it perceived?
Significant statements were identified and marked with
a highlighter, and longer statements were shortened to
illustrate the most central part of the statement. Similar
statements were grouped together into primary
descriptive categories. The primary descriptive cate-
gories were compared to divide variations and to estab-
lish categories that were distinct from each other. The
descriptive categories were compared, contrasted and
labelled to capture the essence of the understanding.
In phenomenography, categories can be viewed as a
framework that describes the qualitative differences
associated with experiencing a phenomenon. Since the
categories provided different aspects of the total pic-
ture, logical relationships between the categories were
also identified. The categories and their relationships
were defined as the ‘outcome space’, which is seen as
the main outcome in phenomenography (Sjostrom &
Dahlgren 2002). The categories in this study were
related to one another in a hierarchical and horizontal
way.

Ethical considerations

The principles of written informed consent were fol-
lowed, and the study was approved by the Regional
Ethical Committee (Dnr: 2016/343-31). The study was
designed and implemented in accordance with the
World Medical Association Declaration of Helsinki and
ethical principles for medical research involving human
subjects (2013). To help contextualize respondents’
experiences, the interviews were conducted by nurses
specialized in psychiatric care.

RESULTS

The ‘outcome space’ consists of three descriptive cate-
gories (Fig. 1) that illustrate what HCPs perceive after
a patient’s suicide: ‘Experiencing internal conflict’,
‘Creating a safe spot’ and ‘Becoming more vigilant’.
The ‘Experiencing internal conflict’ phase occurs
before the phases ‘Becoming more vigilant’ and ‘Creat-
ing a safe spot’. The variations within the descriptive
categories involve descriptions of how HCPs manage
the three phases. HCPs who were able to balance a
safe spot and to be more vigilant seem to have devel-
oped personally and professionally from the experience,
whereas HCPs who tended just to create a safe spot
mainly described how they felt uncomfortable and
focused on avoiding similar situations.

Experiencing internal conflict

Healthcare professionals described how they experi-
enced internal conflicts that affected them on a per-
sonal and professional level. Regardless of whether
they had previous experience of caring for a patient
who died by suicide, it was clear that all HCPs were
subject to this phase. How they perceived the suicide
was affected by the meaning and understanding they
attributed to the situation as well as their experiences
of access to support.

Searching for meaning and understanding
After a patient died by suicide, HCPs initially experi-
enced emotional stress on a personal as well as on a
professional level. At first, they described how they
experienced chaos, a vacuum characterized by guilt
and stress:

I broke down, [. . .] I felt very guilty. I was the one
who let the patient out (2)

In addition, they struggled to search for meaning
and understanding in terms of what had happened.
Many expressed sadness, felt they had not done
enough and grasped for answers in order to understand
the incident:

You investigate yourself [. . .] Everything was going
well for him [. . .] and then he chooses to quit [. . .]
Somehow it is a relief for him, but why? (1)

Healthcare professionals described experiencing
emotional confusion, panic attacks and nightmares.
HCPs who had been subjected to several suicides close
together described how they had begun to question
their own professional role and capacity.

These two suicides happened relatively close to each
other in time. I had a dip in my role as a nurse. I won-
dered very much if it was me who had driven them to
suicide. Seriously, [. . .] how could it happen to two of
my patients? (8)

In addition, some HCPs worried that their col-
leagues would think they had done something wrong:

The worst assessment [suicide of a patient] of your job
you can have from patients (7)

Although most HCPs felt they could move on after
the event, the experience consistently raised many
questions and emotions that they carried with them for
a long time.
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Need of support to move on
The statements revealed that HCPs needed support in
order to cope with the event. The specific support
required by an HCP varied, ranging from a pat on the
shoulder to crisis calls or someone asking about how
they felt. They valued being informed orally when a
patient took his or her own life and appreciated offers
to talk about the event:

You had to have this pat on the shoulder a little more
[. . .] that someone asks how it feels. If it feels hard.
You want to [. . .] I mean only the usual. [. . .] Is
everything all right? Can we do anything to help you?

(7)

However, it emerged that the HCPs did not actively
seek support themselves but were asked if they wanted
support. Talking and processing the event was
described as a way of gaining understanding and clo-
sure. It also became important to hear from relatives of
the deceased that the HCP had not made mistakes:

The parents had found on her computer that she had
done a search to find out how to kill herself in a care
department. They firmly believed that she wanted to
die here in the care department, where she would be
found soon, and not in her parents’ home. So in con-
trast to my own frustration, they were calm about the
fact that she was here. That also calmed me down. (4)

Creating a safe spot

Some HCPs chose to avoid the event by developing
procedures for protecting themselves in a similar event.
This did not mean that creating a safe spot was always
negative or that the event had not been processed.
Some of the HCPs described how they learned and
matured after the incident and how they had created
safe spots to maintain a good attitude or to cope with
strong feelings and reactions in a professional way.

Distancing themselves
Some HCPs had not come to terms with the incident,
but had distanced themselves from the experience.
Some described how they felt so bad that they had
changed their job or avoided situations such as the one
preceding the suicide:

I find it difficult to go to patients, especially in the eve-
nings and early mornings, because I don’t want to step
into a hanging [. . .] you are subconsciously looking for
signals [. . .] is someone depressed? [. . .] You indicate
to the rest of the staff that you don’t want to go into
this room because you have an unpleasant feeling. (9)

Others described how they had distanced them-
selves from certain suicidal patients because it affected
them so much that they could not cope:

FIG. 1 The outcome space illustrates healthcare professional’s perceptions of suicide during ongoing psychiatric care and its impacts on their

continued care work.
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They [suicidal patients] eat me up. You can’t motivate
and you can’t comfort. [. . .] It consumes me in such a
way that I turn off in the end (19)

Some HCPs developed their own mental health
issues. Others described how colleagues had to change
jobs due to mental illness:

I see colleagues who [. . .] develop some PTSD-like
symptoms. Really sad [. . .]. It’s very painful (4).

Developing safety in routines
Suicide had consequences for daily care work. HCPs
described how routines on the unit became more pre-
cise. The routines could consist of monitoring lists, fol-
low-up calls, or becoming more observant during extra
monitoring. HCPs whose movements were entered into
logs after a suicide tended to start documenting their
routines to cover themselves:

It was an unpleasant thing [. . .] being examined. [. . .]
I showed that I had not done an MADRS-S. [. . .] I
had written my assessment in running text. [. . .] I
should have referred to some suicide risk instrument.
Now I just write “not suicidal according to the suicide
ladders” on every visit if I have a patient who is at risk
of suicide, just to cover myself. [. . .] I write that very
often nowadays [. . .] and my colleagues do too. (7)

In some workplaces, it was found that the whole
care process had been organized to create a safe spot
for staff. Several people were involved in assessments,
which gave HCPs backup and developed protection
and security. This strategy helped HCPs to distance
themselves and to cope with working with daily suicide
risk assessments. However, some of the HCPs com-
mented that estimates could become meaningless if
they were used routinely just to strengthen the docu-
mentation or to cover the staff and that they should
complement communication with the patient:

The suicide ladder we are hooked up to [. . .] health-
care is examined, and this suicide ladder is crucial. But
the phases of suicide cannot be treated in a sloppy
way. They must be part of a conversation in a meeting
with patients to check they’re more or less okay. And
it’s not always easy. (18)

Becoming more vigilant

This descriptive category involved HCPs coming to
terms with the incident. They described how the sui-
cide had made them develop and mature. Feeling safe
and secure was described as balancing different

perspectives against one another and learning from
mistakes.

Coming to terms with the event
Although the suicide was initially a painful shock, it
became evident that most HCPs eventually came to
terms with the event. In this phase, the suicide was
described as ‘complex’, and something they related to
with a degree of humility. One aspect that emerged
was how HCPs seemed to generate an understanding
of a patient’s life situation:

[. . .] when they realise that it’s a lifelong disease and
that it involves a form of disability, and that society
views people with this disease in a certain way. Then
you might choose to end your life [. . .]. I can under-
stand that. (16)

The descriptions given by HCPs of how they devel-
oped a different understanding of the event included
the idea that instead of ignoring what had happened
and looking for scapegoats they should look at it more
objectively. Although the event deeply affected them,
HCPs highlighted the importance of learning from the
event and moving on:

Being able to handle negative events [e.g., suicide] and
learn something from them. Work around it. There
and there I should have done this or that. You mustn’t
let it get you down. (4)

Becoming mature and feeling more secure in making
assessments
Although suicide was always associated with feelings
and thoughts, some HCPs seemed to be more pre-
pared and knew it could happen. Becoming mature
and feeling more secure in making assessments
involved being strong enough to give the patient more
responsibility and raise questions about death:

It has made me more comfortable about asking and
talking about suicide. What do you think about death?
Do you want to die? Asking those questions. [. . .] I
have a strong feeling about whether the answers are
genuine. (11)

The statements illustrate that HCPs could become
more mature after a patient takes his or her own life.
They illustrate how they become more observant of
small signs in the patient’s expressions. They also dare
to trust their intuition and follow orders more carefully.
Although previous suicides could still be perceived as
emotionally draining, HCPs described how they had
developed and how they had learned a lesson that
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could permeate their care work and their communica-
tion with patients:

I have tentacles in all directions. [. . .] When you have
been working a long time, it is enough to step into the
department to feel [. . .] to read it [. . .]. I’m more
responsive. [. . .] I can’t really explain what it is that
comes to me when I’m close to patients who are suici-
dal [. . .] they radiate something. (6)

Becoming more mature and more confident about
their own judgement is not always about making the
right decision to ensure the patient survives. It can also
be about making a decision even when there is a risk
that patients die by suicide:

A well-educated man [. . .] had ended up in a refugee
camp. [. . .] He thought the Migration Board had trea-
ted him like dirt and he was extremely frustrated with
the situation [. . .] he was hospitalised and I would
meet him. [. . .] He did not have a mental illness.
Incredibly frustrated and offended and didn’t want to
be trapped. [. . .] He said, “I can’t stand this and I
can’t see another way out”. However, being locked up
in a psychiatric ward didn’t solve anything for him [. .
.] and pretty soon after our meeting he took an over-
dose of medication and died [. . .] (3)

Although the patient had no indications to warrant
admittance to psychiatric care, the HCPs found the
patient’s life situation so hopeless that the suicide came
as no surprise.

The HCPs relationship with their patients matured
as they developed a sense of security, and this security
was also apparent in their relationship with relatives of
patients who died by suicide. HCPs described how
important it was to be honest and maintain a degree of
humility, to be honest and to show that it is not a pres-
tige issue.

DISCUSSION

The results show that HCPs in psychiatric care are
affected by a patient’s suicide and that this impact has
consequences for how they care for suicidal patients.
Three descriptive categories were identified: ‘Creating
a safe spot’, ‘Becoming more vigilant’ and ‘Experienc-
ing internal conflict’. Impacts of a patient’s suicide on
HCP practice could be viewed as variations lying some-
where between developing a safe spot and becoming
more vigilant. In these situations, HCPs can experience
both stress and maturity as well as both guilt and
understanding in terms of why the patient died by sui-
cide. These findings confirm previous results that found

that HCPs experience negative impacts as a conse-
quence of suicide in psychiatric care, such as guilt,
stress and avoidance (Pratt & Jachna 2015). In addition
to each HCP’s very subjective experience, they shared
similarities with other HCPs in the care context, such
as guilt and blame (Goldstein & Buongiorno 1984;
Hendin et al. 2000).

The consequences of patient suicide for HCPs are
both personal and professional (Tillman 2006), and this
is manifested in the descriptive category of internal
conflict in this study. Research discussing the process
in HCPs after a patient’s suicide describes feelings and
expressions of guilt, blame and anger, followed by a
phase where they develop understanding and accep-
tance (Horn 1994). Interestingly, Tillman (2006)
describes another aspect of blame, where colleagues
try to reassure an HCP not to feel guilty too soon after
the event. A sense of shared experience of guilt and
blame might be important. The initiative taken and
courage shown by empathizing with an HCP could be
important in combatting isolation. This could help an
HCP avoid becoming stuck in phases of the process or
abandoning the process before reaching the stage of
what this study describes as becoming more vigilant.

However, this study shows how HCPs can come to
terms with and learn from a patient’s suicide, an area
of study not well described in previous research. These
results suggest that HCPs make better suicide assess-
ments as a result of the experience and feel more able
to ask patients questions about death. The experience,
if properly processed, also makes them more alert and
aware of new signs of suicide. This maturing process
may result from understanding why a patient has died
by suicide. HCPs have followed the patient’s life strug-
gle and can express, among other reactions, relief that
the patient is no longer in pain. Davidsen (2011)
describes how it could be easier to cope with patients
who had expressed ideas about suicide than with
patients who had died by suicide unexpectedly. A car-
ing approach that tries to understand the suicide
patient’s suffering (Berglund, �Astr€om & Lindgren
2016) may be beneficial for patients (Sellin 2017) as
well as enable HCPs to provide suicide prevention
care, and this may act as protection for them if a
patient dies by suicide.

To cope with a patient’s death by suicide, HCPs
developed a safe spot and established routines as a
foundation for care work related to patients at risk of
suicide. It is important for anyone caring for patients
with suicide ideation to develop routines for identifying
the extent to which they are contemplating or planning
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suicide. In care work, however, routines are described
as both obstructive and meaningful (Rytterstrom, Unos-
son, & Arman, 2011). Routines can become obstructive
when they are not adapted to a patient’s individual sit-
uation, and they risk aiming at the safety of caregivers
more than the patient. This approach is passive care
that focuses on one side of risk factors and safe obser-
vations, rather than active care that sees the patient as
capable of managing both challenges and opportunities
in life and incorporating meaning into life. This study
highlights the important observation that care, which is
governed mainly by and organized around safe spots, is
more about exonerating the clinic and staff than
addressing the very sensitive conditions and diverse sit-
uations in which a suicidal person is immersed. We
argue that care centred on safe spots and risk assess-
ment instruments can become counterproductive when
it begins to treat the risk itself rather than the condi-
tion or when it fails to consider the life situation of the
suicidal person as a whole. The one-sided focus of risk
assessment may also cloud the subtle and implicit signs
a suicidal patient is trying to communicate.

Understanding a patient’s life struggle and suffering
is also in keeping with HCPs’ need for support after a
patient has died by suicide. The delicate nature of con-
structive support is seen in descriptions of small but
concrete forms of support in terms of emotional, verbal
and physical gestures. This finding suggests that the
support from colleagues and a place for real under-
standing and communion are constructive. The vulner-
ability experienced by HCPs after several patient
suicides in a short period highlights the need for indi-
vidualized support for each HCP’s specific circum-
stances, such as their experience, their personality and
their time. It also highlights the role of shared experi-
ence in patient suicide.

Limitations

It is important to bear in mind that this study reflects a
Swedish healthcare context involving Swedish legisla-
tion and governance, and readers should decide
whether the results are applicable to their contexts. It
could be seen as a limitation that the research involved
four different interviewers as their interview techniques
are likely to have been different even though each
interview was based on the same research question. In
these interviews, the aim was to create an atmosphere
of trust, so the interview guide served more as a sup-
port. However, to minimize any associated risks, the
authors discussed all interviews carefully to understand

the data and become familiar with the interviews con-
ducted by the other authors. The analysis was flexible,
moving back and forth, and several meetings of the
research group at monthly intervals ensured quality
and enabled a reflective approach.

A strength of the study, which is consistent with phe-
nomenography, is that it captures extensive variation in
the participants’ profiles in terms of age, gender, num-
ber of years in the profession, different occupational
groups and a variety of psychiatric workplaces. In this
way, it is likely that 20 participants with differing back-
grounds cover a wide variety of experiences, as there
are a limited number of ways to experience a phe-
nomenon within a group of people (Marton et al. 2000).
In addition, quotations from the interviews support
credibility, and the reader can judge whether the cate-
gories are relevant (Sjostrom & Dahlgren 2002).

Relevance for clinical practice

After a suicide, it is important not to rely on a simple
one-sided focus as described in the category ‘Creating a
safe spot’, which involves passive care measures like
extra monitoring and risk assessment instruments. More
active care measures should also be applied, as
described in the category ‘Becoming more vigilant’,
where HCPs experience and acquire knowledge about
suicide and learn how to grasp why it has happened.
Crisis management with a focus on meaning and under-
standing could help HCPs prevent future suicides.
HCPs can become more mature if feelings of shame
and guilt after a patient’s suicide are not seen as some-
thing to overcome but as a starting point to learn from
and become more vigilant. Therefore, it seems relevant
to formalize support from colleagues as they have an
important role in this post-suicide caring process.

CONCLUSION

Experiencing a patient’s suicide affects HCPs deeply
and raises the question of how a patient’s suicide can
be understood. Elaborating on these questions is
important as in the long term it can support HCPs in
terms of learning how to make better suicide assess-
ments, becoming more open to talking about death
with patients, and developing a degree of humility in
understanding a patient’s life situation. This post-sui-
cide caring process is a significant addition to processes
where the focus is on developing safe spots such as
revising routines for assessing the degree of suicide
risk.

© 2020 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd on behalf
of Australian College of Mental Health Nurses Inc.

8 P. RYTTERSTR€OM ET AL.



REFERENCES

Appleby, L., Shaw, J., Amos, T. et al. (1999). Suicide within
12 months of contact with mental health services: National
clinical survey. BMJ, 318 (7193), 1235–1239.

Berglund, S., �Astr€om, S. & Lindgren, B. M. (2016). Patients’
experiences after attempted suicide: A literature review.
Issues in Mental Health Nursing, 37 (10), 715–726.

Carlen, P. & Bengtsson, A. (2007). Suicidal patients as
experienced by psychiatric nurses in inpatient care.
International Journal of Mental Health Nursing, 16 (4),
257–265.

Chung, D. T., Ryan, C. J., Hadzi-Pavlovic, D., Singh, S. P.,
Stanton, C. & Large, M. M. (2017). Suicide rates after
discharge from psychiatric facilities: A systematic review
and meta-analysis. JAMA Psychiatry, 74 (7), 694–702.

Cole-King, A. & Lepping, P. (2010). Suicide mitigation: Time
for a more realistic approach. British Journal of General
Practice, 60 (570), e1–e3.

Coombs, D. W., Miller, H. L., Alarcon, R., Herlihy, C., Lee, J. M.
& Morrison, D. P. (1992). Presuicide attempt communications
between parasuicides and consulted caregivers. Suicide and
Life-Threatening Behavior, 22 (3), 289–302.

Dahlberg, K., Dahlberg, H. & Nystr€om, M. (2008). Reflective
lifeworld research, 2nd edn. Lund: Studentlitteratur.

Davidsen, A. S. (2011). And then one day he’d shot himself.
Then I was really shocked’: General practitioners’ reaction
to patient suicide. Patient Educational Counseling, 85 (1),
113–118.

Draper, B., K~olves, K., De Leo, D. & Snowdon, J. (2014).
The impact of patient suicide and sudden death on health
care professionals. General Hospital Psychiatry, 36 (6),
721–725.

Fremouw, W. J., Ellis, T. E. & Perczel, M. D. (1990).
Suicide Risk: Assessment and Response Guidelines.
Boston: Allyn and Bacon.

Goldstein, L. S. & Buongiorno, P. A. (1984). Psychotherapists
as suicide survivors. American Journal of Psychotherapy,
38 (3), 392–398.

Grad, O. T., Zavasnik, A. & Groleger, U. (1997). Suicide of a
patient: Gender differences in bereavement reactions of
therapists. Suicide and Life-Threatening Behavior, 27 (4),
379–386.

Graham, R. D., Rudd, M. D. & Bryan, C. J. (2011). Primary
care providers’ views regarding assessing and treating
suicidal patients. Suicide and Life-Threatening Behavior,
41 (6), 614–623.

Hagen, J., Knizek, B. L. & Hjelmeland, H. (2017). ‘Mental
health nurses’ experiences of caring for suicidal patients in
psychiatric wards: An emotional endeavor’. Archives of
Psychiatric Nursing, 31 (1), 31–37.

Hendin, H., Lipschitz, A., Maltsberger, J. T., Haas, A. P. &
Wynecoop, S. (2000). Therapists’ reactions to patients’
suicides. American Journal of Psychiatry, 157 (12), 2022–2027.

Horn, P. J. (1994). ‘Therapists’ psychological adaptation to
client suicide’. Psychotherapy: Theory, Research, Practice,
Training, 31 (1), 190–195.

Hultsj€o, S., W€ardig, R. & Rytterstr€om, P. (2019). The
borderline between life and death: Mental healthcare
professionals’ experience of why patients commit suicide
during ongoing care. Journal of Clinical Nursing,
28 (9–10), 1623–1632.

Isometsa, E. T., Heikkinen, M. E., Marttunen, M. J.,
Henriksson, M. M., Aro, H. M. & Lonnqvist, J. K. (1995).
The last appointment before suicide: Is suicide intent
communicated? Amercian Journal of Psychiatry, 152 (6),
919–922.

Joyce, B. & Wallbridge, H. (2003). Effects of suicidal
behavior on a psychiatric unit nursing team. Journal of
Psychosocial Nursing and Mental Health Services, 41 (3),
14–23.

Luoma, J. B., Martin, C. E. & Pearson, J. L. (2002). Contact
with mental health and primary care providers before
suicide: A review of the evidence. American Journal of
Psychiatry, 159 (6), 909–916.

Marton, F., Hounsell, D., Entwistle, N. & Asplund Carlsson,
M. (2000). Hur vi l€ar (How We Learn). Stockholm:
Prisma.

McLellan, E., MaCqueen, K. M. & Neidig, J. L. (2003).
Beyond the qualitative interview: Data preparation and
transcription. Field Methods, 15 (1), 63–84.

Nirui, M. & Chenoweth, L. (1999). The response of
healthcare services to people at risk of suicide: A
qualitative study. The Australian & New Zealand Journal
of Psychiatry, 33 (3), 361–371.

Orbach, I. (2008). Existentialism and suicide. In: A. Tomer,
G. Eliason & P. T. P. Wong (Eds). Existential and
Spiritual Issues in Death Attitudes (pp. 281–316). New
York: Lawrence Erlbaum Associates.

Pallikkathayil, L. & Morgan, S. A. (1988). Emergency
department nurses’ encounters with suicide attempters: A
qualitative investigation. Scholarly Inquiry for Nursing
Practice, 2 (3), 237–253.

Patton, M. Q. (2015). Qualitative Research & Evaluation
Methods: Integrating Theory and Practice. Thousand
Oaks, CA: SAGE Publications Inc.

Pilkinton, P. & Etkin, M. (2003). Encountering suicide: The
experience of psychiatric residents. Academic Psychiatry,
27 (2), 93–99.

Pratt, S. D. & Jachna, B. R. (2015). Care of the clinician
after an adverse event. International Journal of Obstetric
Anesthesia, 24 (1), 54–63.

Rehnsfeldt, A. (1999). The Encounter with the Patient in a
Life-Changing Process. Finland: Department of Caring
Science, Faculty of Social and Caring Sciences, Abo
Academy University.

Reutfors, J., Brandt, L., Ekbom, A., Isacsson, G., Spar�en, P.
& €Osby, U. (2010). Suicide and hospitalization for
mental disorders in Sweden: A population-based case-
control study. Journal of Psychiatric Research, 44 (12),
741–747.

Ruskin, R., Sakinofsky, I., Bagby, R. M., Dickens, S. & Sousa,
G. (2004). Impact of patient suicide on psychiatrists and
psychiatric trainees. Academic Psychiatry, 28 (2), 104–110.

© 2020 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd on behalf
of Australian College of Mental Health Nurses Inc.

IMPACT OF SUICIDE ON HEALTH PROFESSIONALS 9



Rytterstrom, P., Unosson, M. & Arman, M. (2011). The
significance of routines in nursing practice. Journal of
Clinical Nursing, 20 (23–24), 3513–3522.

Sellin, L. (2017). A Personal-Recovery-Oriented Caring
Approach to Suicidality. V€aster�as: M€alardalen University.

Sjostrom, B. & Dahlgren, L. O. (2002). Applying
phenomenography in nursing research. Journal of
Advanced Nursing, 40 (3), 339–345.

Søberg, A. I. B., Kjørven Haug, S. H., Danbolt, L. J., Lien,
L. & Sørensen, T. (2018). Existential themes in the
treatment of people at suicide risk. Understandings and
practices of specialist healthcare professionals. Mental
Health, Religion and Culture, 21 (6), 588–600.

Takahashi, C., Chida, F., Nakamura, H. et al. (2011). The
impact of inpatient suicide on psychiatric nurses and their
need for support. BMC Psychiatry, 11, 38.

Talseth, A.-G., Norberg, A. & Beskow, J. (2001). Psychiatric
Care of People at Risk of Committing Suicide [Elektronisk
resurs] Narrative Interviews with Registered Nurses,

Physicians, Patients and their Relatives. Ume�a: Ume�a
Universitet.

Tillman, J. G. (2006). When a patient commits suicide: An
empirical study of psychoanalytic clinicians. International
Journal of Psychoanalysis, 87 (Pt 1), 159–177.

Wang, S., Ding, X., Hu, D., Zhang, K. & Huang, D. (2016).
A qualitative study on nurses’ reactions to inpatient
suicide in a general hospital. International Journal of
Nursing Sciences, 3 (4), 354–361.

Whitworth, R. A. (1984). Is your patient suicidal? Canadian
Nurse, 80 (6), 40–42.

Wolk-Wasserman, D. (1987). Some problems connected with
the treatment of suicide attempt patients: Transference
and countertransference aspects. Crisis, 8 (1), 69–82.

World Medical Association. (2013) World Medical
Association Declaration of Helsinki: Ethical principles for
medical research involving human subjects. JAMA, 310
(20), 2191–2194.

© 2020 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd on behalf
of Australian College of Mental Health Nurses Inc.

10 P. RYTTERSTR€OM ET AL.


