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

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

Abstract

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

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

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

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

Background

A history of attempted suicide is the most significant
predictor of suicide death [1], making suicide attempt
survivors’ care a priority in suicide prevention. Tertiary
prevention research aims at supporting improvement in
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that suicide attempt survivors’ subjective experiences of
care are related to, e.g., treatment outcome and future
engagement with services [4, 5]. In-depth understanding
of service user perspectives is thus needed to inform the
development of approachable, high-quality services [6, 7].

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

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

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

Finnish mental health services for suicide attempt
survivors

Finland has universal health care that includes the prom-
ise of need-based psychiatric services for all residents,
with recently published Current Care Guidelines [16]
for suicide prevention and intervention after attempted
suicide. However, treatment delays and the limited avail-
ability of evidence-based psychosocial interventions
have been identified as barriers to appropriate care, with
an ongoing national debate on possible solutions [17].
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Despite prioritizing efforts, these barriers also affect indi-
viduals presenting with suicidal behavior [18].

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

Aims of the study

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

Methods

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

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

Study recruitment

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

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

Participants

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

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

Registered sex

Male 7 50

Female 7 50
Age

18-29 5 36

30-45 4 29

46-59 3 21

60+ 2 14
Current occupation

Employed 7 50

Student 3 21

Pensioner 2 14

Unemployed 2 14
Living arrangement

With spouse 4 29

With other adult family member(s) 3 21

Alone or with roommate 6 43

No fixed abode 1 7

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

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

Service user interviews

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

Data analysis

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

Results

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

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

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

Key aspects of services perceived as helpful after a suicide
attempt

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

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

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

No perceived empathy or efforts

MEETING SERVICE USER AS WORTHY OF HELP

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

HELPING RECOVERY

Perceived empathy and/or clear
efforts to help; interactions

to help; interactions dismissive,
blaming or hostile.

No focus on personally
meaningful topics; no questions

SUPPORTING EXPLORATION OF PERSONAL MEANING

welcoming and respectful;
validating suffering.

Focus on personally meaningful
topics; atmosphere of warm

supporting exploration; no time
or space to explore.

No exploration of suicidality;
evasive, judgmental or

SUPPORTING EXPLORATION OF SUICIDALITY

curiosity; adequate time and
space to explore.

Explicit focus on suicidality and
the suicide attempt; professional

overwhelmed responses to
suicide topic.

Multiple transfers; discontinuous
service paths; unpredictable

OFFERING (PSYCHOLOGICAL) CONTINUITY AND PREDICTABILITY

perceived as interested but not
overwhelmed by topic.

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

progression of care; ambiguous
treatment plans or referrals.

Left to navigate relevant
recovery tasks alone;

OFFERING RESPONSIVE PARTNERSHIP IN NAVIGATING RECOVERY

predictable progression of care;
unambiguous treatment plans.

Support and help available for
relevant recovery tasks;

professionals unresponsive to
current needs.

Service user uninformed and/or
unheard around medication

INVITING SERVICE USER INVOLVEMENT IN MEDICATION DECISIONS

professionals responsive to
current needs.

Service user adequately informed

decisions; no opportunity for
dialogue.

No attention to affected loved
ones; No peer resources

ACCOUNTING FOR SERVICE USER’S RELATIONAL CONTEXT

about medication; involved in
decision-making.

Loved ones supported and
involved if wished for; peer

available; no efforts to enhance
social belonging.

Fig. 1 Key aspects of services perceived as helpful

resources available if desired;
social belonging supported.

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

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

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

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

Supporting the exploration of suicidality

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

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

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

Offering (psychological) continuity and predictability

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

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

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

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

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

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

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

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

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

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

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

Accounting for service users’ relational context

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

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

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

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

Discussion

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

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

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

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

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

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

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

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

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

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

Ethical considerations

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

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

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

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

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

Conclusion

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