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RESUMO

Os comportamentos suicidarios sdo reconhecidos como um dos maiores problemas de salde publica
do mundo ocidental, representando um grande desafio para os profissionais de salde. Psicologos e
médicos podem ter um papel crucial na prevengado clinica do suicidio, sendo para isso decisivo a
deteccdo atempada do risco e a adopgdo de uma série de medidas clinicas exigentes para o
profissional de saude. A investigagdo tem identificado falhas e barreiras no cuidado prestado as
pessoas suicidas relacionadas com os profissionais de saude. A pesquisa sobre os profissionais que
lidam com comportamentos suicidarios na sua pratica clinica apresenta um grande campo por
investigar. O seu desenvolvimento pode contribuir para a definicdo de medidas baseadas na evidéncia
empirica no sentido de melhorar o trabalho clinico com pacientes suicidas. O objectivo geral deste
doutoramento foi 0 de contribuir para a constituicdo de uma base de dados inicial e de referencia, que
ndo existia até & data em Portugal, através do estudo das explicagfes, praticas e dificuldades de
psicdlogos e médicos perante comportamentos suicidarios, incluindo o estudo do impacto do suicidio
de um paciente. Este doutoramento teve 349 participantes: 242 psicélogos, psiquiatras e médicos de
medicina geral e familiar Portugueses e 107 psiquiatras Belgas, que preencheram questionarios de
auto-resposta. A parte empirica desta investigacéo foi organizada em 5 estudos, apresentados em 5
artigos cientificos publicados, aceites, sob revisdo ou submetidos para publicagéo. O primeiro estudo
investigou as explicagbes atribuidas pelos profissionais de saude Portugueses aos comportamentos
suicidarios, encontrando 5 modelos explicativos. O sofrimento psicologico foi 0 mais provavel de
explicar os comportamentos suicidarios e foram encontradas diferengas significativas entre os grupos
profissionais. Usando a mesma amostra o estudo 2 focou-se nas praticas clinicas dos profissionais
com pacientes suicidas, mostrando que as variaveis especificas relacionadas com suicidio, como a
formacg&o e a experiencia com pacientes suicidas, tem efeitos positivos nas praticas de avaliagao de
risco e no suporte e envolvimento das familias. Foi verificada uma tendéncia para a Psicoterapia ser a
modalidade de intervengdo com maior probabilidade de ser aconselhada. No estudo 3 foram
investigadas as dificuldades percebidas pelos psicélogos e médicos portugueses perante pacientes

suicidas, acrescentando também dados empiricos sobre as percepgdes dos profissionais de salde



acerca das suas de competéncias e necessidade de formagao em intervencado nesta area. Os médicos
de medicina geral e familiar foram os que relataram mais dificuldades. Os profissionais de satde com
formac&o especifica e com mais experiencia com pacientes suicidas apresentaram menores niveis de
dificuldades.

O estudo 4 e 0 estudo 5 descrevem o impacto do suicidio de um paciente em profissionais de salde
portugueses e em psiquiatras Flamengos, respectivamente. Estes estudos acrescentam evidencias de
que o suicidio de um paciente é uma experiencia frequente e dificil e mostram que uma percentagem
alta de profissionais de salde operaram mudangas na pratica clinica como consequéncia do suicidio.
Estes estudos disponibilizam informagao acerca dos recursos efectivamente usados como suporte
quando um paciente morre por suicidio e sobre utilidade dos mesmos sob o ponto de vista dos
profissionais. A inexisténcia de um sistema formal de apoio para os profissionais que experienciam o
suicidio de um paciente é comum nos locais de trabalho, tanto em Portugal como na Flandres.

Este doutoramento reflecte o estado actual do conhecimento em Portugal na area especifica da
Suicidologia que estuda os profissionais que lidam com comportamentos suicidarios, fornecendo dados
empiricos sobre conceitos, nivel de formagao, praticas, dificuldades, competéncias e necessidades
percebidas dos profissionais de saude. Os cinco trabalhos empiricos que o constituem s&o
consistentes relativamente a uma das implicagdes chave para as politicas de salde e prevengéo: a
formacdo e a educagcdo em comportamentos suicidarios dirigida a profissionais de saude é
fundamental para melhorar a avaliagdo e acompanhamento dos pacientes e ajudar as suas familias. A
formacgéo especifica em comportamentos suicidarios deve ser implementada através de um plano
nacional que deve priorizar os médicos de medicina geral e familiar e deve ser adaptado as

necessidades de cada grupo profissional.
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ABSTRACT

Suicidal behaviours are recognized as one of the largest public health problems of the western world. In
addition, suicidal behaviour poses a major challenge to health professionals. Psychologists and doctors
can have a crucial role in clinical suicide prevention. Timely recognition of risk and the adoption of a set
of clinical measures are decisive. Investigation has identified failures and barriers in the care of suicidal
people related to health professionals. Having a vast field of investigation research about the health
professionals who deal with suicidal behaviours may contribute for setting up evidence-based measures
that improve clinical work with suicidal patients. In Portugal these data are non-existent. The general
goal of this PhD was to contribute to this baseline data, studying explanations, practices and difficulties
of professionals facing suicidal behaviours in clinical practice, including the impact of a patient suicide.
This PhD study had 349 participants: 242 Portuguese psychologists, psychiatrists and general
physicians and 107 Belgian psychiatrists who filled-out self-reported questionnaires. The empirical
research was organized into 5 studies, each presented in a scientific article either published, accepted,
under review or submitted for publication.

The first study investigated suicidal behaviours’ explanations of Portuguese health professionals
finding five explanatory models. The psychological-suffering was the most likely to explain suicidal
behaviours in the thinking of health professionals and significant differences were found between
professional groups. Using the same sample, study 2 focused on intervention practices of health
professionals with suicidal patients, demonstrating that specific suicide-related variables, as training and
experience with suicidal patients have positive effects on risk assessment practices and on supporting
and involving families. Professionals were more likely to advise psychotherapy than other interventions.
In study 3 perceived difficulties of Portuguese psychologists and doctors facing suicidal patients were
surveyed and provided empirical data about health professionals’ perceived skills and training needs in
suicide intervention. GPs were those who reported more difficulties. Health professionals who had
specific training on suicide and a higher experience level with patient suicide attempts presented lower

levels of difficulties. Study 4 and Study 5 described the impact of a patient suicide on Portuguese
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health professionals and on Flemish psychiatrists, respectively. The studies added further evidence that
patient suicide is a frequent and difficult experience and showed that a high percentage of health
professionals performed changes in clinical practice as a consequence of the event. These studies
provided information about the sources of support effectively used in the aftermath of a patient suicide
and about their usefulness. The non-existence of a formal system of support for professionals
experiencing a patient suicide is common to work places both in Flanders and Portugal.

This PhD reflects the current state of knowledge in Portugal in the specific field of suicidology that
studies professionals who deal with suicidal behaviours, providing empirical data about concepts, level
of training, practices, difficulties, perceived skills and needs of health professionals.

The five empirical works that constitute this PhD are consistent with regard to one of the key
implications to health and prevention policies: training and education on suicidal behaviours aimed at
health professionals are fundamental to improve the assessment, management and follow-up of these
patients and to help their families. Specific training on suicide intervention should be implemented
through a national plan, which should prioritize GPs as a target group and should be tailored to the

needs of each professional group.
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RESUMEN

Los comportamientos suicidas han sido identificados como uno de los mayores problemas de salud
publica en occidente, siendo un gran desafio para los profesionales de la salud. Los psicologos y los
médicos pueden tener un papel crucial en la prevencion clinica del suicido, siendo fundamental para
logarlo, la deteccion temprana del riesgo y la adopcion de una serie de medidas clinicas exigentes para
los profesionales de la salud. La investigacion ha identificado fallas y barreras en el cuidado brindado a
las personas suicidas, que se relacionan con los profesionales de la salud. La investigacion sobre los
profesionales que lidian con los comportamientos suicidas en su practica clinica es un area de la que
poco se conoce. Su desarrollo puede contribuir a la adopcién de medidas basadas en evidencia
empirica, que permitan mejorar el trabajo clinico con pacientes suicidas. El objetivo general de este
doctorado fue contribuir para la elaboracion inicial de una base de datos de referencia, que hasta la
fecha no existia en Portugal, a través del anélisis de las explicaciones, practicas y dificultades de los
psicdlogos y médicos ante los comportamientos suicidas, incluyendo el estudio del impacto del suicidio
de un paciente. En este doctorado participaron 349 personas: 242 psicdlogos, psiquiatras y médicos de
medicina general y familiar de Portugal y 107 psiquiatras de Bélgica, que cumplimentaron cuestionarios
auto-administrados. La parte empirica de esta investigacidn esta organizada en cinco estudios, que son
presentados en 5 articulos cientificos publicados, aceptados, en revision o enviados para publicacion.
El primer estudio investigd las explicaciones brindadas por los profesionales de salud portugueses a
los comportamientos suicidas, encontrandose 5 modelos explicativos. El sufrimiento psicolégico es el
factor que explica en mayor medida los comportamiento suicidas y se encontraron diferencias
significativas entre los grupos de profesionales. Empleando la misma muestra, el Estudio 2 analiz las
practicas clinicas de los profesionales con pacientes suicidas, mostrando que las variables especificas
relacionadas con el suicidio, como la formacién y la experiencia previa con pacientes suicidas, tiene
efectos positivos en las practicas de evaluacién del riesgo y en el soporte e involucramiento de las
familias. Se observé que la psicoterapia es la modalidad de intervencién que més se aconseja. En el

Estudio 3 se investigaron las dificultades percibidas por los psicélogos y médicos portugueses ante los



pacientes suicidas, incluyendo asimismo datos empiricos sobre las percepciones de los profesionales
de la salud sobre sus competencias y necesidades de formacién e intervencion en el area. Los
médicos de medicina general y familiar fueron lo que manifestaron mas dificultades. Los profesionales
de salud con formacion especifica y con mas experiencia con pacientes suicidas presentan menores
niveles de dificultad.

El Estudio 4 y el Estudio 5, describen el impacto del suicidio de un paciente en los profesionales de
salud portugueses y en psiquiatras flamencos, respectivamente. Estos estudios aumentan la evidencia
de que el suicidio de un paciente es una experiencia frecuente y dificil. También sefialan que un alto
porcentaje de los profesionales de la salud realizan cambios en su practica clinica como consecuencia
de un suicidio. Estos estudios brindan informacion sobre los recursos de apoyo efectivamente
utilizados cuando un paciente muere por suicidio y sobre la utilidad de los mismos, tal como lo perciben
los profesionales. Tanto en Portugal como en Flandes, se identifico la carencia de sistemas formales
de apoyo ante el suicidio de un paciente, dentro de los ambitos laborales de los profesionales.

Este doctorado refleja el estado del arte en Portugal en el area especifica de la Suicidiologia, que
estudia a los profesionales que se enfrentan a comportamientos suicidas, brindando datos empiricos
sobre los conceptos, nivel de formacién, practicas, dificultades, competencias y necesidades percibidas
de los profesionales de la salud. Los cinco trabajos empiricos que lo componen son consistentes en
sefialar una de las implicaciones clave para las politicas de salud y prevencién: es fundamental la
formacion y educaciéon en comportamientos suicidas, dirigida a los profesionales de la salud, para
mejorar la evaluacion y el acompafiamiento de los pacientes y ayudar a sus familias. La formacién
especifica en comportamientos suicidas debe ser implementada mediante un plan nacional que debe
priorizar a los médicos de medicina general y familiar, y debe ser ajustada a las necesidades

especificas de cada grupo profesional.
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“The goal is to stitch suicide into the body of academic psychology”
Shneideman (1987, p. 177)

“Suicidology is similar psychology, that is, suicidology is the science
of self-destructive behaviours, thoughts, feelings, and so on, in the
same way that psychology is the science dealing with the mind and

mental processes, feelings, desires and so on.” (Maris, 2000 p.4)

“A good writer, and one who writes with care, often finds that the
expression he’s [she’s] spent a long time hunting for without finding
it, and which he [she] finds at last, turns out to be the simplest and
most natural one, which looks as if it ought to have occurred to him
[her] at the beginning, without any effort.” (Jean de la Bruyére, from
Les Caracteres ou les moeurs de ce siecle, 1688, in Mann et al.,

2005, p.2074)
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GENERAL INTRODUCTION

This PhD is about health professionals, who deal with suicidal behaviours in clinical practice. It investigates
the explanatory models whereby health professionals interpret suicidality, analyses the clinicians’ practices
and difficulties towards suicidal patients and studies the emotional and professional impact of patient suicide.
The general goal of this PhD is to provide baseline data on these subjects in order to contribute to the
establishment of evidence-based actions aimed at the improvement of suicidal behaviours prevention. In this
PhD suicidal behaviours prevention is considered from a broad and policy-oriented perspective that supports
multifaceted and multilevel answers to the problem, including measures aimed at health professionals. The
underlying theoretical paradigm to this research is social psychology, namely its conceptual model of the

social representation theory and its concepts of social and professional representations.

The thesis is divided into three main parts: general introduction, empirical studies and general discussion.

The introduction is in turn organized in eight sections. The first discusses the definitional issue and related
concepts. The second reports suicidal behaviours as a public health and a clinical problem providing some
statistics. The first and second sections were labelled as Approaching the problem. The third section of the
introduction briefly describes theoretical models of suicide and suicidal behaviours presenting their main
conceptualizations and relations using an illustration for each model. This section was named Explaining the
problem. The fourth, fifth and sixth sections under the general label of Responding to the problem provide an
overview of intervention on suicidal behaviours describing principal aspects of prevention, clinical
intervention and postvention, respectively. The fourth section is dedicated to the prevention and the training
of health professionals, in the fifth section clinical intervention and barriers related to health professionals are
approached and in the sixth section a brief review of patient suicide impact studies is presented and
postvention aspects are described. This introduction ends with the specific aims of the PhD and an overview

of the empirical studies conducted (sections 7 and 8).

Next, the empirical part is presented through five scientific articles: to date three of them were published, one

was accepted under review and the other was submitted for publication.

The third and final part of this thesis — the discussion - is organized in fourth sections: main results; general
discussion; policy recommendations and methodological limitations and suggestions for further research.

1



Beyond the discussions presented in each paper, in this part of the thesis the main results are summarized

and discussed according to a global perspective.

I - Approaching the problem

1. Definitional challenge

Accurate definitions are essential and the first step of any scientific research. In the field of suicidology
definitional and terminology obstacles, resulting from the complexity and broad range of outcomes that the
suicidal term encompasses, have impaired Suicidology, crossing its epistemic triad: research area, clinical
practice and public health (e.g. De Leo, Burgis, Bertolote, Kerkhof & Bille-Brahe, 2004, 2006; Silverman,
2006). One of the major problems in the assessment, treatment, and prevention of suicides is the absence of

a consistent and a consensual classification for suicidal behaviours (Maris, 2002).

Different health professionals called to describe the same self-injury behaviour of an hypothetical patient/
client will likely do it in different manners: some will say it was a suicidal act, others will state it was a self-
harm behaviour and others still will declare that it was a suicide attempt or a parasuicide. Less prepared
professionals may even describe it as an accident. If we have a large sample, terms like self-injury

behaviour, self-inflicted life-threatening behaviour and self- inflicted intentional action will probably arise.

In the last years, different efforts were carried out in order to establish the key elements to a standardised
nomenclature and to provide answers to different applications of definitions and terminology (e.g. Dear,
2001; DelLeo, et al., 2004, 2006; Marusic, 2004; O’Carroll et al., 1996; Silverman, Berman, Sanddal,
O’Carroll & Joiner, 2007a, b). In our country one of the first goals of the recent national suicide prevention
plan (PNPS) (DGS, 2013) is the establishment of a standard nomenclature, in order to overcome barriers of
suicidal behaviours registers and to promote an accurate characterization of the phenomenon.

A clear terminology and definition are essential elements for the constitution of a standard nomenclature that
in turn allows effective communication between professionals in clinical settings and in different contexts
(e.g. clinical and research). It is also fundamental to enable advances in research and knowledge in

suicidology, to improve the efficacy of clinical interventions.



The discussion about whether the motives, methods and concepts such as the intention to die, should be
included or not in the definitions remains a current debate (e.g. De Leo et al., 2004), which has recently been
revived by the preparation and release of DSM-V, specifically by the debate about whether or not to include
non-suicidal self-injury (NSSI) as a separate diagnostic category in the manual. This discussion enlivened
both the last European and the National Symposiums on suicide and suicidal behaviours through the
congressmen Apter and De Leo (2012) and Saraiva (2013), respectively. The current discussion has been
focusing the benefits and harms of this inclusion, the distinction between NSSI and suicidal behaviour (e.g.
Klonsky, Muehlenkamp, Lewis, & Walsh, 2011) and the distinction between borderline personality disorder
(BDP) diagnosis and NSSI (e.g. Selby, Benderm, Gordon, Nock & Joiner, 2012).

In the title of this PhD we used the term suicidal behaviours, referring to behaviours that share the features
of intentional and deliberated self-harming independently of resulting or not in death. Thus the term suicidal
behaviour includes the act of fatal suicide and a heterogeneous variety of non-fatal suicidal behaviours,
called suicide attempts, that can range from attempts with high lethality (in which survival is unlikely) to
attempts with low lethality (in which the probability to be rescued is very high). In this study the terms used
throughout the data collection and self-report questionnaire were suicidal behaviours, suicide attempt and
suicide terms. This is a pragmatic approach facing the complexity and controversial issue of suicidal intent or
intention to die. Indeed in the majority of cases of suicide or suicide attempt the motives and the intention of
dying involve ambivalence and thus can be very difficult to access in an unequivocal way (Hawton & van
Heeringer, 2000). According to Shneidman (1985, 1986, 1987), the psychologist considered the father of
contemporary suicidology, the common cognitive state in suicide is ambivalence. The author explains this
common psychological characteristic as being present in most suicidal behaviours through the illustrative
image of an individual that cuts the throat and simultaneously asks for help, being genuine in both actions.
The suicidal intent is a controversial concept and it can have various interpretations. The suicidal intention
may be: to cause death, to stop life or live otherwise, to provoke changes, to end the unbearable suffering.
Further, the suicidal intentionality can change along the suicide process - this is the period of time from the
suicidal behaviour to the result (death, injury or another such as asking or accepting help). The intention can
change due to the person who engages in the behaviour, someone else’s intervention (e.g. emergency staff)

or both.



With regard to suicide Silverman (2006) identified fifteen frequently referred definitions in the scientific
literature and De Leo et al. (2006) pointed out eight frequently reported definitions. The set of suicide
definitions can be summarized in three types (1) suicide as a deliberate act of self-destruction that results in
death; (2) suicide as a conscious self-directed act with the intent to die; or (3) suicide as an intentional self-
inflicted life-threatening act resulting in death (Marusic, 2004; Silverman, 2006).
Faced with the difficult task of choosing a suicide definition for this first section of the thesis - approaching
the problem — a statement was selected, which has three underlying requirements considered essential to a
definition with practical implications for health professionals. The three main requisites are: (1) awareness of
the potential lethality of the action taken; (2) intention to die or to cause changes in the present life
circumstances perceived as unbearable; and finally, (3) seeking the best or the only available solution for an
unaffordable situation, as highlighted by Shneidman (1985) and Baechler (1980, 1996). Thus the following
definition was selected:

“Suicide is an act with fatal outcome, which the deceased, knowing or expecting a

potentially fatal outcome, has initiated and carried out with the purpose of bringing

about wanted changes.” (De Leo et al., 2006, p. 12).
This selection is also based on the fact that the present definition results from the empirical and theoretical
work performed along several years (since the 80s), in different countries, by an interdisciplinary team of
suicidologists, including psychologists, psychiatrists and sociologists — the WHO/EURO multicentre study
(De Leo, Bille-Brahe, Kerkhof, & Schmidtke, 2004; Schmidtke, Bille-Brahe, De Leo, & Kerkhof, 2004)
The task of defining non-fatal suicidal acts is even more complicated because it comprises “unsuccessful’
suicides (also called frustrated suicides) and other suicide-related behaviours motivated by a wish to live in a
different way rather than by a wish to die (e.g. De Leo et al., 2004). It includes behaviours with and without
physical harm or injuries and with lethality ranging, in an imaginary scale from greater than zero and less
than 100% (O’ Carrol et al., 1996).
So, the suicidology problem of having a proper and unambiguous nomenclature, which allows to know
correctly what constitutes suicidal behaviour, deliberate self-harm, suicide-related behaviour, parasuicide
and to define suicide and suicide attempt actually remains unsolved (Silverman, 2006; Silverman et al.,

2007a, b).



Based on De Leo et al. (2004, 2006) we suggest a guiding diagram for nomenclature, adapting the proposal

of a flow chart and adding the NSSI and 3 levels that can facilitate the registration tasks and diagnosis.
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Figure 1. Definitional diagram of suicidal behaviours and other related (adapted from De Leo, Burgis,
Bertolote, Kerkhof, & Bille-Brahe, 2004, p. 34).
This approach is partially in conflict with the recent nomenclature proposed in the PNPS (DGS, 2013). No
nomenclature will be free of limitations. De Leo et al. (2006) highlighted that professionals who do the
registration are obviously and generally more concerned with the physical consequences and/ or with
psychiatric or psychological stabilization rather than with the intention of the act. Thus a differentiation of
suicidal behaviour and other related by levels is suggested (as shown in the diagram above). In terms of
notifications a system as simple as possible is needed to promote that emergency professionals classify acts
in a standardized way and based on components with the minimum possible errors and doubts. With regard
to the clinical intervention a nomenclature is required that helps health professionals to identify the problem
of each client/ patient in order to provide the most suitable intervention.
Two final notes have to be done in this section of the thesis: one related to NSSI and the other one to the
national glossary proposal in the recent national suicide prevention plan (PNPS) (DGS, 2013).
Nock and Favazza (2009) presented the definition:

“Non-suicidal self-injury (NSSI) is the direct, deliberate destruction of one's own body

tissue in the absence of suicidal intent” (Nock & Favazza, 2009, p. 9).



The main differences between NSSI and suicidal behaviours were well explained by Nock and Favazza
(2009) and later on in a very useful and practical way for health professionals by Klonsky, Muehlenkamp,
Lewis and Walsh (2011). A non-lethal intent, a less severe physical damage and a very common or frequent
behaviour (tens or hundreds of times) in the cases of NSSI are among the main guidance for differential
analysis. There is a general consensus among researchers and clinicians that non-suicidal self-injury is
associated with an increased risk for suicide and other suicidal behaviours (e.g. Hamza & Willoughby, 2013;
Klonsky et al., 2011; Nock, 2010). Even more, NSSI and suicidality can simultaneously occur, and removing
suicidal thoughts or intents is among the most common functions of NSSI (dashed line added in the flow
chart represents this association) (cf. section 3, p. 29 - the Interpersonal-psychological theory of suicidal
behaviour and its essential concept of fearlessness of physical pain (Joiner, 2005)). The clinical peril of NSSI
designation remains on the term non-suicidal, which can remove the suicidality risk of the mind of health
professionals. Given what was stated above it is of vital importance that training on suicidal behaviours
highlights the imperative of understanding the person beyond a preliminary and evident diagnosis.

The glossary of PNPS includes an important and useful synthesis about the four principal components of
suicidality nomenclature: method, outcome, lethality and intention, highlighting both psychological
characteristics of subjective lethality and ambivalence in the intention of suicidal behaviours. However, the
proposal for a national standardised terminology does not appear to take into account what is stated above.
Five concepts are proposed: suicidal ideation, self-injury behaviours, suicidal acts that comprise suicide
attempt and suicide. The term suicide attempt is defined as a frustrated suicide thus using in our opinion, a
very restricted definition of suicidal behaviours (or acts, as proposed in the glossary) and of suicide attempt.
This is even more objectionable because self-injury behaviours are defined as behaviour without suicidal
intention, including beyond tissue cuts taking drugs (licit and illicit) with the goal of self-injury and jumping
from heights. The risk is clear: failure to see associated suicidality in several behaviours when using the term
‘non-suicidal’, when in fact the most probable is the presence of ambivalence and levels of suicidality, which
can range from low to very high. The risk is to ignore the presence of the cry - help me | don't want to live in

this way anymore and | don’t have a solution.



2. Suicidal behaviours as a public health and clinical problem

Suicidal behaviour constitutes a major public health problem and a huge cost at societal and individual levels
in many countries. According to WHO (2012) the global annual rate of suicide is about 15 per 100000
individuals, which means that approximately one million people worldwide die by suicide each year and it is
estimated, based on current trends, that in 2020 this figure will reach 1.53 million people. In Europe, suicide
is the cause of death of about 19 per 100 000 inhabitants (HEN, 2004; WHO 2012) and in the group aged
15-35 years suicide is the second most common cause of death after traffic accidents (HEN, 2004; WHO,

2012b).

Further, in most European countries, the global rate of suicides is higher than the global rate of deaths by
traffic accidents, homicides and AIDS (HIV-disease). Concretely, between 2000 and 2010 in the 27 countries
of the European Union (EU) the mean rate of suicide was 10.88 (sd=.70), while the mean rate of deaths by
traffic accidents was 9.56 (sd=1.78), by homicide was 1.12 (sd=.18) and by AIDS was 1.09 (sd=.20) per 100

000 inhabitants (Eurostat, 2013). These data are illustrated in the figure 2.

deaths in 27 countries of EU - 2000-2010

12,00 -
10,00 -+
8,00 - M suicide
6,00 - m traffic accidents
4,00 B homicide
2,00 - - . MW AIDS/ HIV-disease
,00 1 t ' 1
suicide traffic homicide AIDS/ HIV-
accidents disease

Figure 2. Suicide, traffic accidents, AIDS and homicide mean rates in EU per 100 000 inhabitants, 2000-
2010.

Suicide worldwide is estimated to represent about 2% of the total global burden of disease (HEN, 2004) and
recent epidemiological studies conclude that it is an important cause of potential years of life lost (PYLLs),

accounting for 11% of PYLL in men and for 5% of PYLL in women (Doessel, Williams & Whiteford, 2009).



Furthermore annual rates of non-fatal suicidal behaviour, which also cause physical and psychological,
suffering at individual and family level, are 10-20 times higher than those of completed suicide (e.g. Nock et
al, 2008; Kerkhoof, 2000; WHO, 2012). Thus a new measure of calculating the burden of disease of suicide
behaviours, which includes nonfatal suicide attempts, was recently proposed as more appropriate,
consequently raising suicidal behaviours in the ranking of health problems (Kerkhof, 2012). These figures
should be taken into account for setting priorities in health care and investment decisions in research
(Kerkhof, 2012). Moreover, for each suicidal behaviour several people are directly affected. Family members
are profoundly affected by the event, enhancing even more the burden of the problem. Suicidal behaviours
can also have a harmful effect on health professionals who deal with suicidal people, particularly, when the

patient/ client dies by suicide (cf. section 6, p. 65).

Prudence and a critical approach are recommended when looking at international comparisons given the
variation of quality of suicide statistics between countries and also the different population structures. This
issue was first raised by Stengel in the 60s of the last century and resumed over the years by different
authors (e.g. Gusméo & Quintdo, 2013; Rockett & Thomas, 1999; Tollefsen, Hem & Ekeberg, 2012; Varnik
et al., 2010). In order to overcome the different population structures standardised rates have been provided

(e.g. Chisthi, Stone, Corcoran, Williamson, & Petridou 2003; Gusméo & Quintéo, 2013; Varnik et al., 2010).

According to the mean of the last available data in Europe the suicide rate per 100 000 inhabitants ranges
from approximately 3 in Cyprus and Greece to 33 in Lithuania (Eurostat, 2013; WHO, 2012a, b). Figure 3
shows the position of Portugal and Belgium, the two settings of data collection of this PhD, in the European
panorama. It displays the mean by 100 000 inhabitants of standardised suicide rates, adjusted to a standard
age distribution, between the years of 1999-2010 for thirty-two countries (Eurostat, 2013). Portugal is
comparable to Belgium in terms of population, respectively 10.6 and 10.8 million people, and both are

western democratic countries and members of EU and NATO (PwC, 2011).

! Suicide figures vary significantly with age and sex, the use of standardized suicide rates improves comparability over time and
between countries, as they aim at measuring suicide rates independently of different age structures of populations. The standardized
suicide rates used in the Eurostat database are calculated on the basis of a standard European population (defined by the World
Health Organization) (Eurostat, 2013).



But the two countries are different in several psychosocial well being indicators: Portugal has a higher
unemployment rate, a greater inequality in income distribution, a lower number of physicians and hospital
beds, among other differences in social and quality life indicators (PwC, 2011). Another dissimilarity between
the two countries is the suicide rate, which is a macro indicator of the psychosocial wellbeing of communities
(Varnik et al., 2012). Portugal is recognized as one of the European countries with lower suicide rates, while
Belgium ranks among the nations with higher ones, as illustrated in figure 3 (Eurostat, 2013; WHO, 2012a,
b). Despite the fact that in recent years Belgium’s suicide rate has tended to decrease (Scheerder, 2009;
Van Heeringer, Meerschaert & Braecmank, 2004) it remains high when compared to other European

countries.
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Figure 3. Mean of standardized suicide rates in 32 countries of Europe per 100 000 inhabitants, 1999-2010.

Suicide rates are not distributed equally throughout the general population. In all the countries considered
the incidence of suicide is higher in men than in women, as shown in figure 4 (Eurostat, 2013; WHO, 2012a,
b). In fact, the only well established exception to this pattern is in China, where suicide rate in females are

higher than in males (e.g. Bertolote & Fleischman, 2004).



Another important demographic marker of suicide risk is age. Despite the fact that Alte da Veiga and Saraiva
(2003) have identified four age patterns of suicide according to different regions of Europe and Girard (1993)
according to different regions of the world, there is a clear global tendency for suicide rates to increase with
age (SPS, 2013; WHO 2012a, b). Figure 5 shows the upward-sloping tendency in the global figures of

suicide.
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Figure 4. Mean of standardized suicide rates in 32 European countries by gender per 100 000 inhabitants,
1999-2010.
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Figure 5. Global suicide rates per 100 000 inhabitants by age and gender in 2000.
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With regard to Portugal, the figures along 110 years show that global suicide rates have varied between
about 4 and 13 per 100 000 inhabitants (INE, 2013; WHO-MDB, 2013). Men die an average of 3-4 times
more by suicide than women. Nevertheless the oscillations of men and women across time are similar and
according to the global variation even if the range of variation in men is larger than in women, as illustrated in

figure 6 (INE, 2013; WHO-MDB, 2013).

An increasing tendency between 1902-1913 is observed, followed by a relative stabilization and a great
growth in the 30s, corresponding to the highest peak of this temporal window from 1902 to 2011. Then a
tendency to stabilization appears until the end of the century where a decreasing trend is visible from 1996 to
2000. A second peak of suicide rates between 2002 and 2004 marks the beginning of the 21st century,

followed by a general trend of stabilization but with higher values than in the beginning of the last century.
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Figure 6. Suicide rates in Portugal per 100 000 inhabitants and by gender, 1902-2011.
These fluctuations have been critically discussed by different epidemiological studies (e.g. Campos & Leite,
2002; Carvalho & Natario, 1998; de Castro, Pimenta & Martins, 1989; Freitas, 1982; Gusmao & Quintao,

2013; Ramalheira, 2013).
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Changes in the registration method and adjustments in the classification system have been pointed out as
important facts to take into account in the analyses of suicide rates along time and some socio-economical
and political features have been advanced as reasons for some salient discontinuities.

The great depression of the 30s in the last century and the period of the beginning and consolidation of the
Portuguese dictatorship are potential explanations for the peak in suicide rates from 1931 to 1941 (e.g.
Campos & Leite, 2002; Freitas, 1982). But the changes operated in 1931 in the causes of death
nomenclature should also be taken into account in the interpretation of these figures (e.g. Freitas 1982;
Ramalheira, 2013). It is also known that the second peak (2002-2004) is associated to a change in the
registration procedures implemented by a task force aiming at decreasing the number of deaths attributed to

undetermined causes (Gusmé&o & Quintdo, 2013; Ramalheira 2013; Varnick et. al., 2011).

According to the global tendency, in Portugal the age pattern of suicide risk is a positive function that seems

well established as illustrated by the clear upward sloping in figure 7 (SPS, 2013; WHO 2012a, b).
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Figure 7. Mean of suicide rates per 100 000 inhabitants in Portugal by age and gender, in 2003, 2006 and
2009.

There are also marked differences in suicide rates between different country regions (e.g. Carvalho &
Natario, 1998; Freitas, 1982). The last available data shows that Alentejo, Algarve and Madeira present the

highest suicide rate, followed by Agores, then by the Lisboa region, the Centre and finally the North region
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with the lowest suicide rate (INE 2013; Gusméo & Quintao, 2013). Figure 8 shows this unequal distribution of

suicide rates by regions.
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Figure 8. Standardized suicide rate per 100 000 inhabitants in Portugal by region (mean of 2000-2009).
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Figure 9. Mean of absolute numbers of suicide by region between 2000-2009.
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As highlighted by Bertolote and Fleischman (2004), when comparing data across regions with important
demographic differences, it is also useful to analyze the absolute numbers. As indicated in the map the
highest suicide rates are in Alentejo however the largest numbers of suicides are found in the Centre and

Lisboa region (figure 9).

Suicide is a recognized underreported phenomenon due to the heavy heritage of religious and sociocultural
stigmatization and due to failures and difficulties on the suicide registration procedures and practices. It is
often related to the possibility of misclassification of suicides as accidental death or event of undetermined
cause. This is a common problem of different countries that in Portugal seems to have a particular impact on
suicide figures (Chishti et al., 2003; de Castro, et al., 1989; Gusmao & Quintdo, 2013; Varnik et al, 2010,
2012). Portugal has been among the EU countries with the highest values of death of undetermined

aetiology (Chishti, et al., 2003; Varnick et al., 2010; WHO - MDB, 2013).

At the moment, our country is implementing a new system — the Information System of Death Certification
(SICO) - in order to improve the quality of certification procedures of deaths. One of the fundamental goals
of the first national suicide prevention plan is to achieve a more accurate characterization of the
phenomenon (DGS, 2013). It seems very likely that a certain percentage of deaths recorded as
undetermined deaths are in fact deaths by suicide. It is known that between 2001 and 2003 a taskforce of
the Directorate-General of Health (DGS) focusing on coding and registration issues resulted in an effective

reduction of undetermined deaths and an inverse increase in deaths by suicide.

Figure 10 presents the changes in suicide and undetermined death across thirty-two years in Portugal

(standardized rates from WHO — DBM, 2013).

Despite the results of the study of Chishti et al., (2003) that observe a small and not significant correlation
between suicide and undetermined death rates in Portugal, in the period 1984-1998, more recent data,
extending the years on analysis, show an inverse significant correlation between the two set of rates, in the
period ranging from 1980 to 2009 (Gusmado & Quintdo, 2013). Expanding the analysis to 2011 and
calculating the Pearson coefficient we confirm the medium negative correlation found by Gusmao & Quintéo
(2013) and with a coefficient of determination of 0.23, in other words the variation of undetermined death

rates helps to explain about 23% of the variance in suicide rates across the years.
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Figure 10. Mortality by suicide and undetermined death per 100 000 inhabitants in Portugal (1980-2011)
(WHO - MDB, 2013; note: no data available for 2005 and 2006 of undetermined death).

With regard to suicide attempts, it is even more difficult to have an accurate picture of the problem and to
have reliable comparisons. The lack of uniform definitions, the absence of standardised inclusion or catch

criteria and the unavailability of appropriate national data are the principal reasons for the fact.

The WHO/ EURO multicentre study on attempted suicide, an epidemiological research conducted in several
countries from 1989 on, constitutes a landmark in the knowledge of non-fatal suicidal behaviours in Europe

(Schmidtke, Bille-Brahe, De Leo, Kerkhof, 2004a).

In contrast to fatal suicide, suicide attempts are more frequent in females than in males and the highest rates
were found among younger age groups. One exception was found in the Philippines, where nonfatal suicidal

behaviour rate is higher among males (De Leo et al., 2013).

Despite the fact that Portugal did not participate in this international research, a team from Coimbra
Hospitals led by Saraiva performed an important epidemiological study from 1994 to 1997, using a
methodology similar to the other European participant centres, allowing the comparison of its results with the
outcomes of the WHO/ EURO study (Craveiro et al., 1998; Saraiva et al, 1996). The authors observed that
Portugal attained one of the first ranks regarding suicide attempt rates, especially in females, as is illustrated

in figure 11.
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The global person-based attempt suicide rate found in Coimbra, a county which can be considered
representative of the country in several socio-demographic characteristics, was 204 per 100 000 inhabitants.
The Portuguese suicide attempt rate for females was 270 per 100 000 (Craveiro et al., 1998), while the
average European rate was 209 per 100 000 (Schmidtke, et al., 2004b). In the case of males the suicide
attempt rates were 126/ 100 000 and 170/ 100 000 in Portugal and in Europe, respectively (Craveiro et al.,
1998; Schmidtke, et al., 2004b). The highest female suicide attempt rate in Portugal was found in the group
aged under 25 years (about 600/ 100 000), while in males it was in the group aged 30-35 (about 300/ 100

000) (Craveiro et al., 1998).
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Figure 11. Suicide attempt rate per 100 000 inhabitants in 12 centres included in WHO/EURO study from
1995-1999 and in Portugal (Coimbra) from 1994-1997; * data from 1995- 1998; ** data from 1989-1993.

Some of the centres participating in the WHO/EURO survey withdrew from the study and some other were
not included from the beginning. However, considering the total period of the study it is reliable to conclude
that the highest suicide attempt rates were observed in England, Belgium and Finland (Schmidtke et al.,
2004b). France participating through three catchment areas - Bordeaux, Cergy-Pointoise and Rennes - is
also placed at the top of the ranking showing high suicide attempt rates, mainly in females (Bille-Brahe et al.,
1996; Batt, Eudier, Phillipe & Pommereau, 2004). The lowest rates were found in Italy, Spain and Turkey

(Ankara) (Bille-Brahe et al., 1996; Schmidtke et al., 2004b).
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Literature reports that after a first suicide attempt there is a high probability of repetition as well as an
increased risk of fatal self-injury (e.g. Groholt & Ekeberg, 2009; Kerkhof & Arensman, 2004; Owens,
Horrocks & House, 2002), highlighting the great importance of health professionals providing adequate
interventions after a suicide attempt. Psychological autopsy studies allow concluding that up to 44% of those

who died by suicide had already had previous suicidal behaviours (Kerkhof & Arensman, 2004).

Studies dedicated to the prevalence, timing and kind of contact with health services and to the treatment
received before a potential and after a suicidal behaviour showed that at the time of the suicide attempt a
high percentage of individuals was receiving health care (Fekete, Osvath & Michel, 2004; Groholt & Ekeberg,
2009; Haw, Houston, Townsend & Hawton, 2002; Suominen, Isometsa, Martunnen, Ostamo & Lonngqyist,
2004; Suominen, Isometsa, Ostamo & Lonnqvist, 2002). For example, among depressed individuals about
70% was in contact with psychiatric services or with general practitioner due to mental health problems

before the suicide attempt (Haw et al., 2002).

With regard to the help provided after a suicide attempt studies concluded that despite the fact that the
majority of attempters was referred to psychiatric care or long-term support, levels of compliance were low

and insufficient to an effective intervention (Groholt & Ekeberg, 2009; Haw et al., 2002).

Moreover, review studies of psychological autopsies and studies that used medical and medical-legal
registers show the rates of contact with health professionals of individuals before they died by suicide. In a
review of forty studies Luoma, Martin and Pearson (2002), concluded that 20% of those individuals had
contacted mental health services and 45% primary health care the month before their fatal act, while
Andersen, Andersen, Rosholm and Gram (2000) found that 66% had contacted a general physician and 7-
13% had visited the hospital. In a previous systematic review the results reveal that for 20% of the deceased
the last contact with a general physician was the day before their death (Pirkis & Burgis, 1998). In a recent
Slovenian study the authors found that 39% of the individuals had had an appointment with their general
physician the month before their suicide (Rodi, Rorkar & Marusic, 2010). Table 1 systematizes data about

the contact with health services before suicide in the general population.
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Table 1 Contact with health professionals before suicide
Luoma et al., 2002 Pirkis & Burgess, 1998 Andersen et al., 2002 | Rodietal.,

2010
; . General
ACHE (e Hospital Comm.unl.ty General and General General
health care | . . psychiatric o e " o
. : inpatient physician | psychiatric physician | physician
; services  services care ,
Time hospital
Year 339 75% | 41% 11% 83%
before
Month  20%  45% 7-13% 66% 39%
before
Week 18%
before
Day 9% 4% 20%
before

The rates of contact with health professionals of the elderly and people with mental iliness before suicide are
higher than those of the general population: about 50% of elderly suicidal people visited a physician in the
week preceding suicide (Juurrlink, Herrmann, Szalai, Kopp & Redelmeier, 2004) and more than 30% of
individuals with mental illness was seen by a health professional between one and four weeks before the

suicide (Pearson et al., 2009).

Additionally it is known that the health professionals most sought by Portuguese people who seek help due
to a psychological or emotional problem are general practitioners, followed by psychiatrists and then by
psychologists (Eurobarometer, 2006, 2010). According to the last data available for Portugal, out of the 21%
who sought professional help, the majority (81%) received treatment from a general practitioner, 14% sought

help from a psychiatrist and 10% from a psychologist (Eurobarometer, 2010).

The European picture is similar but with the difference that in many countries the pharmacists also assume a

relevant role (Eurobarometer, 2006, 2010).

This PhD research is focused on health professionals, concretely in psychologists, psychiatrists and general

practitioners who deal or have a high probability of dealing with suicidal behaviour in clinical practice.

Suicide and suicide attempt are a serious public health problem with great economical and psychosocial
costs (McDaid et al., 2010; Yang & Lester, 2007). In addition suicidal behaviours pose a major challenge to
health professionals due to their multiplicity of probable causes and limited predictability (Hawton & van
Heeringen, 2009). The contact of people at risk of suicidal behaviours with health professionals is a
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necessary but not sufficient condition to provide appropriate help and treatment. The data about the contact
of suicidal individuals with health professionals can be interpreted as a loss of opportunities to prevent
suicidal behaviours and it indicates the existence of health professionals’ barriers to an effective intervention
with suicidal patients (Goldsmith, Pellmar, Kleinman, & Bunney, 2002; Scheerder, 2009), as approached in

sections 5 and 6 of this thesis.

Il - Explaining the problem

3. Theories and models of suicidal behaviours

There is no substitute for theory in research (Leenaars et al, 1997, p. 139).

In the 14" European Symposium of suicide and suicidal behaviours of International Association of Suicide
Prevention (ESSSB14, 2012) international top experts from different approaches claimed the need for

research investment in the development of explanatory models.

The study of suicidal behaviours has been approached from a wide spectrum of theoretical perspectives and
models, ranging from macro perspectives (sociological theories) to micro perspectives (biological studies),

and across psychological approaches.

Although the knowledge about risk factors is substantially greater now than half a century ago, identifying
risk factors of suicidal behaviour is not the same as explaining this behaviour (Diekstra, 2002). Generally
speaking, a bio-psycho-social theory that explains suicidal behavior does not exist yet. Actually, despite the
large scientific production in suicidology there is no universally accepted explanatory theory of suicide and
one may never be achieved, due to the nature of suicidal behaviour. With regard to this, Shneidman (1987)

states that the effort for universal formulation for all suicides is a chimera.

Throughout the last decades, since Durkheim (1897/ 2005) or Freud (1917/ 1957) respectively the fathers of
sociological and psychodynamic approaches of suicidality, a diversity of explanatory theories has been

developed. And especially since the birth of contemporary suicidology by the psychologists Shneidman and
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Farberow these theories have been revised and adapted and new explanatory models were developed

through evidence-based knowledge.

The recognition of multidimensionality is a common ground in current suicidology. Different contemporary
models built in order to develop an integrative theory, incorporate the interaction of sociological,
psychological and biological variables in the aetiology of suicide. However the key factors vary among
models with implications for prevention.

The main concepts of the three broad perspectives - sociological, psychological and biological - are briefly
described below. Seven integrative models are shortly explained and depicted through images (specifically

developed for this thesis or by their original authors, when available).

Sociological perspectives claim that social factors prevail over individuals’ characteristics in the genesis of
suicide. Durkheim (1897/2005), the founder of this approach, defended that suicide rate was determined by
the levels of social integration and regulation. The social integration is the connection to social networks and
the social relationships, which link the individual to the group. The social regulation corresponds to the
normative values and social rules required to belong to a social group. Very high or very low levels of these
two social dimensions would increase suicide rate. Based on these two social concepts Durkheim
established a typology with four types of suicide — egoistic, altruistic, anomic and fatalistic - that became the
most visible contribution of this French sociologist for the study of suicidal behaviours. The egoistic and
altruistic suicides are on the integration axis, the former correspond to situations of prevailing individualism
with low levels of integration into society. The latter is situated at the opposite pole, ie, there is no place for
the statement of individuality and an excessive integration in community exists. Anomic and fatalistic
suicides, in turn, are on the social regulation axis. Anomic suicides are situated on the pole of lack of rules,
crisis and instability moments. Instead, fatalistic suicides are situated in an overregulated environment that

removes the subject’s autonomy (e.g., prisons and other total institutions).

Sociological literature shows that for several years Durkheim’s theory was not subjected to major changes
(e.g. Halbwachs, 1930/ 1978; Maris, Berman, Silverman, 2000; Stack 1982, 2000a, b). However diverse
authors that followed Durkheim’'s work introduced some discontinuities. Halbwachs (1930/ 1978),

reproducing the statistical study of Durkheim introduced the need of articulation between social factors and
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stated that the genesis of suicidal behaviour can be found both in organic disorders (analysing mental iliness
and alcoholism) or in ruptures in social stability (analysing the economic and political crises). Henry and
Short (1954 in Crepet, 2000, Maris et al., 2000, Shneidman, 1987) added the psychological and idiosyncratic
notions to the central social dimension. Gibbs and Martin (1964 in Maris et al, 2000, Shneidman, 1987)
stressed the importance of empiricism in the social study of suicide, trying to achieve an operational
definition of social integration. But the major break with Durkheim was performed by Douglas in The social
meaning of suicide (1967). Douglas’s work can be summarized in four main ideas: suicide has many
different meanings; official statistics (e.g. suicide rates) are unreliable; the best way to study suicide is to
observe suicidal individuals (their statements and behaviours) and it is not possible to predict suicide in

abstract collective terms (Maris et al, 2000).

Maris's work is another landmark, expanding both sociological suicidology, particularly in Pathways to
suicide (1981), and his own work attempting to create an integrative model (cf. Interdisciplinary causal model
p. 32-33). Maris (1981) established four types of variables for setting up a systematic theory: biological
factors, personality factors, social context and temporality, which corresponds to the idea of suicide
developmentally, which was conceptualized as the notion of suicide careers. The author used a systematic
sample of survivors, a control group, explored new social variables, such as religion, thereby launching the

sociological theories into a new period of development and upgrading.

Current sociological empirical research advocates relations between suicide and several indicators of social
integration or regulation such as: religious networks (e.g. Pescosolido, 1990; Stack & Lester, 1991; Wray,
Colen & Pescosolido, 2011), marital status (e.g. Stack, 2000b; Wray, et al., 2011), emigration and to
belonging to ethno racial subgroups (e.g. Maris, 2000) and unemployment and economical crisis (e.g. Luo,
Florence, Quispe-Agnoli, Ouyang, & Crosby, 2011; Noh, 2009; Platt, 1984; Stuckler, Basu, Suhrcke, Coutts
& Mckee 2009; Walsh & Walsh, 2011). The study of socio-economical factors as potential determinants of
suicidal behaviours was revitalized by the international economic crisis of 2008, which has been promoting a
fruitful, even though not conclusive, scientific debate involving national authors about the association
between unemployment and suicide and its potential moderator or mediator variables. On this subject, we

would like to highlight the recent exchange of letters in the scientific journal Lancet between Karanikolos,
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Rechel, Stuckler and McKee (2013) and Ayuso-Mateos, Barros and Gusmé&o (2013), among others

suicidologists.

Another research line, mostly disclosed by Phillips (1974) known as the Werther effect studies, puts the core
of suicidal behaviours’ explanations on social copycat and on the influence of mass media, contradicting
Durkheim’s idea that suicides are not contagious or imitative. This research area constitutes one of the most
fruitful contributions of research on suicide and yielded consistent results about the effects of suicide media
report on fatal suicide and other suicidal behaviours and generated evidence based prevention
recommendations for the media (cf. section 4, p. 40-41). For an overview of “classical” studies see e.qg.
Crepet (2002), Saraiva (1999, p. 37-38) or Rothes (2006, p. 45-52) and for more references see the reviews
carried out by Gould (2001) or by Pirkis and Blood (2001a,b), in which the authors respectively summarize
the results of seventy-one and seventy-six previous studies stating that the existence of suicide contagion is
well-established. In these reviews both news reports of nonfictional suicides and fictional suicide stories were
used, including the pioneer study of newspaper reports of Motto (1967), Philips’ works (e.g. Philips 1974;
Phillips & Carstensen 1988), the famous study in the subway of Viena (Etzersdorfer & Sonneck, 1998;
Sonneck, Etzersdorfer, & Nagel-Kuess 1994), among others. Gould (2001), a North American psychiatrist
advises that further research should focus on distinguishing which specific elements contribute to contagion
and which can be useful for prevention; the latter was recently named as Papageno effect in a study about
the potential positive effects of media in the prevention of suicidal behaviours (Niederkrotenthaler et al., 2010

a, b) (cf. section 4, p. 40-41).

Psychological perspectives propose that the genesis of suicidal behaviour can be found on cognitive
processes and affective states. Even though Freud has not directly written about the topic of suicide, he is
considered the father of psychological explanations putting the essence of suicide in the mind. Within
psychological models we found three main approaches, which correspond to the three major schools of

psychology: the psychodynamic, the cognitive and the systemic one.

For psychodynamic explanations, suicide is related to the intrapsychic substrate and is sign of an
unconscious conflict or of problems in the developmental phase of separation-individualization. The original

main psychodynamic assertion about suicide was that the aggressive and hostile side turns itself against the
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internalized person when the frustration and ambivalence of the identification with the objects of their own
love are present (Shneidamn, 2001). Contemporary psychoanalysis enlarges its view beyond hostility factor,
including in the predisposing factors rage, guilt, anxiety, dependency and feeling of abandonment among
others (Shneidman, 2001). Suicide also can result from pathology. Freud has not developed a specific theory
of suicide, however he developed the conceptual bases of the psychodynamic perspective on suicide,
concretely, through the death instinct concept. In what is considered a landmark work in the field of
psychodynamic perspective of suicidal behaviours, Karl Menninger (1933, 1938), using Freud's concept of
death instinct, defends that the existence of a strong self- destruction tendency is part of every human being.
These trends give rise to suicidal behaviours when facing specific factors and circumstances. Menninger
(1938) argues that suicide includes three components: the desire to kill, the desire to be killed and the death
wish and the author distinguishes three types of suicide: chronic, focal and organic. Zilboorg (1936, 1937,
1996) is another author who expanded the psychoanalytic perspective, adding to the unconscious hostility
the incapacity to love the others, stating that in the genesis of suicide there are both intrapsychic and
external components. As stated by Hendin (1991) the meanings of suicide should be classified according to
the conscious and unconscious meanings given to death by the suicidal individual: death as reunion, death

as rebirth, death as retaliatory abandonment, death as revenge and death as self-punishment or atonement.

The cognitive authors value the meanings that individuals assign to the events and to the environment.
Within the cognitive perspective there are 3 main explanations for suicidal behaviours: (1) the ones that
advocate hopelessness as a mediator variable between depression and suicide (e.g. MacLeod et al., 2005;
Minkoff, Bergman, Beck, & Beck, 1973; O’Connor, O’Connor, O’Connor, Smallwood, & Miles, 2004; Saraiva
1999, 2010); (2) the ones focused on coping processes and problem-solving skills (e.g., Pollock and
Williams, 1998; Saraiva 1999, 2010; Williams, Barnhofer, Crane, & Beck 2005) and (3) the ones that put the
dichotomous thinking or other cognitive distortions in the genesis of suicide (e.g., Litinsky & Haslam, 1998;

Neuringer, 1965, 1974; Saraiva 1999, 2010).

Systemic theories emphasise relations between suicidal behaviours and family problems, such as role
conflicts and blurring of boundaries, dysfunctional relationships, destructive family interaction, family rigidity

or family tension and dysfunctional family communication (e.g. Carris, Sheeber, & Howe, 1998; Frazao,
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Santos, & Sampaio, 2014; Johnson, Brent, Bridge, & Connolly, 1998; Orbach, 1989, 2007; Richman, 1979;

Sampaio, 2002; Santos, Saraiva, & Sousa, 2009)

Aldridge (1984) reviewed a set of studies about suicidal behaviours in the context of the family. The author
identified 8 major family characteristics: (1) marked hostility, (2) role disturbance and role failure (3)
escalation of conflict towards developmental family changes or family life-cycle transitions, (4) a very close
relationship between partners without individual autonomy, (5) intolerance of crisis, (6) relationship between
the management of crises, family conflict and family organization, (7) suicidal behaviour as way of

communication and (8) a family tradition of crisis management by symptoms.

Santos (2007) through an empirical work with Portuguese families of suicide attempters focusing on
expressed emotion found an emotional over-involvement, a greater criticism and hostility in these families,

concluding that expressed emotion can be a useful predictor of recurrent suicidal behaviours.

Biological theories focus on the existence of a biological basis for the suicidal behaviours and it was
Asberg that initiated this research line in the seventies (Asberg, Traskman & Thorén, 1977). In addition to the
biological susceptibility, which is behind the psychopathology (claimed as being present in about 90% of
suicides), suicide requires some neurobiological additional predisposition. The biological perspective
includes an extensive set of studies involving neurotransmitter and neuroendocrine studies, genetic research
(twins and adoptive studies), aggression and alcohol studies and the use of several methods and
techniques, such as analyses of cerebrospinal fluid, blood, urine, postmortem brain tissues, imaging and
radiological procedures (e.g. Maris, 2002). Both post-mortem brain studies (e.g. Asberg, Traskman &
Thorén, 1976, 1997; Arango, et al., 2001) and more recent studies - in vivo brain imaging studies (e.g. Van
Heeringen, Bijttebier, Godfrin, 2011) have been accumulating scientific evidence of an association between
structural or functional brain characteristics and suicidal behaviour. Genetic studies using twins and adoptive
studies have been providing support for a genetic influence on suicidal behaviour, even if sample size is a
traditional problem in these studies (e.g. Roy, Segal, Centerwall, & Robinette, 1991). Genetic tendencies or
mutations and biochemical changes, especially in the serotonin system but also in others neurotransmitters
(noradrenaline, adrenaline and dopamine systems) and in the neurotrophins have been the bases of the

association between biological characteristics and suicidal behaviour (e.g., Arango, et al., 2001; Asberg, et
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al., 1976, 1997; Mann, 2002, 2005; Maris 2002; Saraiva, 1999, 2010; van Heeringer, Bijttebier, Godfrin,

2011; van Heeringer Godfrin & Bijttebier, 2011).

With regard to psychopathology empirical evidences have been collected along the years about the
association between suicide and the presence of mental disorder (e.g. Bertolote, Fleischmann, De Leo &
Wasserman, 2004; Cavanagh, Carson, Sharpe & Lawrie, 2003; Costa-Santos, 1999; Jamison & Hawton
2005; Vijayakumar, Nagaraj & John, 2004). In a systematic review on psychological autopsy studies,
Cavanagh et al. (2003) revealed that the percentage of suicides with mental disorder ranges between 88%
and 95%. In the review of studies of Bertolote et al. (2004) mostly from Europe and the US, the percentage
of suicides with a diagnosis of mental disorder achieves 98%. In a work about suicide and its prevention in
developing countries Vijayakumar et al. (2004) found that 60 to 80% of people who died by suicide had a
mental illness. In a Portuguese sample of 431 suicides mental disease was found in 66% of the post-mortem

examined (Costa-Santos, 1999).

Some theoretical and methodological limitations have been pointed out regarding psychological autopsies
raising doubts about these high percentages of psychopathology (Bertolote et al., 2004; Cutcliffe & Santos,
2012; Hemjland, Dieserud, Dyregrov, Knizek, & Leenaars, 2012; Pouliot & De Leo, 2006).

Biological approaches are made in laboratories but should be applicable to clinic. Thus it is fundamental to

integrate these data into a broader integrative perspective.

Next the key elements of seven integrative models are described. Four of the models emphasize the
psychological processes of suicidal behaviour, one of them integrates and emphasizes the biological
vulnerabilities and the other two are broad models that support multifaceted and multilevel answers to the

problem.

3.1 Cubic model (Shneidman, 1985, 1987)

Based on the logic of living systems theory and on the Murray's theory of personality, a framework about
basic psychological needs of human being, Shneidman developed the Cubic theory of suicide, graphically
represented by a cube made up of 25 mini cubes on each plan (5 squares in each row and in each column)

(figure 12). The three visible plans (top, front and side) represent the fundamental components of suicide:
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press (pressure), pain and perturbation, being suicide the final result of the combination of a maximum of
pain, perturbation and pressure. In this broad cube there is only one unit - the filled one that represents

suicide and corresponding to these three maximums (with coordinates 5 5 5) (Shneidman, 1987).
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Figure 12. Cubic model of Suicide (Shneidman, 1987, p.175).

Press refers to the features from internal and external environment that affect the individual, inducing
personal reactions. Negative press is related to suicide and can be factual or perceived (e.g. being rejected
or humiliated; the loss of a loved one; diagnosed disease; powerlessness or even success). Pain
corresponds to psychological pain resulting from psychological needs that were not satisfied. In the image,
pain is progressive from left to right, little pain to intolerable pain, later on called psychache, a new term
coined by Shneidman (1993). The author stresses that some psychological needs are particularly related to
suicide (the need for achievement, autonomy, recognition and avoidance of humiliation, shame and pain)
and gives an important statement for intervention: repaired thwarted needs will result in the recovery of the

motivation to live (Shneidman, 1987).

Perturbation refers to both the reduction of the individual's perceptual and cognitive range and the tendency
or the precipitation to self-destruction. Perturbation includes constriction of thought and perception with the

options field circumscribed to two (dichotomous thinking) that at the worst scenario evolve to one option.
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Although Shneidman stressed that the three features - pressure, pain and perturbation - are strictly
interrelated and, in some way, overlapping (in the sense that, for example, pain is part of perturbation or pain
and perturbation is a kind of pressure), the author defends that pain is the central aspect in suicide and

consequently the key to prevention is to reduce this psychological pain.

Another important contribution of Shneidman was what he named by commonalities of suicide (1985, 1987).
He suggested the study of the most frequent or common characteristics and identified ten common
psychological characteristics, including ambivalence as the common cognitive state in suicide, an absolutely
critical factor in clinical prevention (cf. section 1, p. 2-6). The commonalities of suicide identified by
Shneidman? and the examples used to describe them through patients’ direct speech can be very useful for
the education of health professionals, concretely to help clinicians to understand and to look for each suicidal

person as a unique and idiosyncratic case.

3.2. Para-suicide model (Saraiva, 1999)

Saraiva’s model (Figure 13) is based on empirical data from a study with 165 suicide attempters. The author
intersects neurophysiologic, cognitive and social factors to explain differences between suicide attempters
with few attempts (one or two) (designated by “non-recurrent’) and many attempts (three or more) (named
by “major-recurrent”) and the eventual pathway to suicide. Saraiva’s model could be renamed by rejection-
escape model. According to this model the core of all suicidal behaviours is rejection, reflecting an affective
disorder. Escape is also a common feature, however there are four different types of escape according to
specificities of the suicidal behaviour: (1) the circular escape, corresponding to non-recurrent suicidal
attempters, (2) the elliptic escape, to those who had three or more suicide attempts (major-recurrents); (3)
the parabolic escape relating to the religious or sacrificial suicide and (4) the linear escape to completed

suicides. Hostility is another central aspect of the model. In non-recurrents, hostility seems to reflect an

2

1. The common purpose of suicide is to seek a solution

2. The common goal of suicide is the cessation of consciousness

3. The common stimulus in suicide is intolerable psychological pain

4. The common stressor in suicide is frustrated psychological needs

5. The common emotion in suicide is hopelessness-helplessness

6. The common cognitive state in suicide is ambivalence

7. The common perceptual state in suicide is constriction

8. The common action in suicide is egression (the action of going out or leaving a place)

9. The common interpersonal act in suicide is communication of intention

10. The common consistency in suicide is with life-long coping patterns (Shneidman, 1987, p. 167)
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interpersonal and intermittent conflict while in the major-recurrents hostility seems to express a personal and

permanent anguish.

The emotional threatening felt by the non-recurrents originates the feeling of revolt/ refusal. A severe but
intermittent rejection originates what Saraiva called by appeal-interpersonal hostility complex, which in turn
leads to circular escape, an escape that intends to achieve a change — the recovery of the lost or threatened
emotional role and power. The feeling of abandonment and a persistent rejection are associated to the
major-recurrents, generating the repeated appeal- general hostility complex and the subsequent elliptic

escape, claiming a change in life as outcome.
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Figure 13. Saraiva’s model of parasuicide (Saraiva, 1999, p. 312).

The two finite lines (circle and ellipse) represent outcomes in life (the finitude of life); the infinite lines -
parabola and line - correspond to death, altruistic suicide and suicide respectively. The sacrificial suicide is
associated to a desire to change the ones left behind. Suicide is associated to culpability and to a desire of a

distant escape. Depression and impulsivity are also common features. According to this model depression
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arises associated to serious social problems. Impulsivity derived from hostility is the trigger to all suicidal

behaviour.

3.3. Interpersonal-psychological model (Joiner, 2005)

The interpersonal—-psychological theory of suicidal behaviour (Joiner, 2005) highlights the key difference
between suicidal ideation and suicidal behaviour. Joiner's theory posits the interplay between three
fundamental constructs in the genesis of suicidal behaviour: belonging sense, burdensomeness and
fearlessness of death or physical pain (Joiner, 2005; Ribeiro & Joiner, 2009, 2011). Specifically, the model
proposes that suicidal ideation as desire for suicide (which is different from suicidal behaviour) results from
the interaction of two perceived psychological states: (1) the belonging sense and (2) the feeling of being a
burden to others — burdensomeness. Each of these states can independently produce the desire for suicide,

however the interaction of both increases this probability (figure 14).
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Figure 14. Joiner’s Interpersonal-psychological model.

According to this model a low belonging sense and a high burdensomeness are the mediators between
emotional pain and hopelessness, considered more general categories, and a desire to die or suicidal
ideation. (3) The third construct is learned fearlessness about physical pain, physical injury, and death. This
acquired capability explains the path from severe suicidal ideation to suicidal behaviour. This concept of the
acquisition of the ability to engage in lethal self-injury of Joiner's model explains the higher suicide risk of

recurrent suicide attempters and of those who engage in NSSI behaviours.
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3.4. Integrated motivational-volitional model (O’Connor, 2011)

The Integrated Motivational-Volitional (IMV) Model of Suicidal Behaviour put forward by O’ Connor (2011) is
a three-phase model (figure 15) that incorporates principal components from different models of suicidal
behaviour considered predominant by the author (e.g. cubic model of suicide by Shneidman, 1985; clinical
model of Mann, 1999; interpersonal-psychological model of Joiner, 2005). The IMV model intends to make
differential predictions of suicide ideation and intention and suicidal behaviour. The model distinguishes

suicide ideators and suicide attempters.
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Figure 15. Integrated motivational-volitional model (O’Connor, 2011, p. 184, figure 11.1).

Suicidal behaviour results from a complex interaction of factors, in which suicidal intention is the proximal
predictor. In turn, suicidal ideation results from the feeling of entrapment and the view that suicide is the
solution to a life situation. Perceptions of defeat and/ or humiliations are on the basis of the feeling of
entrapment. The transitions between stages (from defeat/ humiliation to feelings of entrapment; from
entrapment to suicidal intent; from ideation to suicidal behaviour) are determined by moderators, specifically
by threat to self-moderators (e.g. social problem solving), motivational moderators (e.g. thwarted

belongingness, burdensomeness) and volitional moderators (e.g. impulsivity, access to means), respectively.
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3.5. Diathesis-stress model (Schotte e Clum, 1987; Mann, 2002; Van Heeringer, 2004)
The stress-diathesis model (Figure 16) was originally developed in the scope of cognitive approach, in which
vulnerability corresponds to a cognitive deficit in problem solving or cognitive rigidity (e.g. Schotte & Clum,

1982, 1987). Later on the diathesis concept was extended to other psychological and biological features.

According to the current stress-diathesis model suicide is the result of an interaction of trait-dependent and
state-dependent characteristics (e.g. Hawton & Van Heeringer, 2009; Mann, 2002; Mann, Waternaux, Haas,
& Malone, 1999; Van Heeringen, Portzky, & Audenaert, 2004; Wasserman, 2001). Trait-dependent factors
involving biological and psychological characteristics can be explained as a vulnerability or predisposition

(diathesis) for suicidal behaviour.

biological or psychological

factors
Genetic Acquired
vulnerability | predisposition

Trait-dependent | _ @
characteristics -

A

—> Suicidal behaviour
t
State-dependent | _ AT
characteristics - » fiming .

Social or psychiatric
factors

Figure 16. Diathesis-stress model.
State-dependent characteristics including social or psychiatric features, for example, correspond to stressor-
induced factors and determine the timing of the suicidal act. Diathesis or constitutional predisposition can
result from the genetic constitution or from an acquired predisposition. Under the framework of the stress-
diathesis model, neuropsychological studies of suicidal behaviour have been proposing a causal relation
between brain functioning and suicidal behaviours, identifying potential biomarkers. Namely, deficits in
attention, memory, fluency, mental flexibility, problem solving and decision-making have been identified as
vulnerabilities for suicidal behaviours (van Heeringen, Godfrin & Bijttebier, 2011). According to this

conceptualization of suicidal behaviours, prevention may depend on the capacity to change specific
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characteristics of the brain. Nevertheless, results from different studies are only partially in accordance.
Several methodological limitations hamper conclusions and further research is needed (van Heeringen et al.,
2011). And thus, the success of prevention strategies is far from being dependent on biological advances

and brain studies outcomes.

3.6. Interdisciplinary causal model (Maris, 1981, 1992)

According to the multivariate interdisciplinary causal model of Maris depicted in Figure 17, the aetiology of
suicide includes four overlapping domains: (1) psychiatry including diagnosis; (2) biology, family history,
genetics and neurochemistry; (3) psychology, personality and (4) sociology, economics and culture (Maris,

Berman, Maltsberger, & Yufit, 1992).
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Figure 17. Multivariate interdisciplinary causal model for suicide. A bar over a number indicates that this
number is not a factor in a particular section of the diagram (Maris et al., 1992, p. 645, figure 32.1).
Each domain contains several predictors of suicide. For instance, the first domain includes major depressive
episodes, the second one comprises, for example, low brain serotonin and suicide in the family. The
psychology and personality domain contains cognitive rigidity and hopelessness among its predictors.
Finally, the fourth domain includes for example, opportunity of means (e.g. gun availability) and negative life

events.
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Maris’ interdisciplinary model states that the most common suicides are determined by an overlap of the four
domains (as illustrated in the figure 17 by the set 1234, at the centre), but several other combinations are
possible including one single domain determining particular cases of suicide. Maris also explains that
variables are not exclusive of one domain and claims the importance of taking the lifespan into account,
using the concept of suicidal career. The author also stresses that lot of interactions between variables
remain uncharted (Maris et al., 1992).

Maris unfolds his Venn diagram to a more complex and completed plan scheme named general model of
suicidal behaviours, where the suicidal career concept and suicidal behaviours intervention/ prevention are

included (Maris et al., 1992; Maris 2002) (figure 18).
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Figure 18. General model of suicidal behaviours (Maris, 1992, p. 668, fig. 32.3).

3.7. Ecological human model (e.g. Henry et. al., 1994, WHO, 1998)

Bronfenbrenner’s ecological systems theory (1979) applied to the suicidal behaviours is another attempt to
create an integrated model. The human ecological theory provides a multidisciplinary approach, in which risk
factors related to suicidal behaviours are examined at six different interacting levels or systems: individual

system, microsystem, mesosystem, exosystem, macrosystem and chronosystem, depicted through the
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adaptation of the well-known image of the ecological human system (figure 19). This model has been mainly
applied to adolescent suicidal behaviours (e.g. Henry, Stephenson, Hanson & Hargett, 1994; Perkins &
Hartless 2002). Suicidal behaviours result from independent but interrelated factors, including elements from
the individual system, the immediate environmental system and social and cultural systems. Based on
empirical studies various demographic and psychological characteristics were indicated as individual level
predictors (e.g. depression, feelings of hopelessness, sense of personal inadequacy). At the microsystem
level, family factors have been the main research focus (e.g. loss of a family member; suicide attempts in
family history; inadequate interaction patterns and problems in family communication; divorce; being abused

or neglected, among several others).

Macrosystem
Exosystem

Ideological

sociohistorical circumstances
time and transitions over the life course

Figure 19. Human ecological model of suicidal behaviours.
However factors from other microsystems — school, peers, work setting - have been studied and related to
suicidal behaviours (e.g. rejection, love problems, high academic expectations, problems at work). While
predictor factors from the different levels found empirical support, several results are contradictory. For
example, with regard to school, some investigations found positive relation between success or high
performance school and more serious suicidal behaviours (e.g. DeMan & Leduc, 1993; Garfinkel &
Golombek, 1983 in Henry et al., 1994), others found the opposite result, i.e., a high risk of suicide between

adolescents with poor school performance (e.g. Borowsky, Ireland & Resnick, 2001).
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Health services and health professionals should also be included at the microsystem level. Different
researches have shown that a substantial number of individuals who died by suicide had been in contact
with health professionals (e.g. Luoma, Martin & Pearson, 2002) (cf. section 2, p.17-18). Further, there are
data suggesting that actions aimed at health professionals may contribute to suicide prevention (e.g. Isaac et
al., 2009; Jacobson, Osteen, Jones, & Berman, 2012, Mann et al., 2005; Van der Feltz-Cornelis et al., 2011)
(cf. section 4 and 5). Moreover, it is known that availability/ accessibility of health services has impact on

mental health outcomes.

The mesosystem refers to the relations between different microsystems or connections between contexts.
The interplay between predictor factors from different microsystems or from different levels places individuals
at a higher risk for suicide; this concept of cumulative risk is fundamental to the ecological model of suicide
(Perkins & Hartless, 2002). The exosystem corresponds to factors in the broader environment, involving the
social settings in which the individual does not have an active role but which can have influences on his

individual life. At this level the influence of mass media on suicidal behaviours is the most studied factor.

Macrosystem level predictors refer to the broad social, ideological, economic, educational, health general

policies, and political contexts, which indirectly can influence the suicidal process of the individual.

Finally, the cronosystem level corresponds to socio-historical circumstances and also to time and transitions
over the life course. The ecological human model supports a broad prevention strategy incorporating
multilevel interventions as endorsed by WHO (1998, 2012), recommended by empirical revisions of
prevention strategies (e.g. Mann et al., 2005; Van der Feltz-Cornelis et al., 2011) and applied to the existent

national prevention programmes, including the Portuguese prevention plan (DGS, 2013).

In a help relation with a suicidal person the theoretical models of suicidality can be essential to guide the
health professional’'s comprehension of the client/ patient. Health professionals' explanations about suicidal
behaviours interfere with the capacity to master knowledge and skills required for the therapeutic
intervention. Moreover it is important to the establishment of the therapeutic relation that the therapist adopts
a multifactorial perspective and is aware of both the psycho-ecological factors and the biological

vulnerabilities, in the genesis and evolution of the suicidal process. A suitable and broader conceptualization
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can facilitate the understanding and relation with the person at risk, promoting the co-construction of
interpretations adapted to each person, while an inadequate or restrict model of suicide may enhance the

risk for the patient (Michel, 2010).

Despite the relevance of the explanatory models of the therapists to the clinical process, so far, few studies
were dedicated to health professionals perceived explanations of suicidal behaviours. In our knowledge, only

four studies about health professionals’ explanations are available.

In our previous qualitative research with 30 doctors and psychologists six thematic subjects emerged in the
thinking of health professionals as explanations of suicidal behaviours: maladjustment and demand for
change; negative internal states, personality traits and biological factors; relational difficulties; external socio-
demographic factors; communicative factors and family difficulties (Rothes, 2006; Rothes & Henriques,

2008).

In the qualitative study of Tzeng and Lipson (2005) performed with 22 psychiatric team members suicide was
perceived as resulting from psychopathology (psychosis and schizophrenia), personality disorders, mental

deficits and the combination between psychopathology and high levels of education.

Zadravec, Grad and Socan (2006) using a broad sample composed by Slovenian general population, suicide
attempters and health professionals (including general practitioners and psychiatrists), concluded that
doctors organized their thinking about explanations of suicidal behaviours through five explanatory models:
personality, sociological, medical, crisis and genetic. Medical, crisis and genetic models are the most
emphasized by health professionals, however moralist and judgmental explanations, such as “weak, spoiled”
and “ambitious people”, are also present in the mind of Slovenian doctors, which is a concerning outcome.

The authors highlight the lack of studies and advise further research in the area.

There is still another important study about health professionals’ explanations, but specifically focused on
self-poisoning behaviours (Bancroft & Hawton, 1983). Using the explanations of 50 psychiatrists facing
transcribed interviews of patients who had taken an overdose four groups of reasons were identified:
directed at some significant person, help-seeking, self-referring and suicidal intent. The authors recommend

the use of lists of reasons in future research.
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In the scope of perceived explanations it is also pertinent to consider researches that have explored the

motives of patients for their suicidal behaviour.

In the WHO European multicentre study the unbearable psychological pain and the lack of escape
alternatives were the most important motives reported by the majority of suicide attempters, while the
communicative motives and other interpersonal reasons as manipulation and revenge were described with
much less frequency and importance (Chopin, Kerkhof, & Arensman, 2004; Hjelmeland et al., 2002).

In the earlier study about reasons for taking overdoses considerable differences were found in patients’ and
psychiatrists’ explanations (Bancroft & Hawton, 1983; Bancroft, Hawton, Simkin, Kingston, Cumming &
Whitwell, 1979). The reasons most frequently chosen by the patients - “relieving a state of mind” and
“escape from an impossible situation” - were seldom pointed out by the psychiatrists. Vice-versa, the most
consensually reported by psychiatrists — communicating hostility and influencing others - were the reasons
least chosen by the self-poisoners, being reported by less than 20%. Seeking help was described by one

third of the patients.

In a more recent study suicide attempters endorsed the severe distress as the best explanation for suicidal
behaviour, followed by mental disorders, as well as adverse life events and social pressure (Zadravec et al.,
2006). The authors found that suicide attempters and health professionals shared psychological crisis or

suffering and psychopathology as common explanations for the suicidal behaviours.

In this PhD we pay explicit attention to the health professionals’ perceived explanations of suicidal

behaviours.

Ill - Responding to the problem
A pressing concern in suicide science is the topic of prevention and intervention or clinical approach in
general, in which health professionals can have a critical role. This section is focused on approaches and
strategies aimed at preventing and decreasing suicidal behaviours and its impact. The response to the
suicidal problem should be in the interface between clinical and public health levels and can be divided into

prevention, intervention and postvention headings.
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4. Prevention and training of health professionals

Prevention is a comprehensive term that encompasses a wide spectrum of interventions. The prevention
model in psychological and behavioural sciences is usually based on the public health model, namely on the
major and well-known distinction between primary, secondary and tertiary prevention (Felner, Jason,
Moritsugu & Farber, 1983; Negreiros, 1998). Primary prevention intends to reduce the incidence of new
cases of a specific illness or problem by acting on its risk factors. Secondary prevention aims at reducing the
prevalence and duration of the illness, and to avoid repetition or chronic development. It is related to
detection and intervention with people at risk who have an already developing or existing illness or problem.
Tertiary prevention concerns the intervention in order to avoid relapse, additional damage and to promote
quality of life despite the existence of clinical or adverse conditions, and it corresponds to the management
of disease states (e.g. Bras, Cruz, & Saraiva, 2014; Negreiros, 1998). The application of these concepts to
preventive psychiatry and mental health was originally developed by Caplan (1964). More recently, a new
concept emerged - the quaternary prevention - that aims at avoiding an excess of interventionism and its
iatrogenic consequences. Detecting individuals at risk of overtreatment (e.g. hyper medication) to protect
them from inappropriate interventions is the principal goal of quaternary prevention (e.g. Almeida, 2005).
Another category also used is primordial prevention, which in essence is the promotion of positive life
conditions and well-being, through the prevention of social, economic and cultural patterns associated with
an increased risk of disease. It involves policies and programmes, which promote positive determinants of

health, directed at the general population, groups or individuals (e.g. Almeida, 2005).

Another well-known distinction in prevention is related to the target group of interventions: universal,
selective and indicated (Gordon, 1983). Universal prevention targets the general population regardless of the
degree of risk. Selective prevention focuses on groups that are likely to be at increased risk due to socio-
demographic or clinical characteristics. Indicated prevention targets individuals who are already known to be
vulnerable to the development of the disease or maladjusted behaviour, in the specific case of suicidal
behaviours, people who have attempted suicide (e.g. Bras, Cruz & Saraiva, 2014; Gordon, 1983; WHO,
2012). Therefore indicated prevention and clinical intervention and treatment are very close or even

overlapping domains.
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Suicide prevention strategies involve different types and levels of intervention and target populations. They
can be summarized into three main categories: (1) public education; (2) measures to reduce the availability

and lethality of suicide means and (3) training of health professionals and gatekeepers.

4.1. Public education

Public education comprises public awareness campaigns, school and community-based programs and
cooperation with the media. Public campaigns are health interventions addressed to improve knowledge and
attitudes towards suicidality and depression in order to increase recognition of suicide risk, help seeking and
to reduce stigmatization towards depression, other mental illnesses and suicidality (e.g. Dumesnil & Verger,
2009; Mann et al., 2005). Despite the advice to invest in education aimed at the general population given by
different organizations and national prevention plans, including WHO orientations and a recent review of
systematic reviews of Van der Feltz-Cornelis et al. (2011), empirical results only demonstrate modest effects
on public knowledge and attitudes towards suicidality and depression. Moreover, the durability of these
modest changes was not evaluated and no data has clearly shown that such measures improve care

seeking or decrease suicidal behaviour (Dumesnil & Verger, 2009; Mann et al., 2005).

School-based programmes aimed at children and youth are psycho-educational programmes about
depression and suicide incorporated in school curricula in order to increase awareness about the relationship
between mental conditions and risk factors and suicidal behaviour with the purpose of stimulating help-
seeking behaviour. Reviews of this type of preventive strategy established that prevention curricula-
programs improve knowledge and attitudes related to suicide but do not find sufficient evidence to support
the efficacy and effectiveness of prevention of suicidal behaviours (Balaguru, Sharma & Waheed, 2013; Bras
& Santos, 2014; Guo & Harstall, 2002; Mann et al., 2005; Ploeg et al., 1996). Moreover some studies found

harmful effects on attitudes related to suicide (e.g. Ploeg et al., 1996).

Besides school-curricula programmes, other prevention activities have been implemented at schools, namely
gatekeeper training (see below) and screening programmes, which appear to be the most promising

interventions for schools (Robinson et al, 2013). Screening programmes are aimed at detecting individuals
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with mental illness or suicide risk in a determined context or community (e.g. school) in order to refer them to

a specialized health professional.

In the Portuguese context the suicidal prevention programme Mais contigo is an example of good practices
in schools (Santos, Erse, Faganha, Marques & Simdes, 2014; Santos, Erse, Simdes, Faganha & Marques,

2013),

Cooperation with the media has been identified as an important measure due to the potential influence in a
positive or negative direction. The media can be promoters of public education or conversely can have a
perverse effect facilitating the suicide by copycat and social contagion of vulnerable individuals, mainly
young people and people with depression. Given the number and consistency of evidence about the relation
between suicide media report and subsequent suicidal behaviours (cf. section 3, p. 22), to inform and to train
the media professionals has been identified as one effective suicide prevention strategy (e.g. Beautrais,
2012; Mann et al., 2005; Pirkis, Burgess, Francis, Blood, & Jolley, 2006; Pirkis, et al., 2009; Van der Feltz-

Cornelis et al., 2011)

Journalists and mainly editors-in-chief (of print or internet media, television or radio) must be aware that the
risk of imitative suicide increases when the coverage is prominent, the deceased is famous, and the news
include suicide method details and characteristics of the individual who died, enhancing the probability of
someone identifying with the deceased. Also the repetitive reporting was recognized by research has having
potential negative effects (e.g. Beautrais, 2012). More recent research found that the use of expert opinions,
suicide facts and figures or presenting suicide myths in order to refute them, also seems to increase suicidal
behaviours risk (Niederkrotenthaler et al., 2010a, b).

With regard to the potential positive effects of the media in suicidal behaviours prevention,
Niederkrotenthaler et al. (2010) provide evidences indicating helpful outcomes of media stories about
individuals who thought about suicide but who did not have any suicidal behaviour describing ways in which

people overcame suicidal thoughts.

There are consistent findings across different countries, methodologies and media types demanding both

vigilance about suicide coverage and collaborative work between suicidologists and communication
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professionals (Michel, 2000; Pirkis et al., 2006). The communication between health and media
professionals is not easy. In order to establish a facilitating dialog with media professionals, not only do
suicidologists have to be more aware of communicational science subjects but also journalists have to

become more aware of the potential effect of suicide reporting.

4.2. Measures to reduce the availability and lethality of suicide means

Measures to reduce the availability and lethality of suicide means are among prevention strategies with
evidence-based effectiveness (Florentine & Crane, 2010; Mann et al., 2005; Sarchiapone, Mandelli, losue,
Andrisano & Roy, 2011; WHO, 2012; Yip, et al., 2012). A sizeable number of different researches, performed
in different countries support the effectiveness of means restriction as a suicide prevention strategy,
targeting the reduction of availability or lethality of methods, concretely domestic gas detoxification (e.g.
Lester, 1990), catalytic converters in motor vehicles (e.g. Routley, 2007), firearms restriction (e.g. Loftin,
McDowall, Wiersema, & Cottey, 1991), pesticides restrictions (e.g. Mann et al., 2005), barriers at jumping
sites (e.g. Bennewith, Nowers & Gunnell, 2007), safe rooms in institutional settings to prevent hanging (e.g.
Gunnell, Bennewith, Hawton, Simkin, & Kapur, 2005), changes in medication, such as changes in analgesic
packages, introduction of lower toxicity antidepressants, and restrictions on the barbiturates prescription and

sale (Mann et al., 2005).

Despite the fact that suicide means are not only influenced by the availability but also by cultural and social
factors (Klieve, Barnes, & De Leo, 2009), it seems consistently demonstrated that to limit the access to
methods has positive effects. The majority of the evidence supporting suicide means reduction as an
effective preventive strategy comes from ecological studies that analyse the relationship between suicide
rates in general or in the method-specific rates and population-level reduction of the availability of lethal

means of suicide (Mann et al., 2005; Sarchiapone et al, 2011).

These findings are important not only at the policy and legislative measures level aimed at general
population, but also at the level of prevention actions aimed at individuals at risk. To effectively evaluate and

treat the patient who is at risk of suicide clinicians should discuss the availability of lethal means with their
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patients (e.g. Berman, 2006; Bryan, Stone, & Rudd, 2013). Thus it is important that health professionals and

other staff are educated about this issue (e.g. Betz et al., 2013; Bryan, Stone, & Rudd, 2011).

4.3. Training aimed at health professionals

Indeed training aimed at health professionals is considered one of the most effective or promising strategies
for suicide prevention (Beautrais et al., 2007; Mann et al., 2005; Van der Feltz-Cornelis et al., 2011), even if
more consistent evidences in decreasing suicidal behaviours are required (Isaac et al., 2009; Pisani, Cross,

& Gould, 2011).

Research about the effects of training in this area can be systematized according to the target-group of
professionals, the focus of the educational programmes and the evaluation indicators and results. Further,
the training initiatives can be divided into isolated enterprises (e.g. Cais, Silveira, Stefanello, & Botega, 2011)

or integrated in multilevel programmes (e.g. Hegerl, Althaus, Schmidtke, & Nillewsji, 2006).

General practitioners (GPs) and other primary care health professionals have been the most common target
group of training aimed at reducing suicide rates directly or indirectly (e.g. Cais et al, 2011; Michel & Valach,
1992; Rutz, Carlsson, von Knorring, & Walinder, 1992a; Rutz, von Knorring, & Walinder, 1989, 1992b; Rutz
et al., 1989; Rutz, 2001). One of the most well known studies on impact of training GPs is the research
performed in the Swedish island Gotland, a large-scale intervention aimed at all GPs consisting in a two-day
programme on the management of depression (Rutz et al., 1989, 1992a, b; Rutz, 2001). By drawing
attention to the importance of interventions directed at health professionals the Gotland study constituted a

landmark for suicide prevention.

Recently it has been highlighted that even the mental health professionals have limited training in the
assessment and management of suicidal patients (e.g. Schmitz et al., 2012). Syllabus on suicidology is not
usual both in psychology and medicine graduate and postgraduate programmes, thus low levels of
specialized training are found among health care workers (e.g. Hawgood, Krysinska, Ide & De Leo, 2008;
Palmieri et al., 2008; Sher, 2012), including mental health professionals (Cramer, Johnson, McLaughlin,
Rausch, & Conroy, 2013; Palmieri, et al., 2008; Schmitz et al., 2012). Palmieri et al. (2008) found that 70% of

psychiatrists and 82% of psychiatric nurses revealed having received no training in the recognition and
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management of suicidal risk. Among this Italian multidisciplinary sample of health professionals only 12%
have specific training in suicide intervention, about 25% considered themselves sufficiently trained for work

with suicidal patients and 85% reported the need to improve skills on managing suicidal patients.

Among Swedish mental health professionals about 30% of psychiatrists perceived themselves as
insufficiently trained to deal with suicidal patients, while among psychiatric nurses this rate ranged from 43%

to 25% (Ramberg & Wasserman, 2003; Samuelsson, Asberg, & Gustavsson, 1997).

In a Belgium sample of community and health professionals, including mental health staff nearly half of the
participants (47%) self-rated their skills in dealing with suicidal patients as very poor to poor (Scheerder,

Reynders, Andriessen, & Van Audenhove, 2010).

Up to date, there were no available data in Portugal about the level of training in suicidology of
psychologists, psychiatrists and general physicians, neither about their perceived competence in suicide risk
assessment and need for training. Suicide programmes have been overlooked by our faculties and other
training centres that prepare health professionals. In line with international data, low levels of specific training
on suicidal behaviours intervention are predictable among Portuguese doctors and psychologists. To our
knowledge, only one national study provided data on health professionals’ training in suicidal behaviours,

namely about hospital nurses revealing low levels of specific education (Santos, 2001).

Other groups, designated by gatekeepers (e.g. Capp, Deane, & Lambert, 2001; Cross, Matthieu, Lezine, &
Knox 2010; Isaac et al., 2009; Keller et al., 2009), community professionals or community facilitators (e.g.
Hegerl et al., 2006; Scheerder, 2009; Scheerder et al., 2010) have been identified as having a potential role
in suicide prevention, namely in the early risk detection and suitable referral and thus have been considered
targets of training programmes to improve suicide intervention skills. Training has been performed and
studied in different target groups, including the military workforce (e.g. Oordt, Jobes, Fonseca, & Schmidt,
2009), the police (Mishara & Martin, 2012), school and universities staff (Chagnon, Houle, & Marcoux, 2007;
Cross et al., 2010; Wyman et al., 2008), volunteers of crisis centres and helplines (e.g. Neimeyer & Bonnelle,
1997), pharmacists (e.g. Scheerder, 2009), healthcare providers in care settings for the elderly (e.g. Huh et

al., 2012), aboriginal communities (Capp et al., 2001), among others. Thus, gatekeepers have been
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classified into two types: the designated ones that correspond to health or social workers and the emergent
ones who are community members without formal training in health or social areas but with a potential role in

prevention given their community position (Isaac et al, 2009).

With regard to the training focus, despite the diversity of educational models and syllabus, they can be
summarized in two main groups: interventions focused in the detection and treatment of depression (e.g.
Hegerl et al., 2006; Rutz et al, 1989, 1992a, b) and training specifically centred on suicide risk evaluation and

management (e.g. Appleby et al., 2000; Cais et al., 2011).

The training of general practitioners in depression as a suicide prevention strategy is based on the following
facts: (1) depression is among the high risk factors of suicide; (2) the contact of people at risk with general
clinicians prior to the fatal act is frequent (cf. section 2, p. 17-18) and (3) depression remains under
recognized and not sufficiently addressed at the level of primary care services (Hegerl et al., 2006; Mann et
al, 2005; Scheerder, 2009). Gotland's study is a milestone on the study of the impact of training about

depression (Rutz et al., 1989; 1992 a, b; Rutz, 2001).

Nevertheless some authors recommend that professionals’ training directed at reducing suicidal behaviours
should be focused on the risk assessment and management of the suicidal person rather than on depression
(e.g. Appleby et al., 2000). Skills on suicidal behaviour evaluation and management are defined as the
general clinical ability comprising the set of knowledge, attitudes and skills required to deal and to help

people at risk of suicidal behaviours (Pisani et al., 2011).

Some training programmes are focused on particular high-risk subgroups, as older adults (e.g. Huh et al.,
2012), youth (e.g. Chagnon et al., 2007; Keller et al., 2009), military staff (Oordt et al., 2005, 2009) and the

police (Mishara & Martin, 2012).

Literature shows a wide variability in the training programmes with regard to duration, contents and know-
how and experience of the trainers, which does not facilitate the comparability between studies and their

results.
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Regarding the assessment of training impact different indicators have been used to evaluate the effects of
the programmes aimed at health professionals. Changes in specific skills, knowledge assessment,
confidence or self-efficacy and attitudes towards the suicidal patient are among the most used indicators
(e.g. Appleby et al., 2000; Cais et al., 2011; Isaac et al., 2009; Jacobson, et al., 2012). Prescription of
antidepressants and number of inpatients are also used as benchmarks (Mann et al., 2005). The analysis of
feasibility of the training and cost-effectiveness estimates can also be found as evaluation of the training
program in some studies, for example in the evaluation of the STORM project - Skills-based Training on Risk
Management - a programme developed by the University of Manchester and widely implemented in the UK
(Appleby et al., 2000; Gask, Dixon, Morriss, Appleby, & Green, 2006; Green & Gask, 2005). Only few studies
handle with changes on suicidal behaviours rate as an indicator of training effect (e.g. Hegerl et al., 2006;
Rutz et al., 1989, a, b; Szanto, Kalmar, Hendin, Rihmer & Mann, 2007) Indeed this criterion is difficult to

evaluate because of the low base rates.

With regard to the evaluation of training on depression aimed at general practitioners some studies achieve
positive results in the recognition of depression and other psychiatric disorders by doctors (e.g. Hannaford,
Thompson, & Simpson, 1996; Rutz et al., 1992a, b). However in other studies the educational programme
was not associated with increased detection and improved treatment of depression (e.g. Valentini et al.,

2004).

Pisani, Cross and Gould (2011) performed a comprehensive review of UK' and US’ studies about training
programmes targeted at improving general clinical competences in assessment and management of suicide
risk aimed at health professionals, including psychiatrists and clinical psychologists. The authors have
concluded that educational programmes improve knowledge and attitudes but that more empirical evidence

is still required to accurately evaluate changes in skills.

Most of the literature on suicidology is positive with regard to the effects of suicide prevention training aimed
at health professionals, showing improvements in knowledge (e.g. Cais et al., 2011; Simpson, Franke, &
Gillett 2007; Smith, Silva, Covington, & Joiner, 2014), in attitudes (e.g. Gask et al., 2006; Jacobson et al.,

2012), in confidence or self-efficacy levels (Capp et al., 2001; Gask et al., 2006; Keller et al., 2009; Matthieu,
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Cross, Batres, Flora, & Knox, 2008) and also in skills (e.g. Jacobson et al., 2012; Pasco, Wallack, Sartin, &
Dayton, 2012). However some studies show limitations and failures in the achievement of training goals
(Levav et al., 2005; Pisani et al., 2011) not fully eliminating doubts about whether or not training causes
effective changes in clinical suicide prevention skills (e.g. Cross et al., 2010) and mainly in the lasting of the
effects (e.g. Gask et al., 2006; Isaac et al., 2009; Levav et al., 2005; Moore, Cigularov, Chen, Martinez, &

Hindman, 2011). Further research in order to inform a more tailored training is needed.

With regard to the effect of training on suicide and suicide attempt rates in a given population, some
research reported promising results with a significant reduction in suicide attempts and deaths by suicide
(e.g. Rutz et al., 1989, 19923, b; Hergel et al., 2006). However other studies with non-significant results (e.g.
Szanto et al., 2007) show that more consistent and unequivocal evidences about the effect of training are
still lacking (Isaac et al., 2009). The Gotland research conducted in the 80's consisted in an educational two-
days programme about depression aimed at all general practitioners and it was evaluated in detail both in
immediate and in long-term effects (Rutz et al., 1992a, b). The authors concluded that the educational
program for GPs had pronounced immediate effects on the health care system, including a decrease in
suicide rates. However the inspiring outcomes of the Gotland study have important limitations: the decrease
in suicide rates was verified mainly in women, who frequently attend GPs; there was no control region and
baseline suicide rates were low thus not allowing to clearly assign the rate changes to training effects. In
other words this could be a consequence of other factors and/ or random fluctuations. Moreover training

should be repeated every two years to achieve prolonged effects in time (Rutz, et al., 1992a, b).

Training integrated in multilevel actions seems to be more effective than isolated initiatives, however the
effect on suicidal behaviours of the training alone remains unclear (Isaac et al., 2009). Indeed it is very
difficult to isolate training from the other factors that can influence suicide rates in order to demonstrate its

effectiveness.

Pisani et al. (2011) concluded that there is very limited knowledge about needs and current practices of
mental health workers with regard to intervention with suicidal patients, asserting that this information can be
crucial to the improvement of training in the area of suicidal behaviours. Also Isaac et al. (2009) propose

further research on the action of health professionals or gatekeepers.
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Literature is not consensual as to which training model and focus is more suitable for reducing suicidal
behaviours. There is a great diversity in method and contents in the scope of training assessment and a gap
namely in needs assessment taking into account the perception of professionals about their clinical practice

with suicidal patients.

This PhD is explicitly focused in the current practices, difficulties and needs of psychologists, psychiatrists

and general practitioners, from the point of view of the health professionals themselves.

There is a clear need to empirically identify what difficulties health professionals feel in clinical practice and
which their current practices are when facing a patient at potential risk. This is even more important when
there are only few studies on the area of suicide training that included psychologists in their samples
(Jacobson et al., 2012; Oordt et al., 2009). Moreover, in the best of our knowledge, only one study
investigated perceived difficulties of health professionals, specifically this research studied New Zealanders
doctors, psychiatrists and nurses from general and psychiatric hospitals (Gibb, Beautrais, & Surgenor, 2010).
Gibb et al. (2010) analyzed the responses of 195 health professionals to the open question: “what is the
most difficult thing about working with self-harm patients?” (p. 716). The authors listed the most specific
difficulties of doctors and nurses when working with self-harm patients in hospital setting. They classified the
answers in major themes: patient behaviour, including the recurrent self-harming and feeling patients as
being difficult, frustrating or manipulative; communication difficulties (not knowing what to say); time

pressure; lack of knowledge about mental iliness and about effective interventions.

Clinical practices and options are also poorly researched thus empirical data on actual practices of health
professionals facing a suicidal patient are lacking (Jacobson et al., 2012). This kind of data could better

inform prevention policies.
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5. Intervention and barriers related to health professionals

Suicidal people can be treated effectively (Leenaars, 2004, p. xv).

Suicidal behaviours intervention comprises the early recognition and assessment of risk, the immediate
response or management of a suicidal crisis, the eventual referral to specialized care, the longer-term care
or support that can include pharmacotherapy, psychotherapy and follow-up care. The intervention with
suicidal people can be outpatient or inpatient and can also be called clinical prevention. This section of the
thesis briefly addresses the research that has been performed in the scope of barriers to the intervention at
the health professionals level. It also approaches some fundamental aspects of clinical prevention of suicidal

behaviours focusing mainly on issues related to the health professionals’ practices.

As presented in section 2 (p. 17-18), a high percentage of people who died by suicide had a recent contact
with health professional before their death, including general physician and mental health professionals. At
the time of the suicide attempt a high percentage was also receiving health care. The contact of an individual
at risk with a health professional previous to a suicidal behaviour is an opportunity to prevent it and the
contact after a suicide attempt can provide a possibility that the individual engages on a treatment
intervention. But clinical work with suicidal patients is recognized as a very challenging and demanding task
and research has identified barriers to the detection and intervention on suicidality at the level of health
professionals, including both the primary and the mental health caregivers (e.g. Anderson, Standen, & Noon,
2003; Fox, 2011; Murphy 1975; Neimeyer & Pfeiffer, 1994b; Sheerder 2009; Sheerder et al., 2010;

Saunders, Hawton, Fortune & Farrelet, 2012; Schmitz, et al., 2012; Smith et al., 2014).

The domain of suicidology focusing on health professionals as subject of investigation offers an enormous
field for exploring. This specific area of research may have implications for clinical prevention of suicidal
behaviours and as such should be developed. Clinical prevention requires specific skills and knowledge, as
mentioned in the previous section, namely in the field of risk assessment, of crisis intervention, of mental
health issues, as well as relational and communication abilities aimed at emotional containment, the sharing
of suffering and of suicidal thoughts. In addition, clinicians and psychologists should know which therapeutic

measures work, the advantages and disadvantages of each strategy, its limits, reach and the eventual
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precautions to take. Further the health professional’'s competence in suicidal cases has a special importance
(Jobes, Rudd, Overholser, & Joiner, 2008; Overholser, 1995). Among the reasons for this are the risk of
injury or death of the patient, which has a greater weight when compared with other kinds of death (cf.

section 6, p. 65-75).

There is a growing frame of research investigating the barriers that hinder the pivotal role that health
professionals can have in risk detection, assessment and intervention with suicidal patients (e.g. Goldsmith
et al., 2002; Neimeyer & Pfeiffer, 1994b; Sheerder 2009). Research in the area has been studying variables
related to health professionals that can influence, hamper or facilitate the therapeutic work with suicidal
people. Studies specifically focus on the attitudes towards suicidal patients, the knowledge about suicidal
behaviours and suicide intervention and also the skills of health professionals to deal with suicidality, namely
the communication competence (e.g. Anderson, Standen, Nazir, & Noon, 2000; Botega et al., 2005; Gibb, et
al., 2010; Hammond & Deluty, 1992; Neimeyer, Fortner, & Melby, 2001; Neimeyer & Maclnnes, 1981;
Saunders, et al., 2012; Scheerder et al., 2010; Santos, 2001; Samuelsson et al., 1997; Smith et al., 2014;

Swain & Domino, 1985).

Within this area of research about health professionals who deal with suicidal problems, the domain of
attitudes towards suicidal patients and behaviours seems to be the field that produced more empirical data,

as well as valid instruments aimed at health professionals.

The study of attitudes towards suicide began in 1922 with Bayet, a French scientist and philosopher, follower
of Durkheim, who published "Le suicide et la morale", a work about the development of attitudes in the West
over more than 20 centuries (Diekstra & Kerkhof, 1989). The author distinguished two moral categories to
suicide: the first involves an absolute negative and prohibitive attitude regardless of the circumstances of
who commits the act; the second category involves an attitude that condemns suicide under certain

circumstances and understands and accepts it under other conditions (Diekstra & Kerkhof, 1989).

In the contemporary studies on attitudes towards suicidality two references are very usual: one North
American — Domino et al. (1980; 1982) - and the other European - Diekstra and Kerkhof (1989). The first

authors developed the Suicide Opinion Questionnaire SOQ (Domino, Gibson, Poling, & Westakle 1980;
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Domino, Moore, Westlake, & Gibson, 1982), an instrument that has been revised and applied to different
samples, including health professionals (Domino, 2005; Kodaka, Postuvan, Inagaki, & Yamada, 2011; Swain
& Domino, 1985). The second authors, Dutch psychologists, highlighting the limitations of SOQ and of its
construction, created the Suicide Attitudes Questionnaire SUIATT, a self-report instrument with 63 items and
using three different referents to the assessment of attitudes towards suicide: the own respondent, a
significant person and people in general (Diekstra & Kerkhof, 1989). Other studies of construction and
validation of questionnaires for assessing attitudes towards suicide and suicidal people were performed
including specific instruments aimed at health professionals or at least applied to this population (e.g. Botega
et al.,, 2005; Jenner & Niesing, 2000; Renberg & Jacobsson 2003; Samuelsson et al., 1997; Suokas e
Lonnquist, 1989). Actually, there are about 18 scales available with unique designations that measure
attitudes and related issues (Kodaka et al., 2011). Furthermore a considerable set of researches assessing
health professionals’ attitudes towards suicidality used questionnaires developed for their own study without

naming them (Saunders et al., 2012).

In a recent review of 74 studies, Saunders et al. (2012) concluded that attitudes of health professionals
towards suicidal patients are often negative, affecting their clinical practice and consequently the therapeutic
process. Surprisingly, the authors found little difference over the time analysing studies from 1971 to 2010,
despite the increasing research and guidelines about suicidality and its intervention over these years. This
result from Saunders et al. (2012) reinforces the need to better understand the health professionals'
actuation with suicidal patients, studying innovative variables and under new perspectives. Howsoever, late
studies focused on health professionals who deal with suicidal behaviours found positive attitudes toward

suicide prevention, even if with room for improvements (Jacobson et al., 2012).

Moreover many of the studies on attitudes, its results and discussion are performed around two poles:
negative vs. positive, acceptance vs. rejection/ condemnation or favourable vs. unfavourable, alluding to the
initial work of Bayet. In light of the complexity of the clinical work and relationship with suicidal clients these
dichotomies may be reductive and poor in terms of contributions for improving training and practice. Thus

other variables related to health professionals should be studied.
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As approached in the previous section the low-level of skills revealed by health professionals, including
mental health staff is among the principal barriers to suicide intervention and that has been a subject of
investigation, mainly linked with the training effects (e.g. Scheerder et al., 2010; Schmitz et al., 2012; Smith
et al., 2014). Furthermore, a distorted self-evaluation of the ability to respond appropriately to suicidal people
by health care workers, namely an overestimation of their skills level was also identified as a potential
obstacle to effective intervention (Scheerder et al., 2010), stressing the pertinence of exploring self-

perceptions of health professionals with regard to the work with suicidal patients.

In this line, another important variable that has been recognized by research as possibly facilitating or
hindering clinical work with people at suicide risk is the confidence of clinicians and psychologists in their
capacity to detect and to deal with suicidal patients (e.g. Capp et al., 2001; Gask et al., 2006; Jacobson et

al., 2012; Keller et al., 2009; Matthieu et al., 2008).

Research on the area has also explored the differences on attitudes and skills of health professionals
according to professional group, gender, age, years of experience and contact with suicidal behaviours (e.qg.
Neimeyer et al., 2001; Scheerder et al., 2010) providing important clues about the influence of the socio-
demographic and professional characteristics on the so far underexplored variables of difficulties and
practices of health professionals. These data supplied directions to the elaboration of the hypotheses of the
empirical studies of this PhD on health professionals' practices and difficulties with suicidal patients (cf.
studies 2 and 3, p. 101-125 and 127-140). The studies of attitudes found differences between health
professionals groups and according to gender, while with regard to age and experience results were not
conclusive (Saunders et al., 2012). The doctors of different specialities, particularly of general hospital were
found to display more negative attitudes than psychiatrists and than nurses (Saunders et al., 2012). In turn,
psychologists were among the most accepting in their attitudes and most knowledgeable about suicidality
(e.g. Hammond & Deluy, 1992; Jeffrey & Warm, 2002). In different studies female health professionals
expressed more positive attitudes than male health professionals (e.g. Anderson et al., 2000; Samuelsson et
al., 1997), even if methodological limitations associated to these results may be indicated (Saunders et al.,
2012). However some studies found that attitudes were not significantly associated with gender (e.g. Gibb et

al., 2010).
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Specific experience with suicidal patients seems to be associated with more positive attitudes, a greater self-
efficacy and higher levels of intervention competencies (Botega et al., 2005; Neimeyer et al., 2001; Neimeyer
& Maclnnes, 1981; Samuelsson et al., 1997; Scheerder et al., 2010). Nevertheless, there are few studies
analyzing the effects of this variable, many of the few existing are specifically related to staff nurses and
emergency personnel, and not all of them agree on their conclusions (Friedman et al., 2006; Saunders et al.,
2012). Furthermore, the difference between general experience (years of practice) and specific experience in
the sense of clinical contact with suicidal patients is not always clear. Scheerder et al. (2010) highlighted this
differentiation in their study on suicide intervention skills of community and health professionals, including
general practitioners and psychologists in the sample. These Belgian authors using the Suicide Intervention
Response Inventory (SIRI-2; Neimeyer & Bonnelle, 1997; see ahead brief description) found that intervention
competencies were strongly and positively related to specific experience with suicidal patients, but not to
years of experience as a health or community professional. The study also found differences between
professional groups, namely that nurses were an exception presenting only average SIRI-scores despite a
high frequency of contact with suicidal patients. Scheerder’s results are in line with previous studies using
SIRI, which observed that beyond experience with suicidal patients, the level of specific training and death
acceptance attitude were also positively related to suicide intervention skills (Neimeyer et al., 2001;
Neimeyer & Maclnnes, 1981). Differences in the skills score between groups were also found with

psychiatrists scoring higher than general practitioners (Pamieri et al., 2008).

The role of therapeutic alliance, collaborative approach and positive and empathetic communication as
key aspects of suicide clinical prevention have been emphasized by different authors, highlighting the
approach of the AESCHI working group (e.g. Jobes, 2000, 2006; Leenaars, 2004, 2006, 2009, 2011; Michel
& Jobes 2010; Michel, et al., 2002), but also by various other suicidologists (e.g. Donaldson, Spirito, &
Overholser; Fox, 2011; Joiner, Van Orden, Witte, & Rudd, 2009b; Meyer & Simon, 2006; Periman, Neufeld,
Martin, Goy, & Hirdes 2011; Wolk-Wasserman, 1985). Communication of suicidal intent is recognized as an
important element for suicide prevention/ intervention and therefore it has been studied by different
researches (e.g. De Leo & Klieve, 2007; De Leo, Milner, & Sveticic, 2012, Isometsa et al., 1994; Wasserman

et al., 2008; Zhou & Jia, 2012). Notwithstanding communication of suicidal intent be an interactive process,
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studies on suicidal communication have been much more focused on patients’ variables than on health

professionals’ factors, strengthening the pertinence of studies focusing on variables of health staff as well.

A landmark in the field of communication with suicidal patients is the already above mentioned work of the
North-American Neimeyer and colleagues, namely through the development of an instrument — the SIRI, to
assess the ability of counsellors and later of health professionals to recognize appropriate responses to
suicidal clients (Neimeyer & Bonnelle, 1997; Neimeyer & Maclnnes, 1981; Neimeyer, Fortner & Melby, 2001;
Neimeyer & Pfeiffer, 1994a). The SIRI questionnaire is a self-administered instrument comprising 24 items
that health professionals have to rate. Each item includes a comment of a suicidal patient and two possible
responses - one is considered appropriate or promoting effective intervention and the other option is
inadvisable. SIRI has been translated and validated into different languages, for example Italian (Palmieri et

al., 2008) and Dutch (Scheerder et al., 2010) and taken as a measure to study suicide intervention skills.

Potentially related to the communication problems with suicidal clients/ patients there is a set of specific
difficulties felt by health professionals but so far, poorly studied and clearly in need to be investigated.
Indeed in the best of our knowledge only one study explored the specific difficulties of health professionals,
expressly studying hospital doctors and nurses (Gibb et al., 2010), as approached in the previous section of

the thesis.

In this same line some researchers identified emotional reactions by health professionals as barriers to the
work with suicidal patients, specifically, frustration towards patients (e.g. Anderson et al., 2003; Friedman et
al., 2006), hostility and distance (e.g. Anderson et al., 2003; Wolk-Wasserman, 1985), anxiety and fears
(Saunders et al., 2012) and reporting that it is difficult to work with this patients (e.g. Gibb et al., 2010;

Ramberg & Wasserman, 2003).

Anderson et al. (2003) performed a qualitative study about nurses’ and doctors’ perceptions of suicidal
behaviour in young people. The authors using 45 semi-structured interviews highlighted the experiences of
frustration in the practice with these patients, as well as relational difficulties and specific needs in this field.
Distance, in the sense of non-understanding, was one of the problems identified as a relational barrier.

Friedman et al. (2006) analysing 63 questionnaires about attitudes of health professionals (mainly nurses)
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towards patients who use self-laceration found high levels of staff frustration, with more than half of the
participants reporting this feeling. Wolk-Wasserman (1985) surveyed 96 health professionals, including
physicians and nurses, using non-directive and semi structured interviews about their reactions and feelings
towards suicidal patients. She concluded that hostility and distance were among the reactions of health staff
and communication difficulties were also identified. The study however was focused on professionals who
had limited or no training on psychiatric and psychological issues. Actually there is a general lack of data
about psychologists who deal with people who engage in suicidal behaviours. One of the exception in this
panorama is the work of Kleespies, Penk, and Forsyth (1993). The authors studied the impact of suicidal
behaviours’ clients on psychologists concluding that there are not so many differences in the emotional

reactions caused by fatal behaviour and by non-fatal behaviour (cf. section 6, p. 68-70)

The current public health system existent in Portugal, as well as in many other countries makes primary care
a critical setting for recognition of suicidal behaviours risk, as well as for detection of depression disease and
others risk factors, such as previous suicide attempts or abuse of alcohol and drugs. Murphy (1975) in one of
the first studies highlighting the double potential role of physicians in suicidal behaviours intervention —
facilitate or hinder - observed inadequacy in the detection of suicide risk by physicians. This result about
failures of GPs to recognize suicide risk or to discuss the subject with patients has also been underlined in
more recent literature (e.g. Bryan & Rudd, 2011; Houston, Haw, Townsend, & Hawton, 2003; Lewis, 2004;
Marquet, Bartelds, Kerkhof, Schellevis, & van der Zee, 2005; Pan, Lee, Chiang, & Liao, 2009). However the
barriers to effective intervention at the level of health professionals are not limited to GPs and can also be
related to mental health professionals, as psychiatrists and clinical psychologists. This should be a target of

attention for further research (e.g. Schmitz et al., 2012).

But so far little attention has been paid to the effective practices and options of health professionals in
suicide intervention and their actual difficulties towards suicidal patients, namely giving voice to the

professionals themselves.

In health settings the objective of intervention with suicidal people, after crisis stabilization is to develop,

initiate and maintain a treatment plan, in which initial and ongoing risk assessment is essential. Next, some

54



of the key aspects of clinicians’ intervention are briefly approached into 4 mains headings: assessment,

psychotherapy, psychopharmacology and hospitalization.

5.1. Assessment of suicidal risk

To assess suicide risk, a fundamental judgment for making clinical decisions, is a difficult task for health
professionals. This difficulty is related to several factors such as the complex and interactive process of
suicidal intent communication, as already addressed above, as well as the multiplicity of risk factors, and the
difference between distal factors, as vulnerabilities and proximal factors, as precipitating elements. Further,
the related need to distinguish between imminent risk and risk assessment, and between who is at risk and
at what moment he/ she is at risk are among the difficulties of the assessment process. Indeed when facing
a person who needs help concerning a potential suicide risk, the health professional has to assess and
distinguish between (1) imminent risk, that means suicidal behaviour within the next 48 hours, also called by
suicide crisis, (2) short-term risk, i.e., suicidal behaviour within days or weeks and (3) long-term risk
(Hirschfeld, 2001). Other elements contributing to the complexity of the assessment are the need of a
specific clinical interview and the variety of instruments that can be useful and complementary tools with
different aims (detection, risk assessment or characterization of the suicidal behaviour) (cf. Brown, 2000 and
Goldston, 2000, for risk assessment instruments for adults and young people, respectively; cf. also EACOS -

a Portuguese instrument from Coimbra University, Saraiva, 1998).

To assess suicide risk health professionals should address risk factors from different nature: socio-
demographic, psychological and psychiatric, general health, including drugs and alcohol use, developmental
and family, personality, circumstantial factors, as current problems and previous suicidal behaviours. A key
point of the assessment of imminent suicide risk is to explore the desire of death and the existence of a plan
with the presence of the means. Health professionals should explicitly discuss the availability of means with
the patient (e.g. Berman, 2006; Bryan, Stone & Rudd, 2011; Joiner, Van Orden, Witte, & Rudd, 2009c;

Santos & Neves, 2006; Saraiva, 1999; Saraiva e Garrido, 2014; Simon, 2006) (cf. section 4, p. 41-42).
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To decide if a person is at imminent risk of suicide one of the appropriate ways is to ask her or him directly
(e.g. Hirschfeld, 2001; Santos & Neves, 2006). Further, to ask appropriately about the death ideas makes

the person feel his or her suffering recognized (e.g. Santos & Neves, 2006).

Moreover the assessment of suicide risk must be regarded by the health professionals as part of the
therapeutic process providing an opportunity to exchange views between the clinicians or psychologists, the
patient with suicidal problems and his or her family (e.g. Michel & Valach, 2011; Perlman et al., 2011).

In a study performed with 26 suicide cases the authors concluded that despite the fact that the majority of
patients in treatment gave indications of imminent suicide risk, it was frequent for health professionals not to

identify the crisis situation (Hendin, Maltsberger, Lipschitz, Hass, & Kyle, 2001).

Adequate assessment of risk requires a range of skills, knowledge, attitudes and tools and, additionally, the

awareness that assessment is not an exact task (Cooper & Kapur, 2004; Lewis, 2004; Simon, 2006).

Risk assessment instruments can be very useful but they should be considered a part of the assessment
task integrated in a more comprehensive process. They should be incorporated in the clinical interview and
after the therapeutic relationship is guaranteed, because communication and collaboration are fundamental

to the process of suicide risk assessment (e.g. Jobes et al., 2008; Perlman et al., 2011).

Jobes, Eyman and Yufit (1995) conducting a study about suicide risk assessment practices in the USA
verified that health professionals rarely used formal instruments and psychological tests. In Portugal there is
no data available about the use of formal instruments or protocols in the risk assessment task neither in
intervention. For example, it is unknown if no-suicide contracts are or not an actual option for health

professionals when facing a suicidal patient.

The no-suicide contracts are a long-standing tool used in the suicide clinical prevention, widespread in the
USA and also in Australia (e.g. Royal Australian and New Zealand College of Psychiatrists, 2004), but
nowadays its utility is under a contentious debate hampered by the lack of empirical data (e.g. Bartlett,
Carney, & Talbott, 2009; Edwards & Harries, 2007; Edwards & Sachmann, 2010; Goldblatt, 1994; Hyldahl &
Richardson, 2011; Jacobs et al., 2003; Jobes et al., 2008; Kroll, 2000, 2007; McMyle & Pryjmachuk, 2008;

Range et al., 2002; Rudd, Mandrusiak, & Joiner, 2006; Weiss, 2001).
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The general idea supporting the no-suicide contracts' intervention is based on the process of negotiating with
people at risk of suicide and on the recommendations to do it, dating back to the 50s and 60s by names as
Shneidman and Farberow or Ewart (Rudd et al., 2006). Explicitly mentioned for the first time in literature by
Drye, Goulding, & Goulding (1973) a non-suicide contract, also named in literature as suicide prevention
contracts, among other similar designations, can be defined as “an agreement between the patient and
clinician in which patients agree not to harm themselves and/or to seek help when in a suicidal state and
they believe they are unable to honour the commitment” (Rudd et al., 2006, p. 244). Or by other words, and
perhaps in a more clinical language “as decisions between a practitioner and suicidal patient to undertake
pre-defined tasks to keep the suicidal patient safe, usually until the next scheduled follow-up appointment’
(Edwards & Harriers 2007, p. 484). Some authors had suggested the change of the term contract by
commitment arguing that the second is more appropriate to the therapeutic principles and goals, while the

first term is more related with medico legal concerns (Rudd et al., 2006).

Three main criticisms to the use of no-suicide contracts have been pointed out. First, there is a lack of
empirical data supporting the efficacy of this clinical technique. Second there is an absence of a conceptual/
theoretical model that supports its clinical use. And third there is a set of risks or limitations associated to this
intervention strategy that is mandatory taking into account when pondering its eventual use (Edwards &
Harries, 2007; Edwards & Sachmann, 2010; Goldblatt, 1994; Jacobs et al., 2003; Leitner, Barr, & Hobby,

2008; Range et al., 2002; Rudd et al., 2006).

In short, the therapeutic benefits and risks of the use of suicide prevention contracts depend on how doctors
and psychologists use and regard them rather than on the simple use or not. The technique cannot be used
as a routine administrative procedure and never as substitute of the assessment or treatment process. An
informed and trained use of no-suicide contracts can be a facilitator for the establishment of a therapeutic
alliance and a collaborative work, as well as for promoting a positive and open communication, namely about
suicidality. This tool can also help patient and health professional to jointly establish security steps in case of
increased levels of risk. This co-work allows the formulation of tailored safety plans and commitments for

each singular case.
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Other potential advantages of suicide prevention commitments are to decrease the anxiety both of suicidal
clients and therapists, to facilitate formulating short-term goals, and even to aid in risk assessing and
suicidality comprehension. In contrast, an uninformed use of this tool implies the risk of negatively interfering
in the patient-health professional relation, promoting feelings of anger and distance and inhibiting the sharing
and discussion of suicidal ideas and plans. The patient can potentially feel the proposed contract as a
coercive action, interpreting it as a negative judgment of his/ her suicidal thoughts inhibiting the sharing of

difficulties (e.g. Goldblatt, 1994; Range et al., 2002; Rudd et al., 2006).

Literature on the subject warns that no-suicide agreements cannot just have the purpose of reducing the
anxiety of the health professionals when facing a suicidal patient. It is also fundamental that clinicians are
aware of why they are using no-suicide contracts, which are the goals and limits of their use, how they are
perceived by the patient and what they mean for the clinician (e.g. Goldblatt, 1994; Range et al., 2002; Rudd

etal., 2006).

5.2. Psychotherapy
From time to time, psychotherapy researchers have complained that their findings
have not impacted sufficiently on the practitioner or on the policy- maker (Parloff,

1979, p. 296).

Different studies, including meta-analyses have been providing evidence of the effectiveness of
psychotherapy and other psychosocial interventions with people at risk of suicidal behaviours (Comtois &
Linehan, 2006; Guthrie et al., 2001; Joiner, Orden, Witte, & Rudd, 2009a; Mann et al., 2005; Tarrier, Taylor,

& Gooding, 2008; Winter, Bradshaw, Bunn & Wellsted, 2013).

Despite the variety of interventions, the differences in methodologies, including the population and the
outcome measures used, and also the set of methodological limitations, as for example too small samples,
there are promising outcomes for psychotherapy in reducing suicidal behaviour and associated risk factors,
as well as in increasing therapy adherence (Goldsmith et al., 2002; Comtois & Linehan, 2006; Mann et al.,

2005; Winter et al., 2013).
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Winter et al. (2013), for example conducted a broad study in this area that includes a review of 15 previous
systematic reviews and meta-analyses about psychotherapy and other psychological interventions with
people at risk of suicide, a meta-analysis of more than 60 studies and a narrative review of 17 studies
considered relevant but that had not the criteria for formal analyzes. The authors concluded that

psychological interventions for people at risk of suicide have empirical evidence of effectiveness.

The existing research in the area is mainly within the cognitive-behavioural field, which has proven to be
more effective than interventions without the component of psychotherapy, including cognitive therapy (e.g.
Davidson et al., 2006; Samaraweera, Sivayogan, Sumathipala, Bhugra, & Siribaddana, 2007), problem-
solving therapy (e.g. Eskin, Ertekin, & Demir, 2008; Hawton et al., 1998) and dialectical behaviour therapy
(e.g. Leitner et al., 2008; Linehan et al., 2006). In these researches the compared interventions include
different treatments as pharmacological treatments, intermittent supportive care and referral to the general
practitioner (Goldsmith et al., 2002; Hawton et al., 1998; Winter et al., 2013). They are commonly designated

as treatment as usual or standard aftercare.

With regard to the outcome measures a wide variation among studies is also detected, including suicide rate
(e.g. Crawford, Thomas, Khan, & Kulinskaya, 2007), suicide attempt (e.g. Davidson et al., 2006), suicidal
behaviour or self-harm repetition (Hawton et al., 1998), suicidal ideation (e.g. Samaraweera et al., 2007) and

scores in depression and hopelessness scales (e.g. Rudd et al., 1996; Winter et al., 2013).

Beyond cognitive therapies other approaches have been found effective, as for example brief

psychodynamic interpersonal therapy (Comtois & Linehan, 2006; Guthrie et al., 2001).

Despite these results more research is demanded in order to overcome the limitations of assessment related
to both the small number of subjects in the existing studies and the difficulties of assessing long-term
interventions (Comtois & Linehan, 2006; Hawton et al., 1998). Further more data is requested about some
psychological interventions with promising findings but still insufficiently researched (Winter et al, 2013;

Guthier et al., 2001).

Hitherto certain psychotherapies seem to be more effective in reducing suicidality than others, but some

other interventions are under-investigated. In this scope another aspect that should be taken into account is
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the importance of the therapeutic alliance regardless of the type of therapy. Nowadays, the vital importance
of the therapeutic relationship in the therapeutic change process, originally and particularly emphasized by
Rogers (1957) finds support in the most varied and extensive literature on psychotherapy research (e.g.
Goldfried, 2013; Joiner et al., 2009b). This fact strengthens the pertinence of the health professionals’

variables and their study in order to inform suicide clinical prevention.

5.3. Psychopharmacology
“Psychopharmacotherapy does not target suicide per se. There simply is no anti-

suicide pill" (Maris et al., 2000, p. 525).

Suicidality is a multidimensional phenomenon that cannot be reduced to a chemically changed brain
(Saraiva, 2006a). Medication is an important element of the current therapy but research advises that a
pharmacological intervention alone does not have empirically supported efficacy in the reduction of suicide
risk (e.g. Jobes et al., 2008). When psychiatrists or general practitioners prescribe medication to someone
that attempted suicide or is at suicide risk, they have to integrate the pharmacological intervention in a
comprehensive therapeutic programme. The medication prescription has to be justified by the presence of
psychopathology rather than by the suicide ideation per se (e.g. Cutcliff & Santos, 2012; Gil, 2006;

Goldsmith et al., 2002).

Despite the formulated criticism to the extremely high values of psychopathology found by psychological
autopsies (e.g. Hemjland et al., 2012; Pouliot & De Leo, 2006), the association between mental disorder and
suicidality is a fundamental point to take into account by clinicians. The intervention on psychiatric illness is
an important component of suicide prevention, and in turn the use of medication is an important part of the
treatment of mental disorders (Mann et al., 2005; Goldsmith et al., 2002). At the same time, health
professionals have to be aware that the majority of mental patients will not die by suicide, while a number of
individuals without any psychiatric condition will. The percentages of suicide cases without any identified

psychiatric diagnosis varies from 7% up to 30% (Pouliot & De Leo, 2006).

The potential adverse effects of medication should also be considered. For antidepressants these possible

paradoxical effects are particularly well studied as approached for example by Gil (2006, 2014) and
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Goldsmith et al. (2002). These authors provide particular aspects that doctors should contemplate in the
prescription act when the patient has suicidal risk, like the prescription of small amounts of the drug at the

beginning of the treatment and the election of the less toxic medicines.

Simultaneously, it is important that clinicians and other health professionals involved consider it a prejudice
without clinical and empirical support to state that antidepressants and anti-psychotics are in the genesis of

suicidality (Gil, 2014).

Several studies have been performed to detect the effects of pharmacological interventions on suicide or
suicide attempts providing wide constantly updated knowledge. These data has been systematized by
different authors into the headings of the principal psychopharmacological groups - mood stabilizers,
(highlighting the lithium substance), antidepressants, anti-psychotics and anxiolytic medications - supplying
useful information for the clinical practice of doctors (e.g. Gil, 2006, 2014; Goldsmith et al., 2002; Kim,
Marangell, & Yudosfsky, 2006; Schifano & De Leo, 2002). Nevertheless important questions regarding

medication effects still remain and others are far from consensus.

Concerning antidepressants empirical data can be divided into: (1) positive results of the increased use of
antidepressants in suicide rates (e.g. Mann et al., 2005) and (2) findings of no significant differences in the
rates of suicide between individuals who received antidepressants, placebos or no treatment at all (e.g.
Gunnel & Asbhy, 2004; Van Praag, 2003). Several reasons have been pointed to explain the failure of
antidepressants in suicidality treatment. Among these is the hypothesis that health professionals neglect
psychological and social factors and consequently do not use antidepressants in conjunction with
psychotherapy (Van Praag, 2003). In this context, it is important to emphasize that no antidepressant has

demonstrated so far unequivocal and consistent anti-suicidal action (Gil, 2006, 2014).

The use of anxiolytic medications justified by the presence of anxiety in many mental disorders, including
depression and its increased risk of suicidal behaviours, poses problems yet unanswered. Benzodiazepines
are an effective medicine to relieve anxiety but empirical evidences have showed an association between its
use and an increased risk of suicide (Gil, 2006; 2014). However some authors argue that this association

may be distorted by the fact that benzodiazepines are often used as a mean for suicidal behaviour
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(Goldsmith et al., 2002). Some authors advise the substitution by anti-psychotics in the treatment of anxiety,
others suggest the use of benzodiazepines with short-term action and prescriptions of very small amounts

and/ or in a safe and monitored context (Gil, 2006, 2014).

Regarding mood stabilizers, medicines used in the treatment of bipolar disorder, different studies have
empirically demonstrated that lithium significantly reduces suicide rates (Baldessarini et al., 2006; Gil, 2006,

2014; Goldsmith et al., 2002; Schifano & De Leo, 2002).

Research has suggested that anti-psychotic medications can be effective in the reduction of suicidal
behaviour when suicidality is a feature of psychosis in schizophrenia. Particularly consistent results were

found for clozapine (Gil, 2006, 2014; Goldsmith et al., 2002).

In short, empirical data have demonstrated that psychopharmacology alone is not sufficient for treating
mental disorders and even less for responding to suicidality problems, despite its unquestionable
significance for treatment (e.g. Goldsmith et al., 2002; Jobes et al., 2008). This underlines the need of
balance between psycho-environmental and biological contributors to suicide, as well as the important role
and competence of health professionals in the establishment of a therapeutic relationship and in intervention

planning.

5.4. Hospitalization

A high percentage of psychiatric inpatient admission is related to an imminent and high suicidal behaviour
risk assuming that hospitalization can provide the most effective treatment or at least is the most effective
suicidal crisis management (e.g. Coimtois & Linneham, 2006). The option for an inpatient treatment of
someone who is at suicide risk or who made a suicide attempt implies the need of high protection and
intensive therapy. However there is very little research about inpatient treatment of people at risk of suicidal
behaviours (Ellis, Green, Allen, Jobes, & Nadorff, 2012; Coimtois & Linehan, 2006; Goldsmith et al., 2002).
Namely, there is an absence of empirical data about the protective and the risk effects of hospitalization that

are important for clinicians, patients and families to take informed decisions.

The decision for inpatient treatment has to be based on the best scientific evidence rather than in faith-based

interventions or established practices due to psychiatric history. Furthermore, when a doctor has to decide
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about the hospitalization of a patient who is at suicide risk he has to take into account different factors
related to the risk assessment and psychosocial features of the person at risk, as well as the benefits and
risks involved. So it is a complicated decision for health professionals (Goldblatt, 1994) but perhaps even
more difficult in the cases when the final decision is that the patient does not need to be hospitalized

(Hirschfeld, 2001).

Nowadays and despite the lack of research in the area it is accepted that outpatient intervention having less
impact on the individual's daily functioning should be the first option. However in extreme cases of very high
risk of lethality, very serious psychiatric pathology and a very poor support network the inpatient intervention
is the best option. The main goals in the psychiatric hospitalization are to decrease suicidal ideation, to
stabilize emotionally, reducing anxiety and other potential symptoms related to the self-injury behaviour; the
patient’ safety is the first priority (e.g. Cruz & Sampaio, 2014; Goldsmith et al., 2002; Hirschfeld, 2001;
Joiner, Van Orden, Witte, & Rudd, 2009d; Santos & Neves, 2006, 2014). Thus when a health professional is
involved in an inpatient treatment decision he should also consider safety aspects during the hospitalization,
transportation to the hospital and after discharge. Saraiva (2006b) strengthened that inpatient criteria have to
be adapted to each particular case and have to take into account the underlying psychopathology and risk
factors. The author presented a stance conciliatory between who defend hospitalization after a suicidal

behaviour and who criticize this option.

The existing studies about efficacy of intervention are mostly focused on people treated as outpatients (Ellis
et al., 2012; Hawton et al., 1998). However there are two kinds of empirical data related to inpatient and
suicidality that should be taken into account in this section of the thesis. First, it is known that 4% to 7% of
suicides occurred during the hospitalization and that the vulnerability is at its highest peak in the first week
(e.g. Ellis et al., 2012; Goldsmith et al., 2002; Rousset & Vacheron, 2007). This relatively high percentage
cannot be separated from the fact that patients who required psychiatric hospitalization are usually severely

ill or at very serious risk of suicidal behaviour.

Second there are consistent empirical evidences about the increased risk following hospital discharge mainly

in the first week and until three months after leaving inpatient care (e.g. Appleby et al., 1999; Bickley et al.,
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2013; Kan, Ho, Dong, & Dunn, 2007; Large, Sharma, Cannon, Ryan, & Nielssen, 2011; Pirkola, Sohiman, &
Wahlbeck, 2005; Rousset & Vacheron, 2007). Further, studies show that a short admission (less than a
week) is among the risk factors of a suicide after discharge, while an immediate and enhanced aftercare is a

protective factor (Bickley et al., 2013).

An important component of intervention related to hospital discharge either after an inpatient treatment or an
emergency intervention is the follow-up care provided to the person who had a suicidal behaviour, in the
sense of a continued monitoring. Under this heading are various forms of psychosocial interventions, as for
example regular contacts through letters or telephone (e.g. Motto & Bostrom, 2001) and specialized care
after discharge by a suicide intervention counsellor (e.g. Aoun, 1999). Although more research is needed to
establish the efficacy of different forms of follow-up care in reducing suicidal behaviour, health professionals
should take into account that long-term follow-up care after hospitalization has positive results in reducing

deliberate self-injurious behaviours (Asarnow et al., 2011; Goldsmith et al., 2002).

Deciding which therapeutic actions are the best ones facing a person who needs help regarding suicidal
behaviours or other self-injury problems seems to be a complicated task for health professionals. It is even
more difficult to include patient and family in these reflections. Each strategy encompasses positive effects
but also the risk of harmful consequences. Health professionals have to take the different aspects of the
problem in each specific case into account in order to decide with the patient and/ or the family, which is the

appropriate intervention.

This PhD research asks psychologists, psychiatrists and general practitioners about the practices they would
adopt when facing a client/ patient with suicidal problems, as well as the difficulties they feel towards this

demanding clinical problem.
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6. Posvention and the impact of patient suicide

Posvention refers to the activities performed after the traumatic event aimed at reducing the adverse effects
of suicide on survivors facilitating the bereavement process, preventing suicidal tendencies, which are known
to be at increased risk in those bereaved by suicide, helping them to live better, more productively, and with

lower levels of stress (Shneidman, 1981).

When someone dies by suicide several other people are deeply and directly affected, including family,
friends and the health professionals who followed the case, among other significant. The term posvention
created by Shneidman, originally aimed at bereaved family members, is currently recommended to a wide
set of people, designated as survivors. Besides the family it includes health professionals, friends, work or
school colleagues, other patients or prisoners, and specific target groups as school class, sports team, or
other specific communities affected by the suicide of one of its members. It can also be someone unknown
to the deceased but affected by the event due to particular circumstances, for instance cases of suicide
reported by the media or of representative personalities of a specific community. Posvention is a specialized
intervention after the suicide and includes general care and support, as well as the specific treatment that
survivors may need. Posvention must encompass both the immediate support and the extended support in

order to facilitate the mourning process (Shneidman, 1981).

So health professionals may simultaneously have a preponderant role in postvention support programs while

being themselves survivors as professional caregivers.

The systematic study of health professionals as survivors began in the 60s with Litman (1965), one of the
three founders of modern suicidology and of the Los Angeles Suicide Prevention Center, a research
reference centre and precursor on suicide studies. To study patient suicide impact Litman (1965) interviewed
200 psychotherapists, highlighting the coexistence of two kinds of reactions: a personal reaction - a common
process of mourning - and a reaction according to the specific social role — the professional reaction. The
author highlighted suffering, guilt, depression and anger as the most common reactions of psychotherapists

and defends the team case review as a useful resource to deal with the event. In this precursor study Litman
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mentions that professionals’ reactions are influenced by patient characteristics and also by the established

relationship. Litman also refers the possibility that patient suicide may be a learning experience.

Since Litman’s pioneer study (1965), international literature on the impact of the suicide of a patient in health
professionals has considerably grown with particular productivity in the last 30 years (as other subfields of
suicidology). Currently, the existent literature in patient suicide impact can be summarized in four main
focuses: (1) frequency of patient suicide experience; (2) emotional and professionals reactions and
consequences; (3) post-suicide management measures and the role of health professionals; and (4) related

factors which may influence the patient suicide experience. Next each of these topics is approached.

6.1. Patient suicide frequency

Available studies show a broad range in patient suicide frequency: between 33% (Brown, 1987a) and 82% in
the case of psychiatrists (Cryan, Kelly, & McCaffrey, 1995) and between 11% (Kleespies, Penk & Forsyth,
1993) and 22% for psychologists (Chemtob, Hamada, Bauer, Kinney & Torigoe, 1988a). In the study of
Brown (1987b) 14% of the psychologists surveyed reported having experienced a patient suicide. Patient
suicide is also recognized as a professional risk for general physicians, however few studies analyzed the
impact in this group (Davidsen, 2011; Hallingan & Corcoran, 2001; Kendall & Wiles, 2010). In an Irish
sample of general physicians the authors found that 86% of doctors had had at least one patient who had
died by suicide (Hallingan & Corcoran, 2001). Nurses are another professional group where patient suicide is
documented as a professional hazard; in a Japanese study, for example, 55% of nurses reported such an

experience (Takahashi et al., 2011).

In the studies using multidisciplinary samples the frequencies of patient suicide range from 19% (Gaffney et

al., 2009) to 86% (Linke, Wojciak, & Day, 2002).

Table 2 displays a systematization of patient suicide frequencies found in 25 international studies about

patient suicide impact on health professionals.

However data on frequencies came from different types of studies, namely cross-sectionals (e.g. Chemtob et
al., 1988a, b; Landers, O’ Brien, & Phelan, 2010) and longitudinal studies (e.g., Brown, 1987; Ruskin,

Sakinofsky, Bagby, Dickens, & Sousa, 2004), therefore it should be taken into account that they may
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Table 2 Patient suicide frequencies in 25 studies

1st Author, data

Participants

Patient
suicide
frequency
%

N with

patient

suicide
experience

Brown 1987a Psychiatrists (residents) 33 13 USA
Yousaf et al., 2002 Psychiatrists (residents) 43 23 England
Ruskin et al., 2004 Psychiatrists 50 74 Canada
Chemtob et al., 1988b Psychiatrists 51 131 USA
(72}
Courtenay & Stephens,2001 = Psychiatrists (residents) 54 109 England
©
Pikilton & Etkin, 2003 = Psychiatrists (residents) 61 121 Canada
[72]
Alexander et al., 2000 o- Psychiatrists 68 167 Scotland
Pieters et al., 2003 Psychiatrists (residents) 69 79 Belgium
Landers et al., 2010 Psychiatrists 80 143 Ireland
Cryan etal., 1995 Psychiatrists 82 89 Ireland
Wurst et al., 2010 Psychologists, Psychiatrists _
ursteta o 2 yenees _ Y 35 61 Switzerland
2 3 and some Social workers
T T O
Wurst et al., 2011 £52 Psychologists, Psychiatrists
> < _ 69 123 Germany
o £ and some Social workers
Kleespies et al., 1993 @ Psychologists (trainees) 1 88 USA
2
Chemtob et al., 1988a I Psychologists 22 81 USA
A
(a
ff l., 2 Doctors, Psychologists, Social
Gafiney et al., 2009 yenoies 19 83 Ireland
workers and Nurses
Brown, 1987b Psychiatrists, Psychologists,
- Nurses, Other Mental Health 21 33 USA
e workers, Social workers
=
Gulffi et al., 2010 5 Doctors, Psychologists, Social _
dhea é YEAoRo 70 275 Switzerland
= workers and Nurses
Linke et al., 2002 = Community mental health
team, Nurses, Social, workers
o . 86 38 England
Psychiatrists; Psychologists
and Occupational therapists
Pope & Tabachnick, 1993 Psychotherapists 29 82 USA
Jacobson et al., 2004 Mental Health Social workers 33 230 USA
[72]
Menninger, 1991 o Psychotherapists 39 41 USA
Takahashi et al., 2011 e Nurses 55 292 Japan
Halligan & Corcoran, 2001 General physicians 86 103 Ireland
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correspond to different epidemiological measures — prevalence and incidence - respectively.

Furthermore, the frequencies correspond to different periods of practice: residency or trainee (e.g. Courtenay
& Stephens, 2001; Kleespies et al., 1993; Yousaf, Hawthorne, & Sedgwick, 2002), total years of practice
(e.g. Ruskin et al., 2004) or a specific period of time (Wurst et al., 2010). Comparisons are of limited value

also due to differences in the number of participants and the composition in the multidisciplinary samples.

Despite its relevance few studies explored the differences in patient suicide frequency according to gender,
years of practice or specific training in suicidal behaviours. With regard to gender Pope and Tabachnick
(1993) found that in a therapists’ sample more men than women experienced patient suicides, while
Chemtob et al. (1988a) and Kleespies et al. (1993) did not find gender differences in the frequency of client
suicide. Among American and Swiss psychiatrists and psychologists there seems to be no association

between years of practice and number of patient suicide (Chemtob et al., 1988a, b; Wurst et al., 2010).

There are very few evidences about the relationship between the number of patient suicide and health
professional's training. Chemtob et al. (1988a, b) found that more training was associated with a significant
lower rate of suicide for both psychiatrists and psychologists, however the type of training is not mentioned.
In short, studies reveal that patient suicide is a frequent experience for health professionals and that the
relationship between patient suicide frequencies and socio-demographic characteristics show no conclusive

evidences.

6.2. The impact of patient suicide - emotional and professional reactions and consequences

The study of health professionals’ reactions when a patient dies by suicide has been performed through
different data collection methodologies: semi-structured interviews (Goldstein & Buongiorno, 1984; Kendall &
Wiles, 2010; Knox, Burkard, Jackson, Schaack, & Hess, 2006; Litman, 1965), questionnaires with open
questions and likert scales (Alexander, Klein, Gray, Dewar, & Eagles, 2000; Yousaf et al., 2002), and visual
analogical scales (VAS) (Hendin, Lipschitz, Maltsberger, Haas, & Wynecoop, 2000; Wurst et al., 2010).
Stress assessment using the Impact Event Scale IES (Horowitz, Wilner & Alvarez, 1979) was included in
several studies (Chemtob et al., 1988 a ,b; Jacobson, Ting, Sanders, & Harrington, 2004; Pieters, De Gucht,

Joos, & De Heyn, 2003; Ruskin et al., 2004; Takahashi et al., 2011; Yousaf et al., 2002). Another source of
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information about this experience are case studies carried out by therapists who describe their experience

after a patient suicide (Carter, 1971; Gitlin, 1999; Grad & Michel, 2005; Valente, 2003).

Despite methodological and target population differences the studies agree that death of a patient by suicide
is a significant and disturbing experience. Guilt and self-blame, anger, shock, fear, concerns, loss of self-
confidence and feelings of incompetence or failure are among the most usual emotional reactions reported
by health professionals in the international literature (e.g. Chemtob et al., 1988a, b; Cryan et al., 1995;
Landers et al., 2010; Pieters et al., 2003; Ruskin et al., 2004; Gaffney et al., 2009; Gulfi, Dransart, Heeb, &
Gutjahr, 2010; Kleespies et al., 1993; Kleespies, Smith, & Becker 1990; Linke, Wojciak, & Day, 2002; Wurst

etal,, 2011).

Guilt and failure are indicated as feelings with a particular intensity and meaning for health professionals in
the aftermath of a patient suicide. The percentage of professionals who describe self-blame ranges from
29% in a multidisciplinary sample (Gaffney et al., 2009) to 79% in a sample of psychiatrists (Landers et al.,
2010). In an English study the proportion of psychiatric trainees who report feelings of blame was 70%

(Yousaf et al., 2002).

An important indicator of patient suicide impact and of its recovering process is the duration of the negative
emotional reactions. Adverse feelings persisting longer than three months were described by 29% of

Scottish psychiatrists (Alexander et al., 2000) and 7% of Canadian psychiatrists (Ruskin et al., 2004).

Studies agree that only a minority of health professionals generally present clinical levels of stress towards
patient suicide. However a large variation between researches is found: in Chemtob’s study (1988b) clinical
levels were present in 53% of the psychiatrists, while Pieters et al. (2003) obtained clinical scores only for
9% of the resident psychiatrists. Table 3 shows the proportion of health professionals who attain clinical

scores in the two sub scales of IES — intrusion and avoidance- in different studies.

Despite few studies making reference to the persistence of symptoms, the trend seems to be a decrease
over the time of the rates of health professionals with clinical levels of stress (Chemtob et al., 1988a; Yousaf

et al., 2002). However it is not negligible that 29% of resident psychiatrists maintain clinical levels after two
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years and three months of the event, the mean time elapsed between the suicide and the questionnaire

completion (Yousaf et al., 2002).

Table 3 Health professionals’ percentage with clinical levels of assessed using IES towards patient suicide

Studies Intrusion scale Avoidance scale
Chemtob 1988a 49% 27%
Yousaf 2002 33% 29%
Ruskin 2004 25% 23%
Pieters 2003 12% 7%

Impact studies highlight another common consequence of patient suicide — changes in the professional
practice (e.g. Chemtob, 1988a, b; Gulfi et al., 2010; Takahashi et al., 2011; Yousaf et al., 2002). Increased
attention to risk signs, greater tendency to hospitalize, search for specialized information and training,
seeking out colleagues to discuss cases and increased attention to legal issues of the clinical practice, have
been among the most frequent changes reported by health professionals (e.g. Chemtob, et al., 1988a, b;

Hendin et al., 2000; Yousaf et al., 2002).

6.3. Post- suicide management

In the aftermath of patient suicide the role of health professionals comprises both providing support to the
bereaved family, to other patients and to other staff members, as well as ensuring support resources for
therapists themselves. It is fundamental that the health professional re-establishes personal and professional
well-being in order to be able to provide support to other survivors. Thus, support resources should be
available and should be previously known by health professionals (Berman, Jobes, & Silverman, 2006b;
Campbell, 2006; Campbell & Fahy 2002; Farberow, 2005; Hodelet & Hughson, 2001; Michel, Armson,

Fleming, Rosenbauer, & Takahashi, 1997).

Literature considerations about management of patient suicide can be divided into (a) actions prior to the
event and (b) post-suicide measures. (a) The former include training actions, which anticipate patient suicide
as a probable professional risk, preparing health professionals for responsibility issues, clinical practice

limits, the role of the health professional, posvention good practices and the needs of families, children,
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adolescents, health professionals and other specific survivor groups (e.g. Berman et al., 2006b; Brown,
1987a; Menninger, 1991; Michel et al., 1997; Pieters et al., 2003; Ruskin et al., 2004). Brown (1987a) in the
scope of a survey with resident psychiatrists discussed patient suicide as a possible positive learning
experience and suggested a training model aimed at resident psychiatrists based on five phases:
anticipation; acute impact; clarification and working through; reorganization — relative resolution vs ongoing
doubts - and preparation for reactivation and post-training practice. The first phase corresponds to the
anticipation of the real possibility of a patient suicide experience, encouraging trainees to imagine the event
and to share what they think and feel about the death by suicide of one of their patients or of a colleague’s
patient. The author explained that this measure would decrease anxiety towards the event. This phase also
includes approaching the issues of responsibility, beyond the more usual syllabus about suicidal behaviours
(e.g. epidemiology). The four subsequent phases (already related to point b) are indicated as post-suicide
measures comprising immediate supportive actions — starting hours after the suicide notification - until
integration activities occurring several months later, constituting a guide program to patient suicide for health

professionals (Brown, 1987a).

(b) With regard to the second point — post-suicide measures — empirical studies on patient suicide and
specially postvention literature advocate, beyond specialized training, the support of colleagues, supervision,
team case review, contact with patient family and funeral attendance as suitable actions to deal with patient
suicide. However few studies investigated the perceived usefulness of each resource or activity effectively

used by health professionals in the aftermath of patient suicide.

The support of colleagues appears to be the most used action by health professionals across empirical
studies, including both informal and formal approaches (e.g. Chemtob, 1988a, b; Gaffney et al., 2009;
Goldenstein & Buongiorno, 1984; Landers et al., 2010; Linke et al., 2002; Menninger, 1991; Pieters et al.,
2003; Ruskin et al., 2004) and consistently mentioned on postvention literature (e.g. Campbell & Fahy, 2002;

Campbell, 2006; Hodelet & Hughson, 2001; Tanney, 1995).

Despite the fact that up to the moment supervision in cases of patient suicide has only been poorly studied

and the few existent empirical data are mainly about residents (Fang et al., 2007), literature, taking into
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account how health professionals cope in this situation, suggests that supervision can play a useful role in
the recovery process of health professionals when a patient dies by suicide (Campbell & Fahy, 2002; Ellis,
Dickey, & Jones, 1998; Kleespies et al., 1990, 1993; Knox et al., 2006; Lafayette & Stern, 2004; Ruskin et

al., 2004).

Team case review is recognized as a support resource to cope with a patient suicide (e.g. Litman, 1965;
Alexander et al., 2000; Linke et al., 2002) that must be performed in a supportive, non-blaming and learning
atmosphere (Berman et al., 2006b; Litman, 1965). Some authors advice the guidance of an external
consultant and recommended that it should happened three weeks later rather that immediately after the
event (Berman et al., 2006b; Hodelet & Hughson, 2001; Brown, 1987a). In the qualitative study of Goldstein
and Buongiorno, (1984) twelve of the 20 participant psychotherapists reported that the review of the case
aggravates doubts rather than helps in the recovery process, particularly when it is carried out immediately

after the suicide notification.

Psychological autopsy, an original idea from Curphey (1967 in Costa-Santos, 2006) but mainly developed
and disclosed by Shneidman (1969, 1981) and also by Farberow and Litman, is indicated as a suitable
methodology of revising the suicide case (e.g. Berman et al., 2006b; Goldstein & Buongiorno, 1984; Hodelet

& Hughson, 2001; Landers et al., 2010; Michel et al., 1997).

The contact with the deceased’s family should be among the priorities of health professionals in the
aftermath of a suicide of one of their patients (e.g. Kleespies et al., 1993; Sakinofsky, 2007). In general the
meeting between therapist and bereaved family is useful and supportive to both sides, through the
discussion of the circumstances that surrounded the suicide. And it is also an opportunity for the health
professional to provide information about the support available for families as survivors (e.g. Kleespies, et
al., 1993) even if in some cases anger, rejection or accusations of guilt by families can be an obstacle in the
encounter. Despite patient family contacts being consistently recommended in postvention literature there is
a scarcity of empirical data about health professionals’ contact with relatives of patients who died by suicide

(Fang et al., 2007).
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Also few studies are focused on the usefulness of the support of the health professionals’ own family in the
aftermath of a patient suicide (Alexander et al., 2000; Landers et al., 2010; Linke et al., 2002; Pieters et al.,
2003; Ruskin et al., 2004). The percentages of professionals who perceived the support of their own family
as helpful to cope with patient suicide vary between 20% (Landers et al., 2010) to 85% (Alexander et al.,

2000).

In the same line, considering funeral attendance is a recommended post-suicide procedure, which can be
positive for both the self-recovery process and the family support (e.g. Campbel, 2006; Fang et al., 2007;
Michel et al., 1997). However, empirical data show that only a minority of health professionals participated at
burial ceremonies: 15% of Scottish psychiatrists (Alexander et al., 2000), 17% of psychiatric trainees (Pieters

et al., 2003) and 18% of psychologists (Kleespies et al., 1993).

Some empirical studies also make reference to the importance that informal support from family and friends
can have in the recovery process of health professionals (e.g. Gaffney et al., 2009; Golstein & Buongiorno,

1984; Kleespies et al., 1993; Menninger, 1991).

6.4. Factors related to patient suicide impact
The knowledge about factors related to patient suicide experience is the less consistent topic among
empirical studies. Table 4 systematizes the outcomes of different studies with regard to the association

between health professionals’ characteristics and the emotional reactions or changes in practice.

The empirical data show that women tend to express feelings of shame, guilt and self-blame, failure and
defeat more often than men and they also question more frequently their professional competence than men
(Gaffney et al., 2009; Grad, Zavasnik, & Groleger, 1997; Wurst et al., 2010). Wurst et al. (2010) found that
those who suffer from severe distress, measured using a visual analogue scale, were mostly female. In the
Gaffney’s study (2009) chi-square analyses revealed that men are more likely than women to report that
patient suicide did not have an effect on them and professional self-doubt was expressed more often by
women. In the same vein Gulfi et al. (2010) discovered that the impact of patient suicide was significantly
more pronounced among female professionals. Grad et al. (1997) detected that female psychologists and

psychiatrists more often sough emotional support than their male colleagues.
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Table 4 Association between professional characteristics and patient suicide impact (emotional reactions
and/ or changes in practice

Studies Variables
1stauthor  year Sample Gender  Age Yearsof  Professional  \or place
R ~ practice ~ Group

Chemtob | 1988a Psychologists - No No - -
Chemtob | 1988b Psychiatrists - Yes Yes - -
Grad 1997 Psychiatrists and

y , Yes - No No -

Psychologists
Hendin 2000 Psychotherapists - No No - No
Gaffney 2009 Multidisciplinary Yes - - - .
Wurst 2010 Psychiatrists and

Y . Yes No Yes Yes No

Psychologists
Gulfi 2010 Multidisciplinary Yes Yes 3 Yes No

With regard to the variables age and years of practice, different studies achieved different results. Outcomes
from Chemtob’ studies (1988a, b) indicated a decreasing impact with increasing age and years of practice
among psychiatrists, while in the similar survey with psychologists there were not significantly differences
according these two independent variables. Gulfi et al. (2010) found age differences in the tendency to
operate changes in practice among health and social professionals, while this was not found to be the case
regarding the intensity of reactions. Swiss young professionals tended to make greater changes in their
practice than older colleagues (Gulfi et al., 2010). Wurst et al., (2010) in its study with also Swiss
psychologists, psychiatrists and some social workers found that psychiatrists in training felt more guilty,
shocked and insufficient than their experienced colleagues, but they did not find significant relations between
patient suicide experience and years of practice in general. The authors stated that these findings are in line
with previous studies citing Hendin’ studies (2000, 2004). Hendin et al. (2000) underlined that trainees
question their ability to help, however experienced psychiatrists thought that their experience would be
protective of fear and self-confidence and thus they felt disturb by realizing that it was not so. The authors
concluded that the intensity of reactions in the aftermath of patient suicide was independent of age and years
of experience (Hendin et al., 2000) and in the subsequent study (Hendin, Haas, Maltsberger, Szanto, &
Rabinowicz, 2004) they also did not find significant relationship between years in practice and intensity of

distress. However the authors hypothesize that the non-significance is justified by the small sample.
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Litman (1965) in their precursor study stated that “many therapists have stated that the suicide of a patient in
a institution (...) is much easier to tolerate than one which occurs in the course of the private practice” (p.
574) but in contrast following studies didn't find differences between institutional and private settings (Gulfi et
al., 2010; Hendin et al., 2000, 2004; Wurst et al., 2010), probably there exist moderator variables in this
relationship, as colleagues support and professional network. With regard to the professionals group Grad et
al. (1997) did not find differences between Psychiatrists and Psychologists, whereas in contrast in the
Wurst's study (2010) psychiatrists were significantly more distressed than psychologists. In Gulfi's study
there are significant differences in practice changes according to the professional group: social workers were

more disposed to make changes than nurses.

Despite specialized training has been recommended as measure to deal in a positive way with patient
suicide event (e.g. Brown, 1987) their impact on emotional and professional reactions has not yet been

explored.

The literature reviewed demonstrated that patient suicide is a likely event and it is a very disturbing and
demanding experience of the clinical practice. Despite the researches advances the impact of patient suicide
on health professionals remains insufficiently investigated, as demonstrated above, specifically with regard
to the support resources effectively used by professionals, its recovery process and also about factors, which
can influence the experience. At the national Portuguese level the topic has been discussed a few times at
scientific meetings (Fraz&o, 2008; Gil, 2008; Sampaio, 2010) showing the interest, the concern and the
relevance of the subject. However no empirical data exist about frequency and impact on Portuguese health
professionals of patient suicide. Similar fact was found in Flandres, where despite the high prevalence of
suicide (cf. section 2, p. 8-10) to our knowledge, only one study about the experience of patient suicide is

available and it is specifically on psychiatric trainees (Pieters et al., 2003).

This PhD includes two studies, which investigated the patient suicide impact on Portuguese psychologists,

psychiatrists and general practitioners and on Flemish psychiatrists.
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7. Aim of this PhD research

In Portugal the prevention of suicidal behaviours has recently been on the political agenda. It is among the
priorities of the two last national mental health plans and the first national plan for suicide prevention had
been released a few months ago (DGS, 2013). Based on international evidences and WHO orientations this

national plan recognizes the importance of investing at health professionals’ level.

However, in our country very little is known about health professionals who deal with suicidal behaviours.
Concretely their training level, their current practices, their difficulties and needs and their experience with
suicidal behaviours in clinical practice are unknown. Thus, there is an unquestionable need of baseline data
in order to establish evidence-based strategies at health professionals' level and to set up tailored measures
to our professional and cultural context. The existence of barriers to prevention of suicidal behaviours and to
care of suicidal people at the level of health professionals has been supported by different findings. Namely
empirical data demonstrate that high percentages of those who attempted or completed suicide had contact
with health professionals days to months before their self-injurious behaviour (cf. section 2, p. 17-18).
Subsequently, the need to study professionals’ variables has been broadly acknowledged in international

literature (e.g. Goldsmith et al., 2002; Scheerder, 2009; Neimeyer et al., 2001; Pisani et al., 2011).

The aim of this PhD is to contribute to the knowledge of this specific field of suicidology through the study of
issues related to clinical practice with patients at risk of suicidal behaviours, focusing on psychologists,
psychiatrists and general practitioners, the three professional groups most sought by Portuguese people due

to a psychological or emotional problem (Eurobarometer, 2006, 2010).

More specifically, a first focus of this PhD research is the conceptualisation made by health professionals
about suicidal behaviours’ explanations. Explanatory models of suicidal behaviours have an important role at
the intervention level and may be a barrier or a facilitator in the therapeutic process (e.g. Michel, 2010) (cf.
section 3, p. 35-37). Professional representations have been indentified as a factor that significantly affects

the professionals’ action, especially in contexts of high complexity (e.g. Blin, 1997).

However this is a poorly studied subject at international level, particularly under the perspective of health

professionals.
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A second main focus of this research is the current practices and difficulties related with the clinical work with
people at suicide risk or with suicide attempt. International research has been investigating professionals’
characteristics that may be barriers to an effective clinical suicide intervention such as attitudes (e.g. Botega
et al., 2005; Jacobson et al., 2012; Saunders et al., 2012) and skills (e.g. Neimeyer et al., 2001, Scheerder et
al., 2010) (cf. section 5, p. 48-55). But so far little attention was paid to the effective practices of health
professionals in suicide intervention and their real difficulties towards suicidal patients, namely exploring the

perceived intervention practices and difficulties.

A third major subject of this PhD is the professional and emotional impact of a patient suicide.
Comparatively, more attention has been paid to this issue than to the previously mentioned explanations,
practices and difficulties (cf. section 6, p. 65-75). Nevertheless the paucity of data on suicide impact on
general physicians and psychologists, on sources of support effectively used by health professionals and on
factors related to the demanding experience of patient suicide, warrants more research on the subject.
Moreover, in Portugal there is no data available about frequency and impact of patient suicide on health
professionals. Therefore it is important to enhance knowledge to inform postvention strategies and policies.
In Flanders, the second setting of this PhD, some work in the field of health and community professionals
has been providing relevant outputs in the field of attitudes and skills (Scheerder, 2009; Scheerder et al.,
2010) (cf. section 4 and 5). However empirical data about patient suicide impact and postvention are lacking

and this area was identified as an important domain to improve knowledge (Pieters et al., 2003).

Additional aims of this PhD and concretely of this thesis are to stimulate research in suicidology in the scope

of psychology and to bring suicidology into academic psychology.

In fulfiling these objectives this PhD research comprises five studies, which can be framed into three

dimensions of human behaviour/ functioning: conception, action and emotion, represented by figure 20.
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8. Overview of the studies

This PhD includes five studies that investigate professional representations about suicidal behaviours’
explanations, current strategies of intervention and difficulties towards patients at risk of suicidal behaviours,
including the study of patient suicide impact. The research was performed with two different samples: one
constituted by 242 Portuguese health professionals, including psychologists, psychiatrists and general
practitioners from the entire country, including the two archipelagos, and the other by 107 psychiatrists of the

Dutch-speaking part of Belgium — Flanders.

Given the scarcity of data in the specific areas under study data collection was performed using instruments

constructed for this propose.

In study 1, suicidal behaviours’ explanations of Portuguese health professionals were surveyed in a sample
of 128 psychologists, 53 psychiatrists and 61 general practitioners using the Explanations of Suicidal
Behaviours Questionnaire (ESBQ). This study explored the components of the explanations of health
professionals and investigated the effects of professional group, of theoretical intervention model of

psychiatrists and psychologists and of patient suicide experience in the health professionals’ explanations.
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Study 2 using the same sample investigated the most probable practices of doctors and psychologists
towards a patient that seeks their practice following a recent suicide attempt, using the Intervention
Strategies towards Suicidal Behaviours Questionnaire (ISBQ) for data collection. The study compared
intervention options among the three professional groups under study and investigated the effects of specific
training on suicide intervention. It also analysed the effect of specific clinical experience measured through
the number of patient suicide attempts on the self-reported practices. Further more it studied the influence of

gender, age and years of practice on the different components of intervention.

Study 3 investigated the perceived difficulties of dealing with suicidal patients. The participants were the 196
psychologists and doctors who had clinical experience with patients who attempted suicide or were at
serious suicidal risk of the 242 participants. In this study an instrument was developed - the Difficulties in
Suicidal Behaviours Intervention Questionnaire (DSBQ) to enable the assessment of the health
professionals’ difficulties and to identify the health professionals’ perceived skills and needs with regard to
training in suicide. A pilot study of the psychometric characteristics of DSBQ was done. Further this study
analyses the relation between health professionals’ perceived difficulties and central practices and
professional and demographic variables: specific clinical experience with suicidal behaviours, specific
training, gender, age and years of practice. Finally the differences on perceived difficulties according to the

professionals group were examined.

The next two studies — study 4 and study 5 — reported the experience of health professionals when a
patient dies by suicide, studying the emotional reactions and the changes performed in clinical practice as
consequences of patient suicide. The impact studies also explored the sources of support that psychologists,
psychiatrists and GPs used due to the patient suicide event and how they evaluated the usefulness of these
resources. Additionally, factors related to patient suicide experience were explored, namely training, age,
gender and years of practice. The Patient Suicide Experience Questionnaire (PSEQ) - Portuguese and
Flemish version — used to investigate patient suicide impact on health professionals was used in a sample of

64 Portuguese psychologists, psychiatrists and GPs and in a sample of 107 Flemish psychiatrists.

Next, the 5 studies are presented through five articles (published, accepted, under review or submitted for

publication in blind peer review scientific journals). Each of them corresponds to a study with a specific
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research goal. Some replication and/ or discontinuity may be present because each manuscript has been

written to be published independently but being part of the same global research - this PhD project.
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STUDY 1
Health professionals’ explanations of suicidal behaviour: effects of professional group, theoretical

intervention model and patient suicide experience.

This article has been submitted for publication
Rothes, I. A. & Henriques, M. R. (submitted for publication). Health professionals’ explanations of suicidal

behaviour: effects of professional group, theoretical intervention model and patient suicide experience.
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Health professionals’ explanations of suicidal behaviour: effects of professional group, theoretical

intervention model and patient suicide experience.

Abstract
The objectives of this study were to identify health professionals’ explanations of suicidal behaviours and to
study the effects of professional group, theoretical intervention models and patient suicide experience in
professionals’ representations. Two hundred forty-two health professionals filled out a self-report
questionnaire. Exploratory principal components analysis was used. Five explanatory models were identified:
psychological-suffering,  affective-cognitive, ~ socio-communicational, adverse life  events and
psychopathological. The Psychological-suffering and psychopathological models were the most valued while
the socio-communicational was seen as the less likely to explain suicidality. Differences between

professional groups were found. The training on theoretical models aimed at health professionals is needed.

Key words: suicidal behaviours; explanatory models; health professionals
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1. Introduction

Suicidal behaviours are among the most serious public health problems in the occidental world.
Health professionals can have a fundamental role in suicide prevention (e.g. Mann et al., 2005). Social
psychology, especially through the social representation theory (Moscovici, 1976), and medical
anthropology, through the concept of explanatory models (Kleinman, 1980) lead us to the importance of
health professionals' explanations on suicidal behaviours, providing a framework for understanding the
thinking of professionals practicing in this area. Explanatory models are the ideas by which illness and its
treatment are interpreted by all those engaged in the clinical process (Kleinman, 1980). Social
representations "are forms of knowledge, socially elaborated and shared with practical purposes and
contributing to the construction of a common reality to a social group" (Jodelet, 1989b, p.36) and
professional representations are a particular category corresponding to the representations elaborated within
the professional actions about meaningful objects to the profession, interfering with practice (e.g. Bataille,
Blin, Mias et al., 1997).

Professional representations of suicidal behaviours emerge from a relationship between the
knowledge that actors develop in the action of their professional practice and the theoretical (scientific and
technical) knowledge of reference. Representations are also influenced by institutional and social rules
related to the role of the professional.

In professional practice individuals communicate and act on significant objects, which presupposes
the existence of a shared knowledge about them. Not all objects are relevant and therefore there is a
selection of material arising from the attribution of meaning and usefulness by professional actors.

The dispersion of information related to a specific object — in this case the suicidal behaviours -, due
to the complexity of social, cultural and scientific barriers, is one of the conditions that affect the emergence
of the social or professional representation. This dispersion refers to the gap between the information that is
necessary to understand an issue and the available information in terms of quantity, quality, complexity or
consistency. The need to communicate and act on the object compels the individual, in this case the health
professional, to eventually fill the gaps of his knowledge about the subject or problem. Another important

aspect in the emergence of representations is that the specific position of the group facing the object or
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problem leads to focusing on certain aspects of the object. The interests, resources and involvement of each
individual or group influence the emergence of the representation (Moscovici, 1976).

Professional representations are constituted by a set of elements from different domains, being
significant and structured entities that interfere in the professional practice. The specific professionals’
representations of a professional context are defined as the set of descriptive, prescriptive and evaluative
cognitions regarding the significant and useful objects to the professional practice and organized into a
structured field having a global significance (Blin, 1997). Health professionals' explanations about suicidal
behaviours may interfere with the capacity to master knowledge and skills required for intervention. The
interpretation of suicidal behaviours has been approached through a wide spectrum of theoretical
perspectives and models, ranging from macro perspectives (sociological theories) to micro perspectives
(biological studies) and including psychological approaches corresponding to the three main psychological
schools — psychodynamic, cognitive and systemic theories. Further, a set of integrative models that
recognize the multidimensionality of suicidal behaviours has been developed. These models incorporate
factors from different approaches in order to build an empirical suicidology aiming the prediction of suicidal
behaviour. Some of these models emphasize the psychological processes of suicidal behaviour, as for
example: the cubic theory of Shneidman (1986, 1987, 1993, 2004); the suicide as escape from self of
Baumeister (1990); the interpersonal-psychological theory of suicidal behaviour developed by Joiner (2005)
and the integrated motivational-volitional model of suicidal behaviour put forward by O’ Connor (2011).
Others integrate and emphasize the biological vulnerabilities, as the current stress-diathesis model (Hawton
& Van Heeringer, 2009; Mann, 2002; Van Heeringen, Portzky & Audenaert, 2004) originally developed in the
scope of cognitive approaches (Schotte & Clum, 1982). Moreover, there are broad models that support
multifaceted and multilevel answers to the problem, as for example the multivariate interdisciplinary causal
model of Maris (1992, 2000, 2002) and the human ecological model of suicide (e.g. Henry, Stephenson,
Hanson & Hargett, 1994), however it is very difficult to gather empirical support for these models given their
complexity and extent. The effort to set up an integrative theory does not restrain itself to these examples as
many others could be referred (e.g. O'Connor, 2011). Despite the existence of an overarching theoretical
body to date there is no universally accepted explanatory theory of suicide. No single theory per se can

entirely explain this behaviour, thus there is not one dominant and consensual model and maybe there will

84



never be one due to the nature of suicidal behaviour. The acknowledgement of the interaction between
biological, psychological, social and cultural dimensions in the aetiology of suicidal behaviours seems to be a
consensual point in current suicidology, however the key factors vary among models and authors with
implications at intervention level.

For a real comprehension of suicidal behaviours and an appropriate health care a consistent theory is
fundamental (Chopin, Kerkhof & Arensman, 2004). So there is a set of conditions that are present promoting
the emergence of professional representations about the explanations of suicidal behaviours. Professional
representations’ functions include guiding the practices and professional conducts through the configuration
of the cognitive steps required for the significant tasks. Therefore the professional representations have a
mobilizing role, which includes evaluative and attitudinal components. Another function of professional
representations is to substantiate the options and the professional practices, i.e., explaining and legitimizing
the practices. Professional representations are a specific type of social though, thus determined by the group
and its values, norms and ideologies (Blin, 1997).

Professional representations together with other cognitions participate in the construction of
professional knowledge allowing the communication and action by the professional actors involved in the
same context and activity. Thus they constitute a professional communicational basis. The less structured
and complex is a scientific knowledge, the more the experiential mastery takes action, having a prescriptive
role for the professional activity (Blin, 1997).

In the case of suicidal behaviours and clinical care, in a coexistent and apparently paradoxical way,
the dominant paradigm of clinical practice seems to be the biomedical-illness model. As consequence of the
prevalence of the biomedical-iliness paradigm health professionals traditionally focus on the recognition of
the suicidal person's pathology and on its subsequent treatment (Valach, Young & Michel, 2011).
“Inadequate models of suicide may put the patient at risk" (Michel, 2010, p. 184) whereas proper suicide
conceptualizations can facilitate the understanding and relation with the person at risk of suicide.

Despite the relevance of explanatory models to the therapeutic development few studies about health
professionals' explanations of suicidal behaviours are available (Tzeng & Lipson, 2005; Zadravec, Grad &
Socan, 2006). In a qualitative study with 22 psychiatric team members, Tzeng and Lipson (2005) found that

suicide is perceived through four main types of explanations: (1) psychopathology (psychosis and
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schizophrenia), (2) personality disorders, (3) mental deficits and (4) the combination between
psychopathology and high levels of education. Zadravec et al. (2006) using a mixed sample with health
professionals, general population and suicide attempters identified five explanatory models: personality,
sociological, medical, crisis and genetic. The authors found that general practitioners as well psychiatrists
emphasized medical, genetic and crisis models on their explanations for suicidal behaviour.

The present study had two major objectives. The first was to identify explanatory models of suicidal
behaviours of health professionals. The second goal was to study the effects of professional group,
theoretical intervention models and patient suicide experience in health professional’ perspectives.
Specifically, with regard to differential analyses, the goals were: (1) to identify differences on explanatory
models according to psychology, psychiatry or general practicing background; (2) to identify differences on
explanations according to the elected theoretical intervention model of psychologists and psychiatrists:
cognitive-behavioural, constructivism, humanistic/ existential, psychodynamic and systemic; (3) to identify
differences on explanatory models between health professionals with and without patient suicide experience.
2. Method
Participants

Two hundred and forty two health professionals participated in the survey, including 128
psychologists, 53 psychiatrists and 61 general practitioners. Seventy percent of the participants were female
and 30% were male. The mean age of the respondents was 38.5 years (SD=11.8) and the mean years of
practice was 13.1 (SD=10.8). Psychologists and psychiatrists were invited to choose among 6 options, the
theoretical model they consider closer to their practice: 39% chose the cognitive-behavioural model, 14.7%
indicated the psychodynamic, the same percentage selected systemic orientation, 11.3% mentioned the
humanistic or existential model and 9% constructivism. Eleven percent indicated that their orientation was
organicist or biological. With regard to the patient suicide experience, 64 health professionals had at least a
patient suicide.

Survey instrument development — Explanations of Suicidal Behaviours Questionnaire — version for
psychologists and doctors ESBQ

To identify the explanations on suicidal behaviours of health professionals a questionnaire was

developed based on the results of a previous qualitative study conducted with 30 professionals
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(psychologists, psychiatrists and general practitioners). In this previous study, the free association technique
was used as a method for data collection, in order to gather the spontaneous responses of participants,
using as stimuli causes and meanings of suicide and suicide attempt. Frequency analysis and
correspondence factor analysis were the statistical techniques used to select the most important
explanations reported by health professionals (Rothes, 2006). For the construction of the ESBQ the most
important statements were transformed into items and additional items were added based on literature. The
ESBQ resulted in 51 explanations each scored on a five-point Likert scale from 1 (not likely at all) to 5 (very
likely of being the explanation of suicidal behaviours). The following instructions were given to the
participants: “A prior study — using free association - collected several statements made by health care
professionals on explanations for suicidal behaviours. Based on that study a list of items was assembled,
which we would now like you to rate. Tell us to what extent it is likely or not that a suicidal behaviour is
explained by the following items, therefore using the option that suits your opinion best on a scale from 1 (not
likely at all) to 5 (very likely). Although answers may vary according to different patients, try answering in the
most general and frequent way, choosing the one that best fits your thoughts”.

The questionnaire also collects information about patient suicide experience, the intervention model
that professionals consider closer to their practice and socio-demographic and professional data. ESBQ is
available on request.

Procedures

Prospective participants - psychologists, psychiatrists and general practitioners - were approached in
order to gather participants from the entire country and from different workplaces. A mixed methodology in
the sampling process was used: targeted sampling (Watters & Biernacki, 1989) and snowball sampling
(Browne, 2005). In the first technique target work settings were identified (such as hospitals, health centres,
community intervention centres) according to a previous geographical mapping: in each district of the
country (18 plus two islands) three or four work settings were designated for data collection, where health
professionals were invited to participate in the survey. Associations of psychotherapy and the Portuguese
Society of Suicidology were also contacted and their members were invited to participate. The second
sampling method, snowball, is characterized by participants recruiting other potential participants through

their professional or personal networks. In order to select a more representative sample than traditional

87



snowball technique enables, an additional set of methodological procedures recommended in literature was
used: (1) professionals helped recruiting in two ways: they directly invited other colleagues to participate and
they designated prospective participants, sending their contacts to the researchers; (2) part of the
participants had the number of professionals that they could recruit limited to 3-5 colleagues and (3) a set of
inducements to promote participation was used (e.g. customized letter) (Heckathorn, 2002). This set of
procedures has an advantage when compared to traditional snowball, promoting the composition of samples
that converge and reach equilibrium after a relatively limited number of recruitment chains, independently of
the initial sample. Despite the non-random selection the bias introduced is progressively eliminated.
Moreover the additional procedures reduce the biases resulting from differences in the size of personal
networks and from the designated voluntarism.

Data were collected in 2010 and 2011 through both a web survey and a mail survey. The cover letter,
participation invitation and questionnaire were sent by email or by mail, including the link to the online
version or the paper version, respectively. One hundred and seventy six participants answered by web and
66 by mail. Anonymity and confidentiality of data collected were guaranteed. The study protocol was
approved by the Portuguese Society of Suicidology and by the Ethics Committee of the hospital Centro

Hospitalar do Nordeste, E.P.E., Braganga, Portugal.

3. Results

1. Explanatory models of health professionals

The correlation matrix revealed the existence of 71.4% correlations with statistical significance, the
Kaiser-Meyer-Olkin value was 0.84, exceeding the recommended value of 0.6 and the Barlett's Test of
Sphericity reached statistical significance, supporting the factorability of the correlation matrix (p=.000).
Communalities range between 0.513 and 0.753, indicating that 242 questionnaires are sufficient to continue
and to converge on the appropriate solution. To determine the final number of factors, the retention of five,
six and seven factors was explored. The most theoretically interpretable and consistent solution consisted of
44 items into 5 factors, explaining a total variance of 42%. The Cronbach’s alpha coefficient ranges between
0.73 and 0.84, revealing a good internal consistency (table 1). Taking into account statistical criteria seven

items were excluded: four items due to having double saturation with very similar loadings or low factor
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loading on all factors and two items were eliminated because their removal increased reliability of the factor.
Although the item “Cry for help” had double saturation, very similar and higher than .37, it was kept because
of the importance of its content and the coherence with the factor.

The first factor was named “Psychological-suffering model” and includes 10 items highlighting severe
or unbearable psychological distress and extreme states of mind (despair, hopelessness, depression) or
states involving psychological suffering (loneliness, isolation, not finding alternatives) as explanation of
suicidal behaviour.

The second factor was labelled “Affective-cognitive model’ and contains 13 items. Besides the
affective deprivation this model combines explanations from social psychology (as social relationships, family
problems, process of adaptation to school and peer group) with explanations emphasized by cognitive
psychology (as difficulties in coping strategies and problem-solving and negative emotional states including
frustration and abandonment).

The third factor called “Socio-communicational model’ comprises 12 items, associating the
phenomena studied by sociological researches, as social copycat or the influence of Internet, with the
communicative function of suicidal behaviour, including the desire for change. The model also includes traits
of perfectionism and aggressiveness.

The fourth factor categorized as “Adverse life events model’, contains 5 items, corresponding to
negative events as working or financial problems, death or difficult process of mourning, illness or relation
breakdown as explanations of suicidal behaviours.

The fifth factor labelled “Psychopathological model" includes 4 items and argues that suicidal
behaviour is associated to an altered state of mind due to mental disorder (psychosis, personality disorder)
or due to drugs and alcohol use.

The results show that there are statistical significant differences between all the five explanatory
models (V =0.84, F(4, 238) = 316.32, p=.000). The actual difference in mean scores between the models
was very large (multivariate partial eta ny=.842). The means and standard deviation are presented in table

2.
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Table 1 Factor analysis — Explanatory models of health professionals

Component label

Items — Explanations

F1

F2

F3

F4

F5

1. Psychological-suffering

Despair

Hopelessness

Loss of the meaning of life

Way of taking away the suffering/ the pain
Depression

Not finding alternatives

Loneliness

Isolation

Giving up

Sadness

697
695
658
633
618
591
540
492
452
448

2. Affective-cognitive

Affective deprivation

Frustration

Difficulties in solving problems

Anguish

Emotional instability

Difficulties on interpersonal relationships
Negative body self-image

Family problems

Traits of intolerance to failure

School failures

Abandonment

Anxiety

Difficulties in dealing with life transitions

372

.596
575
533
529
526
525
524
513
AT17
461
458
432
431

401

410

3. Socio- communicational

Social copycat

Angry/ revenge

Immature death concept
Blackmail

Perfectionism

Wish of rebirth

Challenge/ testing the limits
Internet influence

Existence of aggressive traits
Cry for help

Way of expressing discomfort
Way of seeking attention

371

701
683
674
607
604
572
.562
497
487
390
374
372

462

417

4. Adverse life events

Problems at work

Financial problems

Unsolved grief

Physical illness

Loving relationship breakdown

125
120
632
463
.383

5. Psychopathological

Personality disorders
Psychosis

Drugs and/or alcohol use
Psychopathology

695
687
647
642

% explained variance (42.34)

10.57

10.05

9.51

6.84

5.37

Cronbach’s alpha

.83

.84

.82

.16

13
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Table 2 Descriptive statistics for suicidal behaviour’ explanations on the five explanatory models

Models N Mean Standard deviation
Psychological-suffering 242 414 .50
Psychopathological 242 3.95 .66
Affective-cognitive 242 B159) .50
Adverse life events 242 3.39 61
Socio-communicational 242 2.82 .54

2. Effects of professional group, theoretical intervention models and patient suicide experience.

Professional group

There was a significant effect of professional group on the explanatory models of suicidal behaviours
(V=.14 F(10,472)=3.66, p=.000), and the magnitude of the effect was moderate (partial n?=.07).

Separate univariate ANOVAs on the outcome variables revealed significant differences between
professional groups on psychological-suffering model (p=.020 partial 1?=.03); on affective-cognitive model
(p=.005 partial ?=.04) and on adverse life events model (p=.040 partial n?=.03). These results with

correspondent post-hoc tests are reported in table 3.

Theoretical intervention model of psychologists and psychiatrists

There was a significant effect of the theoretical intervention chosen by psychologists and psychiatrists
on the explanatory models of suicidal behaviours (V=.24, F(25,855)=1.71, p=.016), despite the actual effect
size being small (partial 11?=.05). However, separate univariate ANOVAs on the outcome variables only
revealed significant effects on adverse life events model (F(5, 171)=2.84, p=.017, 1?=.08 (medium effect)
with post-hoc tests indicating significant differences only between humanistic (M=3.59 sd=.54) and
psychodynamic psychologists and psychiatrists (M=3.02 sd=.58) and no differences between the other
intervention models options.

Moreover, there were no significant differences on suicidal behaviours’ explanations between

biologically oriented and non-biological psychiatrists.

Patient suicide experience
There were no differences on explanatory models of suicidal behaviours according to having or not

experienced patient suicide.
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Table 3 Effects of professional group on suicidal behaviours’ explanations

2 %)
2 ®
[=2] =
o B »
) = ?5 Post-hoc (p Values)
S o
> »
o o
a2 %) a2 7
Explanato L2 B |2 k7]
i M (sd) M (sd) M(sd) |F2241) | p |n2| & £ |8 o0 |E o
models S>c |58 |25
S 21 S,
s P | @ o
a o o o
Psychological- 422 (51) | 401(51) | 407(45) | 400 |.020].03| .030 ns.
suffering
Affective-cognitive | 360 (47) | 3.34(.53) | 3.56 (.48) 5.50 .005 | .04 .003 _
Socio- 281(55) | 288(54) | 282(53) | 031 [ 73700  _ -
communicational
Adverse life events | 338 (63) | 3.24 (.57) | 3.53(.58) 3.26 .040 | .03 n.s. n.s.
Psychopathological | 397 (.63) | 4.06 (.64) | 3.80(.73) 2.57 079 | .02 _ _

Significant level at .05; n.s. not significant

Discussion
Due to the wide spectrum of explanatory theories, the multiplicity of possible causes and the limited

knowledge in its prediction and in its prevention, suicidal behaviours are a major challenge to health
professionals (Hawton & Van Heeringen, 2009). This study investigates the health professionals'
explanations for suicidal behaviours through a questionnaire developed based on a previous qualitative
analysis, supplying data under the form of "likely to explain’.

The main findings of this study were: (1) Health professionals explained suicidal behaviour according
to five different models: psychological-suffering, psychopathological, affective-cognitive, adverse life events
and socio-communicational; (2) In the thinking of health professionals the psychological-suffering and
psychopathological models were the most likely to explain suicidal behaviours while the socio-
communicational model was seen as the less likely to explain suicidality; (3) There were differences on
psychological-suffering, affective-cognitive and adverse life events explanatory models according to the

professional group; and (4) There were generally no differences on explanations of suicidal behaviours
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according to the theoretical intervention model of psychologists and psychiatrists, or according to having or
not experienced patient suicide.

Suffering is at the core of every suicide according to Shneidman (1987) and he coined the word
psychache to describe psychological pain, resulting from psychological needs that were not satisfied. Severe
or unbearable psychological distress, extreme states or means to escape from these painful states included
in the psychological-suffering model are in line with Shneidman theory and subsequent ones. Baumeister's
model (1990), for example, presents the escape from painful self-awareness as main motivation for suicidal
behaviours. Shneidman’s concept of perturbation, which includes constriction of thought and perception,
another crucial element of his theory, is also integrated in the professional psychological-suffering model and
represented by the item not finding alternatives.

In this study the psychopathological model is the second most likely to explain suicidal behaviours in
the minds of health professionals. This association is strongly supported by empirical evidences (e.g.
Bertolote, Fleischmann, De Leo & Wasserman, 2004; Jamison & Hawton, 2005) and also by economic
interests in the medicalization of suicidal behaviours. In the last years suicidology and behavioural sciences
have grown in a biological direction, threatening the role of social psychiatry and other related disciplinary
branches. Nevertheless the interpersonal and cultural context of mental disorder and mental wellbeing is
crucial to suicide comprehension and prevention (Hjelmeland, 2011). Our study shows that the interpretation
of suicidal behaviour by health professionals is carried out not only through the model announced as the
dominant one - the psychopathological or bio-medical- but also and predominantly by the model whose great
precursor was Shneidman, and which emphasized the importance of psychological pain. Several
interpersonal and cognitive elements of the affective cognitive model, the third model most valued by
professionals in their suicidality explanations have been highlighted by theoretical integrative models as
central vulnerabilities (e.g. Schotte & Clum, 1982) as well as intermediate moderators on the motivational
phase of suicidal process (O' Connor, 2011).

In a recent review of psychological autopsies studies carried out by Foster (2011) about adverse life
events preceding adult suicide he concluded that nearly all suicides had experienced at least one adverse

life event within the last months. Among the events that increase suicide risk are relationship break-up,
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physical illness, job and financial problems and bereavement. There are overlaps between the adverse life
event model of Portuguese health professionals and the events found by Foster (2011).

The socio-communicational model combining social copycat effects, interpersonal communication
and traits of personality (perfectionism and aggressiveness) was seen by health professionals as the less
likely to explain suicidal behaviour. This result is somewhat surprising, given the status of the “cry for help”
and the “expectations of changes” conceptions (e.g. Stengel, 1962, 1965; Farberow & Shneidman, 1961;
Kreitman, 1977) and the popularity of copycat studies in the scope of psychosocial suicidology (e.g. Phillips,
1974, Phillips & Carstensen, 1988). Shneidman (1987) stressed that in 80% of the cases the suicidal
individual previously gave clues to the fatal action. Further, the author added that the appeal is not always for
help and it can be an autonomy appeal or a call for change, stressing that “in most cases of suicide, the
common penultimate act is some interpersonal communicative exchange related to that intended final act’
(Shneidman, 1987, p. 173).

In a methodological similar study the results revealed that Slovenian health professionals also
organized their suicidal behaviours’ explanations in five different models (Zadravec, Grad & Socan, 2006). In
four of them - crisis, medical, genetic and sociological- parallelisms can be found with the explanations of
Portuguese health professionals. The crisis model is related to the psychological-suffering of our study, the
medical and the genetic models correspond to the psychopathological model. The sociological model
presented in the Slovenian study is mainly connected to the adverse life events model and partly to the
socio-communicational model. The model named by Slovenian authors as personality actually corresponds
to moralist and judgmental explanations such as weak, spoiled and ambitious people, and thus creating an
inhibitive attitude of a successful clinical intervention. One upsetting result of Zadravec'’s study is the fact that
this model is shared by lay people and also by GPs and psychiatrists, even if doctors valued these types of
explanations less when compared to the other models and to the other participants. In our research
intolerance to failure, perfectionism and aggressiveness were the personality traits mentioned but they did
not constitute an autonomous factor.

As in the Slovenian study, which found differences between psychiatrists and general practitioners in
the crisis, sociological and personality models, in our study differences between professional groups were

found in psychological-suffering, affective-cognitive and adverse life events models. Psychologists valued
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the psychological-suffering model as the explanation of suicidal behaviour more than psychiatrists;
psychiatrists in line with their Slovenian colleagues valued the psychopathological conditions more than any
other type of explanations and they think that affective-cognitive vulnerabilities are less likely to explain
suicidal behaviours than other professionals. General practitioners are the group for whom adverse life
events have a higher weight on suicidal explanations when compared with psychiatrists. However the
reported effect sizes show that professional group contributes only moderately to weakly to the explanatory
models variability.

In line with the Slovenian outcomes no differences were found in the psychopathological model
according to professional groups, illustrating the relative hegemony of the medical model.

The acknowledgement of the multidimensionality of suicidal behaviours, seems to contribute much
more to the elaboration of suicidal explanations than both theoretical intervention models and clinical
practice. Indeed, differences were only found between humanistic and psychodynamic backgrounds in the
adverse life events model and patient suicide seems to have no influence on suicidal behaviours'
representations even though it is a disturbing experience for health professionals (e.g. Rothes, Scheerder,
Van Audenhove & Henriques, 2013).

It is almost banal to affirm that health and well being emerge from the interactions of individual and
environmental context and that suicidal behaviours are a paradigmatic example of the interface of multiple
factors including biological, psychological, social and cultural dimensions. Elaborated theoretical approaches
are much more than a compilation of risk factors. The theoretical conceptualization of suicidal behaviours is
a necessary precondition to prevent it (Maris, 1981). The training and subsequent reflection on the subject
can raise the professionals’ awareness of the need of multifaceted interventions. Moreover, the theoretical
exercise broadens health professionals’ perspectives, facilitating the understanding and the co-construction
of an explanatory model adjusted to the person at risk and taking into account the idiosyncrasies of each
case. The goal is making the clinicians and psychologists more capable of an empathetic and
comprehensive intervention, in which persons at risk are actively part of the process (Michel, Dey, Stadler &
Valach, 2004).

This study found that health professionals are not exclusively focused on psychopathological

explanations despite the hegemony of the traditional medical model in suicidology mainstream.
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Simultaneously results indicate that clinicians and psychologists devalued the communicational function of
suicidal behaviours. Research on suicidality demonstrated that it is essential to understand suicidal
communication, ambivalence and interpersonal contexts (e.g. Bertolote et al, 2004). It is also fundamental to
recognize the need for sharing the painful inner experience in a reassuring therapeutic alliance context to
revert the suicidal process to a positive outcome (e.g. Michel, et al., 2004; Michel, Maltsberger, Jobes,
Leenaars, Orbach, Stadler et al., 2002). In a research about difficulties of health professionals towards
suicidal patients in clinical practice the relational and communicational difficulties were perceived as the less
frequently felt when compared to technical, emotional, family approaching and logistic ones (Rothes,
Henriques, Leal & Lemos, 2013). The authors discuss this result under the assumption that it may be easier
to be aware of external technical difficulties rather than relational and communicational ones.

Findings from this study suggest a need for further education of health professionals, specifically, the
results recommend training in theoretical models, including approaches that emphasize communicative
issues of suicidal behaviours.

There are some methodological limitations to this study. First, representativeness cannot be
guaranteed with the used sampling process (targeted and snowball). However a systematic bias is unlikely
since additional methodological procedures were used. Second, due to the originality of the instrument
ESBQ we could not directly compare its components to previous research. Third, although the internal
consistency of each factor was high and most items with a meaningful loading on a component conceptually
fit well, a deeper analysis of the psychometric properties of the questionnaire is required. Finally, there can
be some limitations related to the restricted choices of theoretical intervention models of psychiatrists and
psychologists.

Future research should consider the effects of training on suicidal behaviours’ explanations and
explore the relationship between explanations of suicidal behaviours and current practices of health

professionals. Suicidal behaviours explanations of patients should also be explored.
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Health professionals’ practices toward suicidal patients: the effects of professional group, specific

training and experience with suicidal patients.

Abstract
The care of suicidal patients can be complicated, however little is known about health professionals’
practices in these cases. The objectives of this study were to: (1) describe the practices of health
professionals towards suicidal patients and (2) test the effects of professional group and specific suicide-
related variables on practices. Method: A self-report questionnaire was filled out by 239 health professionals.
Exploratory principal components analyses were used. Results: The factor analysis identified 5 components:
assessment; protocols; family; psychotherapy and inpatient and medical treatment, explaining a total of
variance of 51%. Psychotherapy is the modality most likely to be advised. Positive effects of specific suicide-
related variables were found. Conclusion: Clinicians’ practices, namely assessment procedures can improve

through an experiential-learning training.

Key words: health professionals, suicidal patients, clinical practices
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1. Introduction

Suicide prevention is among the most important challenges of public and mental health. The contact of an
individual at risk with a health professional previous to a suicidal behaviour is an opportunity to prevent it and
this contact after a suicide attempt can provide a possibility to the individual to engage in a therapeutic
intervention.

Research showed that a high percentage of individuals was receiving health care at the time of the suicide
attempt (Groholt & Ekeberg, 2009; Haw, Houston, Townsend & Hawton, 2002; Suominen, Isometsa,
Martunnen, Ostamo, & Lonnqvist, 2004; Suominen, Isometsa, Ostamo, & Lonngvist, 2001). Similarly the
rates of contact with health professionals of people who died by suicide before the fatal behaviour are high
(Andersen, Andersen, Rosholm & Gram, 2000; Juurrlink, Herrmann, Szalai, Kopp & Redelmeier, 2004;
Luoma, Martin and Pearson, 2002; Pearson et al., 2009; Pirkis & Burgis, 1998; Rodi, Rorkar & Marusic,

2010).

Decisions regarding the care of suicidal patients can be complicated to take. Health professionals reported
difficulties from different nature in the clinical work with suicidal patients including lack of knowledge about
suicidality and about effective interventions (Gibb, Beautrais, & Surgenor, 2010; Rothes, Henriques, Leal, &
Lemos, 2014).

When facing a patient who has suicidal problems health professionals have to make choices and decisions
regarding the care to provide, which can have significant consequences to the person at risk (Schmitz et al.,
2012). The intervention with suicidal patients comprises the assessment of risk, the eventual management of
a crisis situation, the specialized and long-term care that can consist of pharmacotherapy and

psychotherapy, provided in outpatient or inpatient care (e.g. Goldsmith et al., 2002; Joiner et al., 2009).

Suicidology has provided evidence that health professionals can have a crucial role in clinical suicidal
behaviours prevention but simultaneously research on the area has demonstrated the existence of barriers
to an effective intervention associated to characteristics, attitudes or behaviours of health professionals (e.g.
Anderson, Standen, Nazir & Noon, 2000; Botega et al., 2005; Gibb, et al., 2010; Hammond & Deluty, 1992;

Neimeyer, Fortner, & Melby, 2001; Neimeyer & Maclnnes, 1981; Neimeyer & Pfeiffer, 1994a,b; Scheerder,
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Reynders, Andriessen, & Audenhove, 2010; Samuelsson, Asberg, & Gustavsson, 1997; Saunders, Hawton,

Fortune, & Farrell, 2012; Smith, Silva, Covington, & Joiner, 2014)

The research studying the health professionals who deal with suicidal people in clinical practice is an
expanding domain but with a great field yet unexplored. Its development may bring improvements for the

intervention with suicidal people.

Within this area of research the study of attitudes towards suicidal patients and behaviours seems to be the
most productive field (e.g. Andersson, et al., 2000; Botega et al. 2005, Saunders et al., 2012; Swain &
Domino, 1985). Attitudes of health professionals towards suicidal patients often remain negative (Saunders
et al., 2012) despite the increasing research and guidelines literature about suicide intervention over the last
years. This empirical fact strengthens the need for studying innovative variables under new perspectives in

order to have better knowledge about the health professionals' actuation with suicidal patients.

Another prolific set of studies is about health professional’s skills on suicidal behaviour assessment and
intervention and the effects of training in its enhancement (e.g. Neimeyer et al., 2001; Palmieri et al., 2008;
Scheerder et al., 2010; Smith et al., 2013). Empirical data indicate that actions aimed at health professionals
have a promising efficacy on the reduction of suicidal behaviours (e.g. Isaac et al., 2009; Mann et al., 2005;
Van der Feltz-Cornelis et al., 2011). However more research in the area is claimed. In a recent systematic
review about training programs aimed at clinical competence in the assessment and management of suicide
risk Pisani, Cross, and Gould (2011) concluded that in general training is effective, increasing knowledge
and changing attitudes in a positive direction but with regard to the effects on the clinical process, research
needs to deepen knowledge. The authors advise studies about needs and current practices of health
workers when facing suicidal patients, advocating that this data can be helpful when planning training on the
area. In the same line, Isaac et al. (2009) propose further research about the work of health and social

professionals with suicidal persons.

Studies have found differences in attitudes and skills according to professional groups and specific suicide-
related variables, such as experience with suicidal patients and specific training on suicide intervention (e.g.

Neimeyer et al., 2001; Scheerder et al., 2010). According to these results Rothes et al. (2014) regarding
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difficulties and needs with suicidal people in a clinical setting observed that a higher number of patient
suicide attempts were associated with lower levels of difficulties felt by health professionals, as well as

having training in suicide intervention.

Psychiatrists, general practitioners, and psychologists are among the health professionals most sought by

people who have a psychological or emotional problem (Eurobarometer, 2010).

The goals of this study were (1) to describe the current practices of psychologists, psychiatrists and general
practitioners towards suicidal patients and (2) to test the existence of differences in practices due to health
professionals’ characteristics, namely professional group, having or not specific training in the suicide area,

suicidal behaviours experience in clinical practice, age and gender.

According to the different therapeutic resources of the health professionals - psychologists, psychiatrists and
general practitioners - differences in the intervention approaches are expected, namely, in the evaluation of
psychotherapeutic and psychopharmacological interventions. Based on previous researches differences are
also expected between professionals with and without specific training and according to the experience with

suicidal patients, namely in the procedures of detection and assessment of risk.

With regard to differential analyses we formulated the following hypotheses:

1. Psychologists and Psychiatrists are more likely to refer to psychotherapeutic intervention than GPs.

2. Medical intervention is more probable to be recommended or used by Psychiatrists and GPs than

Psychologists.

3. Health professionals with specific training on suicide are more likely to perform a whole assessment than

the health professionals without training.

4. Health professionals with specific training are more likely to use formal instruments in the assessment and

intervention with suicidal patients than the professionals without suicide education.

5. Health professionals with more suicidal behaviours experience in clinical practice are more likely to carry

out a complete assessment than health professionals with less experience.
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6. Health professionals with more suicidal behaviours experience in clinical practice are more likely to use

formal instruments than health professionals with less experience.

2. Method

Survey instrument development — Intervention Strategies towards Suicidal Behaviours Questionnaire —

version for psychologists and doctors ISBQ

To identify the current practices of health professionals towards a suicidal patient a questionnaire was
developed based on the results of a previous qualitative study conducted with 30 professionals
(psychologists, psychiatrists and general practitioners). In this previous study, the free association technique
was used as a method for data collection, in order to gather the spontaneous responses of participants,
using as stimuli what to do and what not to do towards a patient who attempted suicide. Frequencies
analysis and correspondence factor analysis were the statistical techniques used to select the most
important answers of health professionals (Rothes, 2006; Rothes & Henriques, 2008). For the construction of
the ISBQ the most important statements were transformed into items and additional items were added based
on literature. The ISBQ resulted in 42 items each scored on a five-point Likert scale from 1 (not likely at all)
to 5 (very likely of being adopted as intervention strategy with a patient that seeks help following a recent
suicide attempt). The questionnaire also collects socio-demographic and professional data and information

about suicidal patient experience.

Participants and Procedures

Prospective participants - psychologists, psychiatrists and general practitioners - were approached in order
to gather participants from the entire country and from different workplaces. A mixed methodology in the
sampling process was used: targeted sampling (Watters & Biernacki, 1989) and snowball sampling (Browne,
2005; Faugier & Sargeant, 1997). In the first technique target work settings were identified (such as
hospitals, health centres, community intervention centres) according to a previous geographical mapping. In
each of these settings a presentation of the research was carried out (in presence, by email or letter) in order
to invite the professionals to participate. Associations of psychotherapy and the Portuguese society of
suicidology were also contacted and their members were invited to participate in the survey. The second

sampling method, snowball, is characterized by participants recruiting other potential participants through
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their professional or personal networks. In order to select a more representative sample than traditional
snowball technique enables, an additional set of methodological procedures recommended in literature was
used: (1) professionals helped recruiting in two ways: they directly invited other colleagues to participate and
they designated prospective participants, sending their contacts to the researchers; (2) part of the
participants had the number of professionals that they could recruit limited to 3-5 colleagues and (3) a set of
inducements to promote participation was used (e.g. customized letter) (Heckathorn, 1997, 2002; Negreiros
& Magalhdes, 2009). The additional set of procedures used brings an advantage in relation to traditional
snowball, promoting the composition of samples that converge and reach equilibrium after a relatively limited
number of recruitment chains, independently of the initial sample (the seeds). This way, despite the non-
random selection the bias introduced is progressively eliminated. Moreover the additional procedures reduce
the biases resulting from differences in the size of personal networks and from the designated voluntarism.

Data were collected in 2010 and 2011 through both a web survey and a mail survey. The cover letter,
participation invitation and questionnaire were sent by email or by mail, including the link to the online
version or the paper version, respectively. Anonymity and confidentiality of data collected were guaranteed.

The study protocol was approved by the Portuguese Society of Suicidology and by the Ethics Committee of

the hospital Centro Hospitalar do Nordeste, E.P.E., Braganca, Portugal.

Data analysis

Statistical analyses were carried out using SPSS version 19 (IBM Statistics). Descriptive statistics were
calculated. Principal components analysis PCA (a first and a second order exploratory factor analysis) was
performed in order to reduce the large number of items to a more manageable number. Component loadings
of at least 0.4 were considered meaningful. To determine the number of components a Cattell's scree-plot
method was used and different possible solutions were explored. Varimax was used to rotate the
components to simple structure and obtain orthogonal solutions. The reliability (internal consistency) was
calculated by Cronbach’s alpha and by the mean inter-item correlation. Factor scores were obtained by the
mean of items with a meaningful loading on the respective components. Each factor was taken as a different

set of intervention strategies (dependent variable) and to investigate the mean differences among
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intervention strategies set a one-way repeated measures ANOVA was conducted followed by a post-hoc
multiple means comparison with Bonferroni adjustment.

Differences in practices between professional groups and according to socio-demographic and professional
characteristics (gender, age, years of practice, having specific training on suicide, experience with suicidal
patients) were determined by independent samples t-test and by one-way between groups ANOVA followed
by Tukey’s HSD post-hoc comparisons. Bonferroni adjustment was applied to these comparisons. For these
analyses, age, years of practice and number of patient suicide attempts were re-coded into interval

categories.

3. Results

1. Participants’ characteristics
A total number of 242 health care professionals filled out the questionnaire, but 3 were eliminated because a
high level of missing answers, considering 239 participants. Participants’ characteristics are reported in

Table 1.

2. Practices of health professionals

The direct questions most commonly rated by doctors and psychologists as probable or very probable to be
used in clinical practice with suicidal patients were about: current problems (92%), prior attempts (84%),
alcohol and drugs use (77%), family suicide background (74%) and the desire to die (73%). Among the
practices most likely to be used by a large proportion of health professionals are also the exploration of the
meanings and triggers of the act (93%), the existence of a suicide plan (84%) and the circumstances of the
attempt (83%). Trying to understand the style of coping of the patient was also considered as likely or very

likely by a significant proportion of participants (72%).

Depression assessment was indicated by 93% of the health professionals as a probable or very probable
procedure, while the evaluation of hopelessness was considered with high likelihood by 66% of the

participants.
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Table 1 Participants’ Characteristics

N %
Participants (N=239)
Psychologists 126 52.7
Psychiatrists (general and child) 53 222
General Practitioner 60 25.1
Gender (N=239)
Female 166 69.5
Male 73 30.5
Age (N=239) range 23-77 years M=38.5 SD=11.8
Younger =31 83 34.7
Middle aged 32-40 77 32.2
Older =41 79 33.1
Years of practice (N=239) range 7-48 years M=13.1 SD= 10.8
Low experienced <6 92 38.5
Middle experienced 7-14 70 29.3
High experienced =15 77 32.2
Specific training in suicide (N=239)
Yes 43 18.2
No 193 81.8
Experience with suicidal behaviours in clinical practice (N=234)
Patient suicide attempt or serious risk of suicidal behaviour 195 83.3
Patient suicide 64 26.9
Number of patient suicide attempts (N=186)
Few <3 83 44.6
Moderate 4-8 43 23.1
Many =9 60 32.3

To refer to a psychiatrist was rated by 84% of the participants as probable or very probable, while a referral
to a psychologist by 76% and to a GP by 20% of the health professionals. A continued or long-term care,
regardless of the caregiver's speciality was rated by 90% of the respondents and psychotherapy was
considered by 74% of the health professionals as probable or very probable. Inpatient care was considered

by 26% of the participants as a probable option.

The Kaiser-Meyer-Olkin value was 0.83, exceeding the recommended value of 0.6 and the Barlett's Test of
Sphericity reached statistical significance, supporting the factorability of the correlation matrix (p=.000).
Communalities range between 0.491 and 0.842, indicating that 239 questionnaires are sufficient to continue
and to converge on the appropriate solution. To determine the final number of factors, the retention of four or
five factors was explored. The most theoretically interpretable and consistent solution consisted of 37 items
into 5 factors, explaining a total variance of 51%. The Cronbach alpha coefficients and the mean inter-item

correlation, calculated to the dimension with low number of items, revealed a good internal consistency
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(table 2). Five items were excluded due to not having a meaningful loading on any component. The 3 items
with meaningful loadings on 2 components were assigned to the component on which they loaded highest.
The first factor was named “Comprehensive assessment” and contains 21 items corresponding to a wide set
of actions including the evaluation of a crisis situation or imminent risk, intentionality, lethality, risk factors
(e.g. drugs and alcohol use, eventual mourning and other current problems) and triggers. It also includes
coping style, depression and hopelessness assessment.

The second factor was labelled “Protocols of assessment and intervention” including 5 items corresponding
to the use of formal instruments in the evaluation process and intervention, including the use of written
contracts and personality assessment.

The third factor called “Family” comprises 3 items about the support provided to the family of the suicidal
patient and the involvement of the family in the process of assessment and management of suicide risk.

The fourth factor was categorized as “Psychotherapy and psychological support ” and contains 3 items,
corresponding to the referral to psychotherapy, to psychology and to continuous monitoring or treatment.
The fifth factor labelled “Hospitalization and medical treatment* includes 5 items focused on inpatient care,
pharmacotherapy, psychiatric following, general physician intervention and referral to a professional who has
training in this area.

In three of the five factors the Cronbach’s alpha coefficient ranges from 0.92 to 0.79, and in the other two
(with alpha below .7), the mean inter-item correlation is 0.33 and 0.21, i.e., between the optimal value
recommend (0.2 to 0.4), revealing a good internal consistency.

The ISBQ also presents a good sensibility - answers to 30 items ranged from the lowest to the highest value

(110 5), answers to 5 items scored from 2 to 5 and answers to 2 items scored from 3 to 5.
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Table 2 Principal components of health professionals’ practices towards suicide attempters

Component label Items — Intervention F1 F2 F3 F4 F5
| ask if he wants to die 759
I try to find out about the methods used in the attempt 746
| ask what he expected when attempting suicide 730
| explore the existence of an elaborate suicide plan 651
| ask how he/she feels about having survived 647
| approach the theme of death 644
I try to understand the motives that triggered the attempt 620
| ask what reasons he/she has for living and for dying 619
| ask about prior suicide attempts 617
1. | assess the circumstances in which the attempt was carried out 572
Comprehensive | ask questions about problems he may be experiencing .566
Assessment | assess the risk factors 533
| try to understand the meanings of the suicide attempt .520 .508
I try to find out at what time the suicide attempt was carried out 499 421
| ask about the two days prior to the suicide attempt 475
| assess depression A72
| ask about the alcohol and drugs consuming habits 455
| assess the hopelessness 447
| ask about the family suicidal background 441
I try to understand if there is a non-solved or current mourning process 438 410
I try to understand how the patient usually solves his/her problems 416
| use specific suicidal behaviour assessment instruments .852
| use specific intervention protocols for suicidal behaviours .852
2. Protocols | use formal instruments to assess suicide risk .798
| set written suicide prevention contracts 575
| carried out a personality evaluation 436
| provide counselling to the family 765
3. Family | conduct a family interview 758
| engage the family in the process J41
| refer to psychotherapy 673
4. Psychotherapy | refer to psychological counselling 640
| advise a continued treatment 475
I try that the patient be hospitalised 622
. | refer to psychiatric counselling/ monitoring 605
5 Hospltg ization | prescribe medication/ | refer to a professional who can prescribe
and medical o 540
treatment medication
I refer to the general practitioner 519
| refer to a colleague who is better prepared in this area 518
% explained variance (51.22) 1947 1014 922 658 5.82
Cronbach’s alpha 915 836 .794 606 .545
Mean inter-item correlation - A7 .96 33 21

F=factor

There are statistically significant differences between the intervention components (Wilks' lambda=.218

F(4,235)=210.77, p=.000). The difference in the mean scores between the five types of intervention was very
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large (multivariate partial eta squared n,?=.782 (table 3). The differences between intervention components
are all statistically significant at level p=.000, with one exception between F3 Family support and involvement

and F5 Hospitalization and medical treatment, among which there are no differences.

Table 3 Descriptive statistics on the five practice’s components

N Mean Standard deviation
Assessment 239 412 57
Protocols 239 2.77 .96
Family 239 3.45 87
Psychotherapy 239 4.27 .69
Hospitalization and medical treatment 239 3.43 .68

3. Factors related to health professionals’ practices

Professional group

As expected, intervention practices with suicidal people were statistically significantly related to the
professional group (F(10, 466)=23.50, p=.000; Pillai’s Trace=.670) and the magnitude of the effect was large
(partial n?=.34). Separate univariate ANOVAs on the outcome variables revealed significant differences
between professional groups in all intervention components, except in the family involvement component.
The magnitude of the differences was moderate to large. These results with correspondent post-hoc tests
are reported in table 4. The three professional groups (psychologists, psychiatrists and GPs) showed
significant differences in all intervention components, except in the family involvement component.
Psychiatrists reported as more likely to engage in risk detection and assessment than psychologists and
GPs. With regard to the use of protocols in the assessment and intervention with patients at risk of suicidal
behaviours results showed that Psychologists are the most likely to use them. They are also more prone to
providing or referring to psychotherapeutic intervention. Thus the formulated hypothesis 1 is only partially
confirmed. Finally with regard to the medical intervention there are no differences between Psychologists
and Psychiatrists and the GPs are the professional group most likely to recommend psychopharmacological

intervention, as well as inpatient care, which means that hypothesis 2 is also partially accepted.
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Table 4 Differences in practice components according to professional group

2 %)
2 @
[=2] =
o ® »
) = ?5 Post-hoc (p Values)
S o
> )
m n—
a2 %) a2 7
Variables M (sd) M (sd) M(sd) |F2236) | p n2| 8 € |8 0 |E o
c == c =4 = >5%
§S|§g ®|g°°
> & |2 »
a o | o
Comprehensive | 4 0> (05) | 4.43(.07) | 3.87(07) | 15.08* |.000 | 11| .001 022 000
assessment
Protocols of
intervention and 3.14 (.08) | 242(12) | 2.31(11) | 23.48™* | .000 | .17 .000 .000 784
assessment
Family 3.43(07) | 3.72(12) | 3.26 (11) | 4.24ns. | .016 | .04 _ _ _
Psychotherapy and
psychological 4.45(.06) | 3.91(.09) | 4.22(.09) | 12.88* | .000 | .09 .000 074 031
counselling
Hospitalization and
, 3.28 (.05) | 3.18(.08) | 3.98(.08) | 35.53** | .000 | .22 555 000 .000
medical treatment
Significant level at .01 (Bonferroni adjustment); n.s. not significant
Table 5 Differences on practices according to specific training on suicide
YES NO
Variables t(234) p n2
M (sd) M (sd)
Comprehensive 4.44 (51) 4.05 (.56) 4,217 000 07
assessment
Protocols of intervention 294 (78) 275 (.99) 1.38n.s. 170 01
and assessment
Family 3.78 (.71) 3.39 (.89) 2.69"* .008 .03
Poychotherapy and |4 59 (59) 427 (72) 0.15ns. 883 o
psychological counselling
Hospitalization and medical
3.25(.62) 3.48 (.69) -1.98n.s. .049 .05
treatment

Significant level at .01 (Bonferroni adjustment); n.s. not significant
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Specific training on suicide intervention

There was a significant effect of specific training on the intervention practices of health professionals. Table
5 shows that health professionals with specific training on suicide are more likely to perform a
comprehensive assessment than the health professionals without training and the actual difference was
moderate confirming hypothesis 3. There were also differences even though with a small effect size on the
involvement of family rated as more probable by health professionals with training on suicide issues. The
hypothesis 4 was disconfirmed, as the use of formal protocols was not different among professionals with

and without specific training.

Number of patient suicide attempts

Results showed significant differences in assessment practice according to the number of patient suicide
attempts, partially conforming hypothesis 5 (F(2,183)=7.65, p=.001). Health professionals with many patient
suicide attempts (= 9) scored significantly higher in the comprehensive assessment component (M=4.38
SD=.07) than health professionals with few (< 3) (M=4.06 SD=.06) and moderate (4-8) (M=4.01 SD=.08)
patient suicide attempts. (Between health professionals who had few suicide attempters and who had
moderate there were no differences). The actual difference in mean scores was medium (n2 = .05). The
remaining intervention components (protocols, family, psychotherapy and medical treatment) were not

related to the experience with suicide attempters, thus not confirming hypothesis 6.
Gender and age

Gender has a significant effect on the use of formal protocols in the assessment and management of suicidal

people with females scoring higher in this component (M=2.92 SD= .97) than males (M = 2.44, SD = .94,

1(63.87) = 3.73, p = .000). However the magnitude of the differences in the means was small (n2 =.06).

Age of health professionals has a significant effect on the use of protocols and the actual difference in mean

scores between age groups is large (F(2, 236)=11.11, p=.000, r]2 = .09). Post-hoc comparisons indicated
that the younger (< 31) rated as more probable to use formal instruments (M=3.14 SD=.85) than the middle
aged (32-40) (M=2.69 SD=.93) and the older professionals (= 41) (M=2.47 SD=.97). The age group of

professionals also seems to affect the option for hospitalization and medical treatment but with a small effect
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size (F(2, 236)=5.32, p=.005, r]2 = .04). Post-hoc comparisons showed that older professionals scored
significantly higher (M=3.60 SD=.08) in the hospitalization and medical treatment component than the
middle-aged group (M=3.26 SD=.08). However the younger group did not differ significantly from either the

middle-aged nor older health professionals.

4. Discussion

This article describes the practices more likely to be adopted by psychologists, psychiatrists and general
practitioners towards a patient who seeks help after a recent suicide attempt, providing original data that
were lacking in the field of suicidology.
The main findings of the study can be summarized into the following 6 items:
1. When health professionals face a patient who seeks help due to suicidal problems the intervention
modality most likely to be advised or provided is psychotherapy or psychological support.
2. In general it is probable that health professionals perform a comprehensive assessment of
imminent risk, depression and other risk factors.
3. The support to the family and the involvement of relatives in the therapeutic process were
considered with moderate probability.
4. Inpatient modality and medical treatment, including pharmacological therapy were also rated with
moderate probability.
5. The use of formal assessment instruments and intervention protocols, including no-suicide
contracts is unlikely.
6. Professional group, specific training and experience with suicidal patient have significant effects on
the practices of health professionals.
Research about the effectiveness of psychotherapy and other psychosocial interventions with people at risk
of suicidal behaviours, mainly performed within cognitive perspectives, have achieved positive results in
suicidal intervention (Comtois & Linehan, 2006; Guthrie et al., 2001; Joiner, Orden, Witte, & Rudd, 2009;
Mann et al., 2005; Tarrier, Taylor, & Gooding, 2008; Winter, Bradshaw, Bunn, & Wellsted, 2013).
Psychotherapies have promising effects on decreasing suicide rate (e.g. Crawford, Thomas, Khan, &

Kulinskaya, 2007), suicide attempt (e.g. Davidsson et al., 2006), suicidal behaviour or self-harm repetition
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(e.g. Hawton et al., 1998), suicidal ideation (e.g. Samaraweera, Sivayogan, Sumathipala, Bhugra, &
Siribaddana, 2007) and in the depression and hopelessness scores (e.g. Rudd et al., 1996; Winter et al.,
2013).

The Portuguese doctors and psychologists who participated in this study demonstrated to have in mind the
potential of psychotherapy and psychological support in the treatment of suicidality. Medicine has proven not
to be sufficient to help suicidal people by itself. Health professionals showed that their perspectives about
suicidal behaviour intervention are far from being reduced to a medical intervention.

This finding somehow appeases the concerns described by different authors about the medicalization and
pathologization of suicidal behaviours or its reduction to a chemically altered brain (e.g. De Leo, 2011;
Hjelmeland, 2011; Saraiva 2006).

The comparison between psychologists, psychiatrists and general practitioners showed that psychiatrists
had lesser tendency to provide or refer to psychotherapy than psychologists, while GPs were the most likely
to advise hospitalization and psycho-pharmacotherapy, partially contradicting the expectations manifested in
the hypotheses.

With regard to risk assessment, studies have been observing failures of health professionals to recognize
suicide risk and to talk about the subject with patients (e.g. Hendin, Maltsberger, Lipschitz, Hass, & Kyle,
2001; Houston, Haw, Townsend & Hawton, 2003, Marquet, Bartelds, Kerkhof, Schellevis & van der Zee,
2005; Murphy, 1975; Pan, Lee, Chiang, & Liao, 2009).

Risk assessment is a demanding and essential task when facing a person who may be at suicidal risk at
both the initial phase and during the ongoing therapeutic process. It is fundamental to take decisions and
adjust treatment options.

In this study health professionals revealed a tendency to ask the right questions and perform the adequate
evaluations in view of a comprehensive assessment, including the central differential questions about the
wish to die and the existence of a suicide plan (Hirschfeld, 2001), even if with room for improvement. Asking
these two questions - about the wish to die and the suicide plan - was rated as probable or very probable by
73% and 84% of the participants, respectively. This adds new data about health professionals’ competence
to assess patients who may be at suicidal behaviour risk. Previous researchers verified the existence of a

sub-diagnosis of suicidality and associated risk factors in suicide cases. Despite this previous evidence of
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failures in practice and the low levels of education on suicidal behaviours verified in our sample and
identified as a common barrier for suicide prevention health professionals seem to have sufficient knowledge
at least at a theoretical level to correctly perform the assessment in suicidal cases. Therefore, the
combination of the results of this study with existing evidence reiterates the pertinence of experiential-
learning aimed at health professionals on the field of suicidal behaviours assessment and management, as
earlier advocated (e.g. Pasco, Wallack, Sartin, & Dayton, 2012; Rothes et al., 2014; Scheerder et al., 2010).

This study also revealed that Psychiatrists seem to be the health professionals who are more aware of the
importance of assessment practices, even if in general all the groups show a tendency to carry out a

comprehensive evaluation.

In line with the few available data about the use of formal instruments in the detection and management of
suicidality (e.g. Jobes, Eyman, & Yufif, 1995) this study confirms that it is not likely that health professionals
use these clinical tools. The study also indicated that psychologists use suicide assessment and intervention
instruments somewhat more than doctors. Formal instruments may be unknown to doctors and
psychologists due to the low level of training on the area and according to the technical difficulties reported
by professionals with regard to risk assessment (Rothes et al., 2014). Another possible explanation is that
health professionals perceive instruments and protocols as having little usefulness for suicidality assessment
and intervention. Another relevant aspect in this component of protocols is related to the use of no-suicide
contracts, a controversial subject in need of empirical data about its application and effectiveness (e.g.
Bartlett, Carney, & Talbott, 2009; Edwards & Harriers 2007; Hyldahl & Richardson, 2011; Kroll, 2000, 2007;
Range et al., 2002; Rudd, Mandrusiak, & Joiner, 2006; Weiss, 2001). In a study with 267 North American
psychiatrists Kroll (2000) verified that 57% of the participants use prevention suicide contracts as clinical
strategy with patients at suicide risk. In a more recent study Edwards and Sachmann (2010) found that 37%
of an Australian sample of 420 mental health professionals, including psychologists and psychiatrists used
written no-suicide contracts and that the majority reported having used verbal no-suicide agreements.
Among Portuguese psychologists and doctors 37% consider the use of written prevention suicide contracts,
while 62% rated them as unlikely to be used. The fact that more than one third of the sample considers this

clinical strategy justified that training on suicide prevention targets non-suicide contract intervention clarifying

117



the potential advantages and disadvantages of its use, as approached by different authors (e.g. Edwards &

Sachmann, 2010; Goldblatt, 1994; Jacobs et al., 2003; Rudd et al., 2006; Weiss, 2001).

To decide between inpatient and outpatient care for a suicidal patient can be a difficult task for clinicians,
who have to take into consideration several different factors, such as risk assessment, psychosocial features

and environmental characteristics with regard to safety (Goldblat, 1994; Hirschfeld, 2001)

The research about intervention with suicidal people and its efficacy is much more adva; nced with regard to
outpatient treatment than to inpatient care. However literature has considered the positive and negative
effects of the hospitalization of suicidal patients, namely providing data about the care to take after a
discharge and other useful guidelines (e.g. Bickley et al., 2013). Current works on the area call attention to
the negative impact that hospitalization may have due to the change on daily functioning of the individual at
risk, only defending the inpatient care in cases of very high risk of lethality, very serious psychiatric pathology
and a very poor support network (e.g. Cruz & Sampaio, 2013; Goldsmith et al., 2002; Hirschfeld, 2001;

Joiner et al., 2009; Santos & Neves, 2006, 2014).

In this study the health professionals are divided between those who seem to consider hospitalization a
priority (26%), those who appear to have a more balanced opinion, rating hospitalization as somewhat

probable (42%) and those who showed to mainly have in mind the potential harm of inpatient care (32%).

This study provides further empirical data about the significant effects that specific training on suicidal
behaviours can have in the clinical work with people at risk. Concretely results showed that having training
seems to enhance the probability to appropriately assess the patients and the situation in these cases and to

include family in the therapeutic process

Thus, even though only a minority (18%) had specific training on suicidal issues the results of this study
seem to demonstrate that the few existing education on the area works. This is an encouraging result with
regard to suicidal behaviours prevention, strengthening the relevance of investing in training measures.
Further the positive effect of suicidal experience in clinical practice on performing a comprehensive
assessment of patients reinforces the need of planning training programmes or workshops actually based on

experiential and active learning.
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There are some methodological limitations to this study that should be taken into consideration. First, the
sampling process used cannot guarantee representativeness. However, a systematic bias is unlikely since
additional methodological procedures were used. Second, the originality of the ISBQ and the lack of previous
studies do not allow comparing its components with other research. Third, although the psychometric
properties are promising, a deeper analysis of the questionnaire is required. Future research should
investigate the influence of suicidal patient profiles on practices of health professionals. It would also be
useful to know the relationship between the current practices of health professionals and the difficulties they

feel in the clinical practice with suicidal patients.
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Psychisrists, general practtioners, and psychologists sc
at great sk of encountering sukidal behaviors among
their patiems. Clinical peactice with swcidal people was
sdentified 2s coe of the most stressful and anxiety-provok-
ing scas of practice for mamy health professionals, regasd-
Jess of their level of expenence (Kleespies & Pooce, 2009,
Menninger, 1990). = addition, suicidal bebavior poses a
major challenge 0 hzalth professiomals owing to its lima.
ed predictability (Haweon & Van Heeringen, 2005).

However, few data are mvmlable om the specific diffi-
cultics bealth professionals caperience when they follow
up a suicidal patient (Ramberg & Wasserman, 2003). De-
spie the lack of a dataset focused on the difficulties, stud-
w5 from subdomains of suicidology, as referred 1o bekow,
Bave provided sspport foe the hypothess of the specificty
and multidinensionality of these difficulties, Research on
the impact of patient suicide has shown that in additon w0
emoticnal reactons (2.2., shock, anger, guilt, ancety, feel
ings of failure, fear that 2t happens again), peofessionals
Bad sechmical concorns, namely, relsted with risk assacss-
menl skills (cg, Beown, 19874 1987h; Gulfi, Drassant,
Heeb, & Gutjabe, 2010; Rothes, Scheerder, Van Aoden.
bove, & Hersigues, 2013; Rusiin, Sakinofscy, Bagby,
Dickens, & Sousa, 2004; Warst et 2l 20110

Cois 2008Vl 320 1102
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Other catas come from the set of studics carried out by
Neimeyer and colleagues ca the abulity of health peofes-
sionals and other caregivers 1o respond appeoprimely 0
suickdal persons using the Suicide Intervention Respoase
Inventory (SIR]; Neimeyer & Maclnnes, 1981; Neimey-
er & Boanclle, 1997), These and ssbsoguent studics that
also wsed the SIRI izstrument (e.g., Palmieni et al., 2008)
highlighted anceher posential difficukty wien dealing with
suicicdal people - e relational difficulties in the thera-
peutic conteat, In a study shout suicide imervention skills
with 3 wide sample of professiomals, Schearder, Reynders,
Andriessen, and Van Audendove (2010) found: (1) skill
scoces below acceptable levels in some peofessionals; (2) a
tendency of the low-skilled professicaal groups o overes-
timate their skills; and (3) differences betwoen profession-
al grosps in responding spproprialcly W suicikdal people,
Moreover, Bigher levels of skills have been associmed with
higher levels of training in suicidology and more experi-
ence with succidal patiens, while no significant assocua-
tions have been found with gender, ape, or years of expe-
nence (Nemmeyer & Bonnedle, 1997; Neimeyer, Fortner &
Melby, 2001; Nedmeyer & Maclznes, 1981; Scheerder et
al, 20100 These results support the wdea of the spacificaty
of suicide intervertion and associated difficultes.
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In a previcus qualitative study on the perceived diffi-
culties and needs of professicnals toward seicidal patients,
we found that 2 lack of specific training, the abhsence of
a multidisciplinary team, and a peresived lack of time by
the professionsls were the most commonly repocted dif-
Hioulties by doctors and psychologists (Rothes, 2006).
These results were derived from an in-depth qualitative
study using @ small sample, and therefore moce research

is recommended to understand the specificity of the diffi.

culties and the professionals’ training needs. The percep-
tions of health professionals about the training needed to
desl with sicidal paticnts affect their work wilh these pa-
tests (Rambery & Wasserman, 2004), To st wp training
puadelings in suicide prevention, i is impoctant o identily
how different sociodemographic and professional chas-
acteristics are related to difficulties. Training directed at
imcreasing knowledge sbout seicidal behaviors, including
risk factors, and at improving skills in suicide risk desec-
tion and in the management of suicidal individuals is not
ussal n psychology and medical graduse or postgraduaie
peograms, oven though suicide training is on the rise (e.g.
Hawgood, Krysinska, Ide, & De Leo, 2008; Palmien ¢t
al,, 2008; Schmilz o al., 2012). Despite the lack of suicide
peevention training and the recent colture of assessment of
training impact, ressarch has clearly established the posi.
tive effects of suicide prevention training 2imed at health
professionzls. Various studies, using differsnt assessment
methodologies and types of traming, have achicvad sim-
ilar cutcomes, demonsirsting cffectivencss in improving
knowledge, attitudes, confidence, and skills (e.g., Cais,
Silveira, Swefancllo, & Bosega, 2011 Cross, Matihaes,
Lezine, & Knox, 2010; Jacobsoa, Osteen, Jones, & Ber.
man, 2012; Smith, Silva, Covington, & Joiner, 2013) and
proeising results in suicidal behavior reduction (Isaac et
al., 2009). However, doubts remain about the changes in
skills (e, Cross et al, 2010) and mainly i the endur-
anee of the effects (e, Gask, Dixom, Moeriss, Appleby,
& Green, 2006, Loevav et al, 2005; Moore, Cigularov,
Chen, Matinez, & Hindman, 2011), reflecting the nead
for further rescarch in order 1o imform & more Bilorad
training.

The generzl goal of this study was 10 assess the diffi.
culties of professionals and their tmining neads, in order
to impeove training i suicidology. More specif-
wally, the study bad four main goals: (1) w devedop & in-
strument that enables the assessment of the bealth profes-
saonals” difficulties; (2) 0 describe the main difficulties of
health peofessionsls; (3) 10 analyze differential difficulties
nccordmg to the seciodemographic and peofessional char-
acteristics of the health professionals; and (4) to identify
the health professionzls’ perceived skills and thoughes on
the need for training in suicide.

With regasd 1o differential analyses, we formulated the
folloming hypotheses: (1) General practitioness have moee
daffhculties than psychistrists and psychologists; (2) health
peolessionals with specific training in suicide have fewer
difficelties than health professionals without spec:ﬁc train-
ing; and (1) bealth professicoals with more experience in
sawcidal behaviors have fewer difficulties than those with
less expenence.

© 2013 Hogrese Pablishing

Method

Development of Survey Instrument:
Difficulties in Suicidal Behaviors
Intervention Questionnaire - Version for
Psychologists and Doctors (DSBQ)

To assess the difhicultics of health professiomals when Gac-
ing a patient who seeks help after o seicide stempt, 2 ques-
tonnzire was developed hased ca the results of a previcus
qualitative study conducted with 30 professicnals (psy-
chologists, psychiatrists, and general peactitioners). In the
peevious stedy, the free association technique was used as
a method for data collection, in oeder to gather the sponta-
neous responses of garticipants, using & stimuli the needs
and dificwlties of intervention with suicidal paticnts, To
select the most important Jhosltics repocted by profes-
saonals, we wead fraguency analysis and correspondence
factor analysis (Rothes, 2006), For the construction of the
Difficulties in Scicidal Behavioes Intervention Question-
naire (DSBQ), the most important statements were trans-
formed ineo items and additional items were added based
ca the literature. The DSBQ resulted in 32 difficulties,
each scored on 2 S.point Liker scale from | (nor frequent
@t @) %0 S (very freguent) alloming a global score 10 be
cakulaed, An additonal set of questions focused on spe-
cific training &nd on professionals’ perception about the
nead for trasing i suicide, Specific ramng i suicide is
considered raining simad al increasing knowledge about
suacadal behavior snd risk Bactors and At improving skills
relased to the detection of suicide risk and the management
of suicidal individeals. The geestionnzire also collects in-
formaticn about experience with suicidal behavior in chin-
ical practice and socmdcnmgnphx and professional data.
The DSBQ is presented in the Appeadix.

Participants and Procedures

Prospective participants — psychologists, psychiatrists, snd
general practitioness — were appeoached n order 0 gath-
of participasts from the entire country and from different
workplaces, A mived methodology was wsed in the sam-
pling process: targeted sampling (Watters & Biernacki,
1989) and snowball sampling (Browne, 2005; Faugier &
Sargeant, 1997). In the first technique, target work settings
were identified (such as hospitals, health cemters, com-
munity intervention centers) according to a previows geo-
graphical mapeing: In cach district of the country (18 plus
o slands) tree o four work seftings were designanad
for data collection, In cach of these sellings, 3 presentalion
of the resecarch was carried out (11 0 person and the rest
by email o letter) = onder %0 invite the professionals o
participate. Associations of psychotherapy and the Porto-
guese Society of Suicidology were 2lso coatacted and their
members were invited 1o participate in the survey. The
second sampling method, snowball, is chanactenzed by
participants recruiting other potential participants through

Crisis 2016, %0l 35250104022
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their professicnal or personal netwocks. In order to select
a moce representative sample than the taditional snowball
technique emables, an additicnal set of methodological
peocedures recommended in the literatore was used: (1)
Professiomals helped in the mecruiting in two ways -
directly invited other colleagues to patticipate and they
designated prospective participants, sending their contacts
to the researchers; (2) the number of jonals that
some participants could recruit was limited to three to five
colleagues; and (1) & set of inducements to promote par-
ticipation were used (e.g., cestomized letter; Heckathorn,
1997, 2002; Negreiros & Magathles, 2005). The addition-
al set of procedures used has 2n advantage over traditional
saorwball techmiques, promoting the composition of sam-
ples that converge and reach equilibrium after a relatively
himited number of recruitment chains, independently of
the initial sample (the seeds). This way, despite the non-
random selection, the bias introduced is progressively
climinated. Moreover, the additionzl procedures reduce
the biases resulting from differences in the size of personal
networks and from the designated voluntarism.

Data were collected in 2010 and 2011 through both 2
Web survey and 2 mail survey. The cover letter, participa-
tion invitation, and questionnaire were sent by email or by
mail, including the link to the oaline verdon or the paper
version, respectively. Professtonals who had contact with
seicidal behaviors in clinical practice were invited 10 e
the difficulties scale. In this ressarch, we coasidered con-
tact with suicidal behaviors as coatact with a patieme sui-
cide attempt, a patient suicide, and a patient at serious risk
of suicidal behavior. Anonymity and confidentiality of the
data collected were

The study protocol was approvad by the Portuguese
Society of Suicidology and by the Ethics Committee of
the hospital Centro Hospitalar do Nordeste, ERE,, Bra-
ganga, Portugal,

Data Analysis

Statistical anzlyses were carried out using SPSS version
19 (IBM Statistics). Descriptive statistics were calculatad.
Principal componezes analysis (PCA; a first- and 2 sec-
cad-order explocatory factor analysis) was performed in
ceder 10 identify the underying dimensions and to reduce
items to a more manageable set of data.

Component loadings of 2t keast 0.35 were considersd
meaningful. To determine the number of components, 2
paralie! analysis was conducted and different possable
solutions were explored. Promax was used %0 rotate the
compoaents to 2 simple strecture and obtzin obligoe solu-
tions, allowing factor comrelations. The reliability (internal
consistency) was calculated by Cronbach's a. Additional
Iy, a global score of difficulties was calculated.

Factor scores were obeained by the mean of items with
a meaningful loading on the respective components. Each
factor was taken as 2 type of difficelty, and to investignte
the mean differences amoag the type of difficulties, a cae-
way repeated measures ANOVA was conducted followed

Crisis 004 Vol 3520110412

by a post-hec multiple means companson with Bonferroad
adjustment.

Differences in difficulties between professional
and differences acoteding o socodemographic and profes-
siongl chaacteristics (e.g., pender, age, years of practice,
having specific training in . experience with suicid-
al patients) were determined by the independens samples
¢ test and by one-way between groups ANOVA followsd
By Tukey's HSD post-hoe commpurisons. Bonferrom adjust-
ment wis appiicd 0 these comparisons. For these analy-
ses, ape, years of practices, & number of patient suicide
attermpes were re-coded into interval categories. To exploee
the impact of age and professional group on difficulties,
two-wazy between ANOVA tests were carried out.
The relanonships between professicnal group and specilic
training, sumber of paticnt suicide sicmpls, patent sui-
cide experience, and perceived skills were investigated by
¥ analyses. Finally, the relationship between professional
group and percepeion of traiming needs was analyzed by
cac-way between groups ANOVA followed by Tukey's
HSD post-hoe comgarisons.

Table J. Participants” characteristcs

N %
Participaons (N « 196)
Poadolog sis 9 480
Pyychinrss (geeecal aod chidd) o 38s
General practtionerns 2 S
Cender (N = 198)
Fersake 12 &3
Male 6 32
:F 196) range 24-17 yoans, M = 306, 50 = 120
Yoorge: < 33 m 38T
Meddle aged 3532 &2 s
Ofder =43 64 27
Years of pracice
(N« 196) range |48 years, o « 140,50 « 105
Low experience <6 67 M2
Middie experience 7-15 6 27
High expedience = 16 65 12
Specific training in salchde (N « 193)
Yes ¥ om
No 15 808
Expericace with saicidal behuvioes is clinical peactice
(N=196)
wmm atcrrpn or seraoes ik of saicadal 195 990
Pazeon suxide 6 127
Number of pathert sulcide amenpes (V « 155)
Few =3 83wy
Moderae 4-8 a o
Mary =5 M 15
© 2011 Bogrefe Pudlishing
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Results
Participants’ Characteristics

A total of 242 health grofessionals filled out the ques-
tionnaire, but 46 provided no information on or had no
contact with suicidal behavions in clinical practice, re-
sulting in 196 pasticipants. The chamactenstics of the par-
ticipants are reported in Table 1. With regard to specific
traiming in swicide intervention, signilican differences
were found between peofessionsl groups (x° = 12.02,
df = 2, p = .002). General practitionerss were the peofes-
sional growp with less specilic training (65%) and psycin-

atrists were the professicoals who reported having more
suicide training (33%). There were also significant dif-
ferences between professionzls growps reganding expe-
rience with suicidal behavioes in clinical peactice. The
difference in proportions of psychologists, psychiatrists,
and general peactiionerns with few, moderate, snd many
patical suicide siempts was statistically significant (' =
19.12, df = 4, p = 000). The propoction of psychologists
with few patient suicide attempts was 56%, and those with
moderate and many suicide attempts were 23% and 21%,
respectively. Of the psychiatrists, 16% had few, 18% had
moderate, and 66% had many patient suicide atlempls,
The proportion of general practitiomers with few patient
spicide stiempts wis S5%; that of peneral practinoners

Tabie 2. Principal components of health professionals’ difficulties toward suicide attempters

Cormponen: label T - Difficultes

Fl | 2] F3 1

Techrical Effcalien Lack of wpocific treineng

Lack of wecheical and 0

Lack of wpecsic ivcrventon pectocels

wical knowledge
Afrzd of st beizg able o soen suicidal rak
Lack of speciic rak assessment insiraments

Lack of specidic lnervenn on techniques for ikdrer e

Yo fec! belplew
Lack of clinkcal supervision

DAsressed

Preserving one’s omr well being
Bamost

To pei desarted

1 quastion my profonconal ability 1o Selp the paticet

Afrald that pacient complenes subdbde
Appeoacticg the thome of deats
To a00epa he patent anconditooally
Dealing wits Se therre of death

Relatioond and conms-
mcatioral difficulties

Yo Sisk sboct Be cane whee coc doos not wast 1o an

Lol
L)

tRgEE

Sa As8
A
Ay
%

Hom %0 have a dalogue wit the patien: about the Deme A8

Yo fec! asgry at e paticet
To feel rejecton toraard de paiert

£32

Lack of conidence iz the profescosal by the pationt AlR

Lack of time

Having the famdy's collaboestion
Unsaitade sewing

Lack of vocmd support sructures
Working with De farmily

Albn aofs duciplizary doam
Providing suppont % the family
Croehach's a

-

dEEEERE

0 =3 A6
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wihmodcmmenpuwuﬁ%mdwi:hmmympu
was 16%. The pmpomon of psychologists, psychiatrists,
and general practitioners who had at least one patient su-
icide was also significantly differsnt (i = 30.71, df = 2,
= 000): 14%, 56%, and 445, respectively,

Health Professionals’ Difficulties

The difficultics most commaonly felt as frequent or very
frequent by health professiomals when facing & suicid-
al patient were: ek of intervention techniques for chal-
dren (63%), absence of & multidisciplingy team (S15%),
lack of social suppoet structures (48%), Ik of sisk
assessment instruments (47%), lack of specific proto-
cols (42%), lack of training (40%), being afraid that
patient commits suicide (38%), lack of time (31%),
working with patieme’s family (30%), lack of chinical
sopervision (30%), and the assessment of swicidal risk
(29%). The mean global score of difficulties was 2.47
(S0 =0.55) with minimum 1 and maxisum 4,

Parallel smalysis sugpestad the extraction of four or
five factors, To determine the fmal number of factoes, the
relestion of theee, fowr, or five facors wis explocad. The
most theoretically interpretable and oomsistent solution
consisted of 31 ftems grouped into four factors. In Table
2, the Promax-rotated resclts are shown. One item that

did not have a meaningful loading on any component was

climinated. The three ems with loadings on
two components were assigned to the compoaent on which
they loaded the highest.

The first component was mamed fechnical dificulties
and includes cight items related 1 the ek of specific
training and lack of wechnical and theoretical knowledpe
on suicidal bebaviors, namely, oo suicide risk assesssent
and peotocols of assessment and intervestion in the ab-
sence of which professionals tend to feel helpless.

The second component called emonional difficulties
contains eight items conceming the emational impact of
working with seicidal petients, soch as feeling distressed,
expesiencing fear that the patient dies by suicide, or be-
coming disturbed by the case.

The third component Rabeled relatione! and commu-
micational difffcultier comprises cight nems focused om

the therapeutic relational and communicational attitude
inchoding the death theme approach.
Finally, the fourth compoaent was named family.ap-

proacking and logistic difficulties and contains seven
wems relatad 1 work with the Gemily, logistic conditions

of intervestion, and the absence of leamwaork.

Cronbach™s a rangad between 89 and .79, revealing
a good intemal consistency. The DSBQ also has a high
sensitivily: Answers 10 24 items rangad from the lowest 1o
the highest value (1 10 S), and answers 10 six ilems scorad
from | to 4.

A second-order factor analysis yiekded one dimen-
sion revealing that the four specific types of difficulties
have an enderlying common and beoader difficulty factoc.
The loadings of the four factors were: Fl = 83, F2 = 77,
F3 =76, and F4 = 74, Cronbach’s & was .78, indicating &
pood intemal consistency.

There were statistically significant differences between
all four difficulties compoments (Wilks™ A = 254 F(3, 193)
= 189.07, p = 000), The difference in the mean scores
between the four types of d:ﬂwalues was very lape
(multivariate partial eta squared, 17 = 746). Technical
d&cdueswmth:msm&oqnmﬂyr:pa&dby
health professionals (M = 299, S0 = 0.50), followsd by
family-approaching and logistic difficulties (M = 2.84,
SD = 0.71) and then by emotional difficulties (M = 232,
SD = 066). Relaionsl difliculties were perceived & the
oaes less frequently felt (M = 1.77, SD = 0.56),

Factors Related to Difficulties

As prediciad, DSBQ scores (ghobal scoce and components
difficulties scores) were statistically significanly reliad
w the grofessicnal group, W specific raining o suicide,
and 1o the number of patient sucade allempts. These re-
sults are presented in Tables 3, 4, and 5, The magnitode
of differences was moderate to large. The three profes.
sionzl groups (psychologists, psychiatrists, and general
peactiticaers) showed significant differences in the ghob-
al difficulty scoce, as well as in technical, relaticnal, and
family-approaching and logistic difficulties. General prac-
ttioaers repoeted more Jiffiosltics than psychologists snd
peychiatrists dad, Professionals without specilic training

Table 2. Differences in difliculties accoeding 10 professiosal group

Post-hoo (p valaes)
Pycdcogan Puychatrian GR Paychologisn va.  Puychologish  Peychiatri

Variables MSD) M) MY F2.193) » y pwcuuhu i Gy v GPs
Techrical 199(096) 242 (0AS) AS3(0ED) 2401t 00 20 00 o 00
Emotosal 260 210050 245068  420es) 016 o4

Relsticend 16T 0S3)  1AS(DSH)  207(0S7) 109sees 00 L0 . w0 0o
::‘f‘?':.':"""‘" L6306 208 L3806 2B 000 LK & o 00
Global scone A0S 2210042 2840 2112°%* 0 1K wr o 000
Nosex: Gy » geseeal peactitiozens. *** Sggeificant loved 2t 001 (Boef adur wr v ot el
Crisis 004: Vol 351:110-122 © 2002 Bogrefe Publishing
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Table 4. Differences in difficulties according to specific training in suicide

115

Yes No
Variabies M (5D) M (5D) 10191 p v
Techsical 2132 0,80 118 10.85) S33eee ) 13
Emotooal L1406 235 0.46) 176 (4] 1 m
Resticad 1.52 {042 143 0.58) SAees o m
Fanily appeosching and logistic 154070 191 0.9 293(as) 04 s
Globed scorec 112 4053 256 10.53) i 0 10
Notes: *** Sigrificans bevel a1 001 (Boaferroni o s = noc signi
Table 5. Differences in difficulties accoeding 10 number of patient swacide allempts
Variaies Pt Mex
Fow (€3] Modersic (8-8)  Mazy (>9) _ Few Fowva.  Modosic w
M5 M (SD) M5 FQ2, 193} » v meoderane Ty many
Techsical AB0ET) A OIS LSTOTE) L0 000 11 Al 200 ot
Emotosal 200 22007 29MS) Tees 00 (8 084 o1
Resticnsd LES(0SE)  LBLSH  LE04T  2&6jee) 00 08 - - -
A TOAhnE  rpa@)  2PSH  ROTH s S 0 - - -
Globed sceee LE0(0S6)  2A30SE) LIG(04K)  S0fex) 002 47
Noter: *0* Sgeificart beved 2t 001 (Boefermsi adius [ppp—"
Table 6. Health professionals” neads for specislized training
s Fally dvagree Scerewhat Ageee e fully
or daagree agree agree
Nals Mote M S0 N % ~ % N %
1 feel the seed foe specialiead reining in wicide 4 35 0% 19 T n3 1 s
10l oy eperiecetnisig makzs me 5 3% e s w5 w2 3 ns
Implemening walning plans o8 suickée dmed . ¢ in am 3 s 133 165 340

Dheath professonals o Tandamennal

reported moee technical and relational difficulties and
scorad higher in the global difficulty soore, Thus, hypoth-
eses | and 2 were confirmed. Finally, results showed sig-
nilicant differences in technical and emotonal difficultes
according 1w the sumber of patient suicide mpu. but
there were no differences acoteding 10 hiving ex

a patient suicide or not. Therefoce, the third hypothesu
was caly partizlly confirmed. Difficelties scores were not
related 10 gender, age, or years of experience and age dif-
ferences did not moderate the relationship between profes.
sionzl groep and dificalties.

Health Professionals’ Perceived Skills and
Training Needs in Suicide
With regard to the perceived risk assessment skills, 89% of

health professicnals self-rated their ability as positive and
results revealed significame differences according to the

© 2013 Hogrese Publishing

peofessional growp. Psychistrists were the group that felt
more Gapable of assessang suicide risk (V85%), followad by
psychologists (90%) and general peactiticners (79%; ¥ =
9.63, df = 2, p = 008). Concerning the ability to deal with
suacadal patients, Balf of the health professiomals perceivad
their trauming as sufficient, and significant differences
were also found between the groups. Sevemeeen percens of
the pencrsl practitioners raled their raining &8 sulficient,
while this proporticn was 88% for psychiatrists and 48%
forpsychologim(x‘-SMJ-lp-.m.

The perceptions of health professionals aboul the nead
for eraining are presented in Table 6. There were statistical-
Iy significant differences between professiomal groups in
the nead for traning plans (F(2, 192) = 548, p = 00S) but
the acteal difference in mean sores between the groups
was small (' = .05). Statistically significant differences
were found between the general practioness group (M =
408, S0 = 0,86) and the other two professional groups,
psychiatrises (M = 4.45, 3D = 0.71) did net differ from
psychologists (M = 450, SD = 0.72).

Crisis 20146, Vol 3521104122
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Discussion

To our knowledge, this is the first survey to investigate

health professicnals”’ difficulties, specifically when facing

a paticnt who seeks help after stiempting suicide. The im-

plications of cur results for the comtent and format of trsin-

iy, arc discussad,
The main findings of the study weze:

1. The questionnaire comstrocted for this stady (DSBQ)
presented good, albeit preliminary, psychomesnc prop-
erlics.

2. Difficultics with suscidal people in a clinical setting arc
& multidimenssonal construct compeising four factors:
(1) techmical, (2) ematicaal, (3) relational 2ad commu-
nicationzl, and (4) family-approaching and logistic dif-
ficulties.

3. Asexpested, specihic suscade-related varighles, namely,
having training in suicide and a higher number of pa-
tient suicide amemapts, were associaled with lower lev-
els of dificalties. General practitioners reported moce
difficulties than psychologists and psychiatrists did.

4. Meahhpm&nmnlsrevul:dlowlntlso‘speaﬁc
trasning, had & high pereeption of their risk assesseent
skill, held & view of their ability 1o deal with swacidal
paticats thit ranged froen low 10 bigh, and had & con-
sensual perception of the need for training.

The resules show that the DSBQ has good psychometric
peopertics, presenting a high seasitivity, favoeable exhaus-
tvencss, pood factocial valadity, pood internal consistency,
and favorable comstroct validaty, descrimminating difficuitics
between professionzl groups, between professionals who
had/did not have specific training, and between profession-
als dealing with different rates of seicide attempeers.

Despite the Jow global sooee, the proportion of health
peolessionals repoeting difficulties 18 not negligible (63—
29%) and provides important Gata sboet the garticular
content to be emphasized in training programs (viz., as
sessment of suicide nisk, imtervention with children, in-
struments and protocols, work with the suicidal patient
family).

The results allow us 1o conclude that bealth professson-
als mvd the four types of difficulties in & different

way: They reported fewer emotional and relational diffi.

culnes toward suscidal patients than technical and family-
approaching and Jogistic difficulties. This may derive from
the fact that for health professionals #t could be casier W
be gware of external technical difficulties than refational
and communicational ones, Emgircal and clinial works
showed that relaticaship and communication skills with
a patiee following an astempted suicide are critical in
the preveztion of life-threatening behaviors and suicide
(Michel, 2011; Michel & Jobes, 2011, Wolk-Wasserman,
1985). Gibbs (1590), on the basis of the literatere on oom-
municational aspects, conciuded that the treatment of pa-
tiemes who have attempted suicide is hamperad by a lack of
self-awareness of the health professional. But there may be
other explanations for the results of lower emoticnal and
relational difficulties when compared with technical &nd
Tamily-approaching dafficultics, which should be explorad

Corigls 004 Vol 352011012

in future works. These could be studied by adding
case vignettes (e.g., Jacobsca et 21, 2012) to the study pro-
tocel, for example, combined with items about coemu-
mication (e, SIRI-2, Neimeyer & Bonnelle, 1997) and
ers referring 10 the ability 10 “Coanedt™ with the patient
o the shlity 1© maintain a “rusting”™ relaticaship with open
commumcation, A very impoctant and mfoemative lndeng
fram cur study is thiz 2lthough caly 19% of health profes-

sianals reported specific training in suicide, 9% felt com-

petent 10 assess suicide nisk and 50% thought they had ade-

quate suicide training. Thes, 20 imporant clee for training
can be formulaed: Not only should it commgeise & tachnical
syllstus, but i should also inclode commumcational &l
relational comtent, using case-based leaming methodology
and self-cvaluations in oeder 10 imcrease sell-awireness,

With regard to actual sicide interventioa training, our
results revealed similarity to those from other countries,
tn&rsowngd\nmmg in seicide intervention is not
uszal in psychology and medical graduate or postgradu-
ale programs (¢, Hawgood et &1, 2008; Palmicn et al,
2008). For example, 12% of Malian health professiomals
reported having received spedilic raining in suicide ister-
vention (Palmics et al., 2008).

The resules of the differential analyses provide further
cvihno(d»euidulfm:ﬁmodspcciﬁcminhgfm
health professicnals who deal with suicidal pmwm Spe-
cific suicide-related varizbles, namely, having training in
suacade and & higher number of paucm sycade allempls,
were associgad with Jower levels of difliculties, adding
further support 10 the proposal of expenence-basad trgin-
g as adequate methodology. These results &c in line with
reparts from the literature that found significant associa-
tions between higher suicide skills and the two aforemen-
tionad variables (e.g., Neimeyer et zl., 2001; Scheerder
et al, 2010). However, some guestions about specific
seicide-related variables that may be relevant for setting
up lraining in suicide jrevention remain unanswered:
What mediates the relationship between higher sumber of
attempns and the lower levels of difficuities™ Could it be
related o apparently better skilledimore well-skillad pro-
fessionals admitting higher-risk patients more often than
peofessionals who indicate higher levels of difficulties? Or
does the specific experience with suicidal patiezes proeote
the acquisition of important knowledge, thereby radecing
daffhculties? The confidence of health professionals his
been identificd as an importast vasiable in clinical svicide
peevention and has been the tarpet of stadics on Uraining
effects (e, Jacobson et al, 2012; Oondt, Jobes, Foase-
ca, & Schmide, 2009). Which interaction effect could exist
between confidence and training on perceived difficalties?
These issues warrant further investigation.

Moreover, general practitioners moee difficel
ties than psychologists and psychistrists did, showing that
this professiomal group may have special nesds for training
and support in this arca, Indeed, peneral pradtitioners were
the professional growp found 1o Bave less specific training:
6% in our study and 4% in the Italian sample (Palmien et
al., 2008). This is in coatrast to psychimrists, who have
higher levels of training: 33% in our Portuguese sample
and 30% in a Belgian sample (Rothes et 2l 2013) and in

© 2003 Hogrefe Pudlshing
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an [talizn sample (Palmieri, e¢ 2l 2008). Recent systemat-
ic reviews on evidence -based suicide prevestion strategies
agree that improvements at the general practitioner com-
petence level is @ crucial component of suscade prevention
(Mann et al,, 2005; Van der Felte-Coenclis etal, 2011) or
at least a promasing stralegy 1o reduce suicide rates (Isaac
et al,, 2009),

In line with ather research, in our study the propoction
of respondenes who rated the adequacy of their trining
as sufficiest vaned according to the professional growp
(ranging between $8% foc psychiatrises and 17% for gen-
cral practinoness), Swedish studies also found differences
i perceivad skill between groups: 74% of the psychiatrists
considered themselves sufhciently trained foe their work,
while in nurses and assastant surses this nusber rangad be-
tween 43% and 25% (Ramberg & Wasserman, 20003; Sam-
uelsson, Asherg & Gustavsson, 1997). In 2 wide Belgian
sample, the authors concluded that highly skilled groups
have a realistic view of their in intervention
with suicidal people, while low-skilled groups wead w
onverestimate their skills Jevel (Scheerder et &1, 2010),

In our study, the difference between the abelity 10 assess
sucade risk and adequacy of training 10 deal with swicidal
patients, particularly promounced in general practitioners
(79% and 17%), but also evident in psychologists (90%
and 48%), suggests that the clinical competency percep-
tion of health peofessionals in suicide preventica inclodes
two apparently differest components: the reoognition of
sucide 7isk and the pereeption of the ability 10 manage
suicidal patients effectively.

This linding is suppocied by the research of Faman,
Bascue, Kahn, and Shaw (1984), who studied the relation-
ship between suicide kmowledge and intervention skills:
nevertheless more recent stodies ca percerved suicide
peevention skills did not seem to take into account this
destinetion perccived by health grofessionals (Palmieri et
al., 2008; Rambery & Wasserman, 2003 Scheerder et al,
2010). I is imgwetant 1O promote swarcness that the risk
assessment process canoot be made by a simple identifi-
cation and compilation of risk factors. In oeder 10 be relia-
ble, this assessment has 10 be made in the therapeetic and
reletional comtext of confidence. In other wards, clinical
management of suicide risk by mental health gatekeepers,
sech as generzl practitioness, is needed.

Emotional difficultics were found w0 be independent
of professicaal group and specific training, With regand
1o professional group, cur results are in line with stadics
on patient suicide imgact that did not find differences in
emotional reactions or distress levels between professional
groups (e.g.. Grad, Zavasnik, & Groleger, 1997; Wurst et
al., 2011). However, owr results are not consenswal: A stody
with Swiss and German therapists found that psychiatrists
were sipnificantly more distressed  than  psychologists
(Wuest et al,, 2010), Beyoad informational wmts, specific
training must inclede 8 practical component mosiored by
health professionals with kaow-how in suicidal Behaviors
that emables confrontation with specificities of how to ef-
fectively manage suicidal patients. We suggest case-based
learning combined with role-play strategy, 2s 2 methodolo-
gy for overcoming the limitation of not having enoegh ac-

© 2013 Hogrese Pablishing

teal practice oppartunities. This proposal is in line with the
importance of expeniential leaming in the fisld of suicide
peevention underiined by other authoes (e.g., Neimeyer &
Bonnellle, 1997; Pasco, Wallack, Sartin, & Dayton, 2012
Scheender et al, 2010).

The results also show that health professionals per-
ceive 8 nesd for training in suicade both for themselves
and for health professionals in pencral, sasticipating the
willingness and interest of professionals 10 be mvolved in
training.

There are some methodological limitations to this
study that should be taken into comsideration when draw.

ing imphications from these results. First, representative-
mscmbegumwedmﬂnhemnphngpncuwsd
However, 2 systematic bias is unlikely since additional
methodological procedures were usad. Secoad, owing o
the ariginality of the DSBQ and the lack of studies om the
specific area, we could not directly compéare its Compo-
nents with grevious rescarch. Third, although the psycho-
melric propertics are promising, 3 deeper analysis of the
questionngire s requared, Fulure amalyses of the DSBQ
should introduce ftems in order to clarify the interpreta-
tion of ro feel helpless, which may be taken ecither as 2
consequence of technical limitations (component 1) or
as representing an inability to “connect” with the patient
(campenent 3). More specific items approaching com-

municational/relational issues should aso be included, &
discussed sbove, Futere rescarch should imvestigate the
eventual existence of dilferent Clusiers of professiomals
i relation 10 the Jafficultics, using Clusier analysis, snd
study the relaionship between the cumrent praclices snd
dificelties of health professionals and the infoence of pa-
tieze profiles on difficulties.

The results of the stody reinforce that:

1. Specific training in suicikde preveztion aimed at health
professiomals, especially a2t general peactiticoers, is
fendamental.

2. Planning of rsining programs should take into aocount
the specific difficultics of the professional group o
whom training is addressed, The DSBQ can constituie
& basic element foe performing the needod adjustment
in training.

i Expmcnml and active strategies and clinical case dis-
cussions should be wsed as leaming methodologies.

4. The truining content should focus on nisk assessment
2nd managemens 2nd also on family issues, addressing
technical, relationzl, and emotional questicas.
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Appendix: Difficulties in Suicidal Behaviors Intervention Questionnaire —
Version for psychologists and doctors (DSBQ)

1. Gender femalke 10 Male2(D
2. Age years
3. Years of practice years
4, Professional group Psychologist 1 0 Psychiatrist 2O General practitioner 30
5. Work place
6. District of waork
Training
7. My training to deal with suicidal patients is: Sufficient 1 O Insufficient 2O
8. | feel capable of identifying a patient at risk of suicide Yesi() No20
9. | have specific training in the ares of suicidology Yes1() No20D
If your arswer to Question 9 was YES, choose your typs Yes No
of training
Epidemiokogy O @]
Forensic sciences O O
Detecting and management of sukide risk O O
Crisis intervention O O
SOS hotlines O @)
10. For each statement, choose the option that suits your opinion best on a scale from 1 to 5
Fully disagree Fully agree
| feel the need for specialized training in suicide O O O O O
1 believe that my experience/training makes me O O O O O
asuitable trainer in this area,
Implementing training plans on suicide aimed ot O O O O O

health professiorals is fundamental.

1. Did {or do) you have any patient client who has made one or several suicide attempts?
Yes 10 How marry patients/clients? How long ago was the last case? Years

No 20

2. Hawve you had a patientfchient suicide?

Yes 10 How marry patients/clients? How long ago was the last case? Years
No 20

3. Kawe you ever had a patient representing a serious risk of suicide or suicide attempt even though he/she
hasn't carried it out?

Yes 10 How mary patients/clients?
Na 20

How long ago was the last case? Years

Corigis 004Vl 35201012 © 2001 Hogrefe Pudlshing
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* If your answer to questions 1, 2, and 3 was NO, ie, if in your professional
nor with patients

< with suicide or suicide

* If your answer to questions 1, 2, or 3 was YES, i.e., if in your professional practice you already had contact with :

at serious suicide or suicide attempt risk, your QUESTI-

* suicide or suicide attempts or with patients at serious suicide or suicide attempt risk, pleass answer the last

Difficulties

1. | feel difficulties in working with the family

2.1 get disturbed /upset with the case

3. | easily feel burnt out

4. | haven't got the right setting to see the
patient

5.1 lack the time that a case like this requires

6. There is 3 lack of social structures to offer
support

7.I'm afraid that 1 might not be able to assess
suicidal risk correctly

8. | lack specific training for cases like this one
9. I'm afraid that the client might die by suicide

10.1 experience difficulties in having the family's
collaboration

11.1lack technical and theoretical knowledge on
suicidal behaviors

12. | feel it difficult to accept the patient
urconditionally

13.1 have difficulties in dealing with the theme
of death

14, | feel the absence of a multidisciplinary team
15.1feel dr:}ected by the patient who attempted
i

SUIC
16.1 experience difficulties in providi
é’#:amu, B soppat

17.1 experience difficulties in being emnpathic
with the client

18,1 have difficulties in approaching the theme
of death

19.1 get disturbed by the patient

© 2013 HogreSe Publishing

frequent at
alla

CC C O COCC O C O0COC O0O0O00C0

Not
frequent

CO O O OCCO OO0 O0CO OO0OO0O00ON

Somewhat
fm;m

O O 0O 0O0CO0O OO0 O0CO ODOOO0O0O0

Frequent

cCoCc ¢ O oo O C 0000 O00000Ca-
cCCcC ¢ O CcCOoCC O C O000CCO0C OOOOOOmg‘g
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20. There is a lack of specific intervention

s ¢ 0 C ‘o) o 0
21. 1 don’t know how to talk to th nt about

Lo ow to talk to the patient 3 o o o 0O o)
22.| feel difficulties i intai technical

e o) o) o o) 0
" msting it o o ©o o o
24,1 feel helpless about this case O O @) O O
25. 1 have a hard time preserving my well-being O C O O O
26. 1 feel a lack of clinical supervision @) C O O O
27.1feel a lack of confid nd this is felt

m:edz :: confidence a s felt by 0O O o 0O O
28.1 think about the case when | dont want to O O O O O
29.1 question my sbility/skill to help the patiert O O O O O
30.1 feel distressed by the case (@] o} o} O (@]
31. There is a lack of ific risk nt

in:;:;,:n:: SPeanc rsk assessme o O o o o

O C C O O

32. There is a lack of c intervention
techniques for children

Thank you very much for your collaboration and contribution!

Corigls 2004 Vol 3520110412 © 2001 Bogrefe Pudlshing
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STUDY 4

Patient suicide: The experience of Portuguese doctors and psychologists

This article has been published

Rothes, I. A., Henriques, M. R. & Correia, R. S. (2013). Suicidio de um paciente: a experiencia de médicos e

psicologos portugueses. Revista Portuguesa de Satde Publica, 31 (2), 193-203.
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Suicidio de um paciente: a experiéncia de médicos
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Mutonial 4z ortiga: Obpesiee Descrever o impacto do suicidio de um paciente em pooissionals de sadde portu-
Swcekido & 30 de wbel de 2012 gueses (paicdloges, priguistras ¢ mbdicos de medicing pesal).
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==pacte do suicidio de u= pactiente.
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20608 Como o8 mals Oteds, Nio foram encontradas diferengas de acordo com © género, idade
U grupo peofissional na vivéncla deste acomsecimenio

Conctasio: Os resuliados mostrame que 0 sulchdio 6o um paciense tem um Impacio profs-

xonal ¢ emociornl conviderivel Porde, este &ficil também pode wr ura
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Rexalts: 247 Bealth professicasds Slled the g and 64 peok Is had been:
cenfronted with at heust ome put e L suffering (47%), concerss, doubtzund
fear (35%), frustration (Z8%) and shodk and surpose (23%) were the most common feclings
reporied by health pecfessionals Increased attention, vigilance and accuracy In assessment
and innersention were the most freguent reaction afser the patient suicide (80%) Increased
Insecunty and anesty were also reporsed (23%) Colleagues, contact with patient's family
and case review were the sources of help mooe frequently used, and supervisor, team case

review and colleagues were rased as The most wseful There were no differences accoeding

%o gender, age oe &

| greup in the experience of this evest.

Coexhusion: The sesuls show that the suicide of o patiost has & ddeeatl &

Hor ,%Mlmmdmh-ncm;.'nilyfu

=al a=d sonal &
deurmning and profexscnal growth leading to postive und sdeguate charges in cinical srac.
ice with regard to the * of suicde risk axd 2 uf h

©2012 Bacclas Nacicnal do Saide Piklica. Mublished by Heevier Expaia, 81 AD righss

seserved.

Introdugio

O3 commportamenton suicadines constitoen um dos mas gra-
ves problessas de sadde pabiic, com grande smpacto social se
mundo ocsdental. Os psiquiatras, midices de medicing gerad,
paictlogon ou oulres profasionais Je sadde gue perdem um
paciente por SuScio eAlho exposton 4 ura dis experiincias
mais perturtadoras da pratica climca’ *.

O sackiic de wm paciente  reconhecdo na literatura
internacional como um risco dos profissionass de saGdet 7,
com acrescida peobabdidade para aqueles que desenvolvem
2 s astividade na drea da sadde mental, tal come o5 psi-
quiatras e os pecdloges’ ™. Paralelamente, 3 investigosdo
sugere que 20.76X dos suickdas procuram um medios no euls
anterior 90 suicidio ¢ gue & ealors consulta o médico de
medcing geral ¢ familiar, o ues paiquiatea’™ Y. Porém, a
investigagio acerca do Smpacto da mene por suicidio de paci-
enmes em clinicos gerads teme sido neglipenciada®™ ¥, sendo
que, 1o contexie nackenal, esla escassez emplrica estende se
wos demais profissbonais, sdo existindo, até 4 data, oo nosse
conhecimento, nenhum estudo disponivel sobre o impacto
do swackio de pacientes em profissionais de salde portugue-
ses.
Os prodssionais de salde que passam peld experién-
cia do suicidio de um pociente reagem enquanto pessoas
que pesdermn alguém significative através e reagles wsu-
ki de processo de luto (reagies pesscais) ¢, simallaneamente,
de acordo com o seu papel profissionad especdico (reagdes
prefissicnas) ' .

Na literatura internaciceal as reagies apeatidas coese
mais comuns ac suicidio de wm padente sio 2 negagio, ©
choque, & Iristeza, @ raiva, & culpe, o descrenga, a angis.
tia, © sentimento de fracasso, 0 medo de acusagdes' 14355,
Vérios autores exploraram a relagdo entre o impacto do
suicidio e diferentes caracteristicas do profissional. do
paciente, da relagdo entre estes dois e de especificida-
des do suicldio"™ NN o relacho 30 pénero do
profissional, os estodos tendem 3 Ser CONCONEINtes N3 eXs-
tincia de diferengis signifcativis: s elberes tendem a
expressar mas frequentemente sentimentos de vergonha,
responsakilizacho cu culpa, assdm como tendem 4 colocar

mais em causa © seu conhecmmento e competéncia poo-
fissional come ccesequincia do suichdic de wm dos seus
pacientes, e relagho atd peofsdiceais homens™ . Contuda,
relati ot ridveis, o8 resultadon dis dferentes
investigapdes nio sko coesensuais, revelande & necessédade
de investimente neste foco especifco de andlise. Poe exemplo,

g alguns estudes ars relaghes sgnificativas
entre & i%ade dos profsséeaais ¢ a intensidade dis reages’”
¢ na modanga das pritcas clinicos®, outros estudos nio
encomtraram estas diferengas” . Do mesma forma, rela-
tvamente 20 grapo profssmonal, algens dados empincos
apontaram par 3 ndo existéng e diferencas’’, enguanto
outros reveliram, por exemplo, que o5 psiguitras dechiravam
um maior sofremento associaso 30 suicidio do pacente do qoue
o4 psicSlogos™. Qutres dados mostraram que determinades
grupes terinm ussa maior tendincia para cperar modangas
nas prkticas profasionais apés o suicidic’.

As rmudangis na prdtica prefissional mais referidas coeno
resultantes do suicidio de um pacsente sdo & maice atenghko
& sinads Je risco de suieddio, uma lendinda maice para hos.
pitalizar, mais interesse no fendomena, procura de formagdo
especializada na drea, masor abertura 3 discussio de cascs
com colegas ¢« maior atengdo a3 implicagbes legnis da prd-
tea peofssional “““%. Os recurscs de ajuda apomtados
como mais Gteis para hdar com esta experidnoa =ho a2
supervisio, a formacho especializada, 3 discussic com cole-
gas, 4 revisdo do ¢aso ¢ 4 panicipagic nas cerimdmias
L

Os chjetives deste estodo slo: descrover i reagdes emo-
denais de psictioges, psiquiatras ¢ médices de medicina
peral peraste 0 suscio de um pacsente, consaderado peles
préprion coen maior impacto, idestificar as ssudangas na
pritica clinica e vida pessoal decorremtes deste acomteci-
mento, Mentdcar os recursos de juda ou supocte usados
pora lidar com a situagdo e conhecer como estes peofssi-
onas de saGde svabam a utilidade de cada suporte usado
0 estudo pretende também contrituar para o conhecmento
dos fatores relacionados com a experiéncia do suicidio de
um pacente, investgando se existemn diferencas nesta vivén-
da devidas ds caracterfsticas des peofsaionais. Esperasecs
encontrar diferengis entre pinercs ¢ grupis profissionas
Esta investigagho assume ainde panicular seleviineda poe ser
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© primeiro estudo e Peetugal & dspenibilizar dades empiri-

ooh 5 drea.

Método
Instruments

Fara estudar o smpacto do swckiio de um paciente nos peiod-
logos, psiquiatras ¢ médicos de medicina geral fot construldo
© Questendrio impecs do Swcdio de wm Faciente (QUSF) - versdo
para médicos ¢ psicSiogos (Asponivel em anexo) O desen-
volimento deste questiondrio fo boseado ma revisdo de
Eteratum ¢ nBos St isernacionals exis
de wvilagho Sesta expersinciat AN O QISP ¢ compasto
por teis partes principals. A prisseing paste recelhe informagio
demogrifica e prefissional dos participantes, tal como
ade, p grupe prefissional, anos de pritiea, local de
trabalhe ¢ 2 eximincia cu edo de formagic especifica em
prevencio do suicidio. A segunda parte questiona acerca do
contacto dos profissionals com comportamentos sukcidirios
na pritca clinica e na vida pessoal Na terceira parte sclicita-
se 205 profissionas gue identifiquem ¢ caracterizem o suicidio
do paciente gue malor impacto [hes cousow e, através de
questies abertas, que descrevam o Que sentirom na altura,
que reagtes tiveram ¢ qoe mudangas profssncnais & pessoais
decorrenum come coesequincia Jeste aconteciments. Pede-
#¢ tambéne aos profissionais gue, peti e, avall
em que medida ayuele suickdic era previsivel ¢ prevenivel.
Apresenta-se ainds uma lista de pessiveis recurson de apeic e
solicita-se que perante Cada ues deles o8 peofsaionals se posi-
ciomere quanto 4 sua utilidede. Finadmente, o questionisio
melul uma questdo aberta que solicita aos médicos e peicd-
lopos Que, tendo em conta a prépria expendnaa do suicidio
de um paciente, aconselhem um colega inexperniente sobre a
melhor forma de béar com a stuagio.

Participantes ¢ procedimentos

Os potenciais participantes foram recnatados atravis de um
Processo de amoslage s Mnlo: assestragem focalizeda (targe-
ted sempling)” ¢ amoatragem bok de neve (snowbaly™Y. No
primeire processe, amscstragem focalizada, foram identifea.
dos diferentes locais e trabalho de diferentes regides do pals,
a3 como hospitais, centros de satde, faculdades, instituigies
de interveng 4o comunitiria, cnde se apresentou o estudo (pre-
sencalmente, via email cu carta) e convidou os profssicnals,
p=cdlopes, peiquiatras e médicos de medicing geral e amiliar,
3 particparem.

No segundo método, bola de neve, caracterizado pelos
participantes de estodo recrularem cutics potenciais parsti-
cipastes atravis dis suas redes profissicnain oo pesscais,
wtilizaram-se proced - i 0o sentido de obter
wm conjunte inicial de participantes mais representative
do que a thenica dissica permite, tal como defendido na
Breraturn ™4,

Estes procedimentos consistoam em: (1) solictar 208
profissionais (inicais e intermedidncs) que emiassem
30s investgadores comtactos (email, telefone ou endereco)
de profissionais potenciais participantes ou que eles prégrios

corvidakeen outros codepgas 4 paricipas, ou seja, fol selictado
Que nomeassem polendais participantes mas mbém gue
o6 recr P o do; {7) Bmitar, em paste dos par-
ticipantes, 0 0. de recrutades, solcitands que nomeassem
entre 3-5 colegas: (¥ no sentido de fomentar 3 colaboragio
efetiva Sos profissionais, usou-se um sistema de inCentivos
na apresentacdo, promotores da participacdo (p. ex. texto
persomalizado, referénca 3 importincia de obter respostas
naquele dastrito ou 2000 do pals). Estes procedimentos pro-
maovem composgdes de AMosTas que COnVErgem € atmpem
um oguiibeio depois Je ues ndmero relativamente Emitado de
cadeias, independentemente di amostra iniciad, permitindo
Gue s seledicne arbitrariasente o8 primeieos pastcipantes.
Desta feema, ag da seleglio nho randomizada, o viés intro-
duzido & progresaiy elimirada, ultrapedinde-se um
dos problemas centrais &4 tradicional bola de neve - & amsostng
inicial aleatdria - eevitando efeites de designade wluntarismo
¢ diferengas das redes entre profssionais.

Os dados foram recolbados quer através de questiondrio
onor-line, cujo link %20 ervviado wia emadl ¢ colocado em sites
e psicologia e mediana, quer através do guestiondrio em
suporte de papel emviado por correio ¢ acompanhado com um
envelope indrsidual pré-pago para retorno. Os cados foram
recolides em 2030 ¢ 2011 ¢ 0 ancaimate ¢ confidercsalidade
dos mesmos foram assegurados.

Andlive de dados

Realizaram-se andlises de conteddo das respoation ds qoes-
1hes abertas, usando dois avaliadores ndependentes pam a
categorizagho das mesenas. As ankkees estatisticas foram rea-
lizadas usando o SPPSS versko 19. Cadeuliraes.se estatiaticns
descritivas ¢ inferenciais. As diferengas na experiinea do sui-
cidio de ues paciente devidas a caracteristicas do profisssenal
foram investigadas através de andlises de varifincia - ANOVA
2 umn fator (one-way) seguidas do teste post-hoc de Tukey, do
teste t de student para amcstras independentes e testes qui-
guadrado (com corregdo de Bonferromd).

Para estas andlises, » idade ¢ o5 ancs de pritica foram reco-
@fcados em vandveis categoriais de trés intervalos. Fot ainda
calcalada wma medica global do apoio usado pelos profissio-
nads, rocodifoada numa escala de trds poatos recurso & Kuda
Taixe ou muite baixo, moderndo ¢ ao ou rwito o Foi tan-
Wem caleulade ues score global para & avalisgie da utilidade
dos recursos, atraws da enbdia desta medida.

Resultados
Caracteristicas dos participantes

Participaram seste estude 242 peofsdionais de sadde, cujis
carpteristicas estio descritas na tabela 1. Cinguenta e teis poe
cento eram psicSiogos e 47% eram modiood, sendo gue entre
estes, 36% eram paigusatas ¢ S4% eram eubdicos de medicing
weral e familiar Quanto 2o género, 20% eram mulheres e 30%
eram homens. A idade média dos peofssionais fol de 38 anos
« a média de experiéncia dinica foi de 13 anos.

Em redagdo a0 bocal de trabalho, 32% exercem o sl prdticn
em hospitais, 30% em centros de sabde, 24% desermvoivem a
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Tabela 1 ~ Caracreristicas doa participanies

Tabela 2 « Experiincia com comportamentos suicidirios

Varidvels sccicpocfanionais N - NS N -
Feroaparies (N« 280 ‘Vida pesscal
Piodiogos 123 Tewnasvs de suichbe de famir ou amipy M ns
Médicos psaquiatres 53 Saschbn de fureiiw v avep) e 204
Micicon de clinica geeal v fammibas [ pri x
Gl N= MY Tewasvs de suichbe de pacienne w Ne
Feminino 159 Sairidio de pacieste “ va
Mascclizo m Teciizgoe b ] 203
Pegiatra n Qs
Adade (N » 2800 9372080 23-77 amox Mw M52, DF » 120
nw 7 MELo0s Ge maedicing gesal ¢ familar n »e
40 & N subidion wariepho 15 M« 227 BF =152
41.%0 » Terpo derornds dende G2ivo came: wariagds 0-30 aeax
51.60 » Mo 4,08 gz, DP « 4,34

61 11
At e engeracin (N = 2600 wrispho 043 snis N =15, 14 [P = 32,
o1

1130
nw
|
Local de crabalho (N « 280
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suicidirios ¢ o grande maicria dos peofssionals de sadde
(BS%) sente-se capaz Je identificar pacientes em risco de sui-
didio. Siulaneamente, 60X concordiam que necessitass de
formacio especializada na drea, BS% julgam que é fundamen-
tal implemmentar planos de formagio dinigidos a profissionais
de satde ¢ 12% avaliam-se como bons formadores na drea da
suiadologia

A experiecsy dos particsy com £ #ui-
ciddrics quer na vida privada quer na pedtica clinica estd
descria na teels 2. 8 14 ¢ quatso prof; is de salde
Uveram peld mends um pickente gue se suicidou, sendo
que 44% sko psiquiatras, 35X o médices de medicina
peral ¢ familiar ¢ 20% sdo psicdlopos. B midia deccereram
4anos desde o Wtimo suickdio do pociente ¢ o preenchi-
mento @0 questionirio (M«4,1 anos, DF «4,3), sendo que
para alguns profissionals decormeram meses e pama owtros
30 anos. Ter passado pela experiéncia do suicidio de um
pociente relacionou-se sgnificativamente com o pénero o
prodssional de satde [y (coerecdo de Yotes)« 1765, df«1,
P = 0,000k & propoeglio de homend com eila experiineg (46,5%)
¢ significativassente superior & dis mulberes (389%). Nio se
encontraes, porém, diferengas sigaifeqs no ni de

icidios de masculines ¢ femini.

entre cling

sua atiridade em faculdades ou escolas e 12% trabalham em
projetos ow instituaodes de imtervengdo comunitdna. Catorze
por cento indicam cutros locals, onde se incheem eguipas
de watemento do datitute da Deoga ¢ da Toxscodependin.
cia, Institute Nacsceq! de Emerpineia Médica ¢ consulta de
prevengho do suicidio, entre cutros. Quase metide dos partsci.
photes (44%) acusnla os seus Jocais Je trabalho coen & pritics
clinica privada. Relativamente & Sstrituigio destes locuds mo
piais 43% eram do Norte, 21% do Centro, 275 Jo Sul e 4% dos
Agores ¢ da Madeira (3 profissionais trabalham em mais do
que uma regido ¢ 2 ndo indicaram a mesma).

Deacito por cento dos particpantes 1ém formagdo espe-
cifico em suicidio, 43% classiScam » s formagdo como
suficiente para acompanhar pacientes Com COMpPOTtAMentos

nes. Tambées forem enccetmdis dferengas significativis de
wcordo com & grupo p 1 dos particp ¥ 40,99,
df« 2, p«0000 As propoegdes de pmodlopes, psiquiatros ¢
médicos de medioma geral que tiveram, pelo mencs, wm paci-
ente que o suicidou sHo significatvarmente diferentes: 11,55¢
3%, respetivamente. E foram também encontradas diferencas
significativas no n.* de suicidios entre grupos (F |2, 60«34,
P=0,042). As diferencas encontradas nas médias de swackiics
sho de magnitede eeoderada (£1a sguared » 0,10). O teste post.
hoo de Tukey revelou qoe @ eobdia de suickdios de pacientes
cnlre o8 pligquiatras (M » 2,85, DP »2,19) ¢ significativamente
superior 4 média de suicidios de pacientes entre o8 paicd-
logos (M= 1,35, DF»0,87). A midia de suicidios de pacientes
dos midices de esedicing geral (M 209, 0P » 1,76) sl Sfere
signifcaty dos restant fadiceal

r

148



ALY POAT $a0DE PERLICA, 28

13.8902) 195 00 197

Tabdels 3 « Caracteristicas do sulcidio ¢ do paciente
com malor impecto

Tabels 4 ~ Percegiio da posaidiidade de poever ¢ poevenir
o suicikdio

z
¢

N -

Yewpo decorride desde 0 sbibo (N = 63 saviaghy Previshoel (N = 64) M= 2,56, DF =3 08

040 5008 M6 37 DF =82 De forrea neshina a poses {1-2) » 23,1
«1 153 4 Modessdanesoe (1) w wns
14 “ ns Muito a completamente |-5) 9 w03
>4 3 533 Presenoel (N o 61) M « 2,98, 07 « 0,59

Géruero do pacierts (N« £4) De farrma neshoma a poses (1-2) 2 3
Temizine 2n s Modesadamene (3) o S5
Masculne « 672 Muito a completamene |8 -5) A ®E

Hsde fu paciense (N=63) wariagds 13 7¢ a0t M= 3451 50w 162
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an-xe 0 153 2 informacio 3 instituigdo onde este exercia fungdes, Em 19%
":‘“ 4 02 dos casos 3 noticia %0 dada por owtros profissionass, como
:‘“” :: ;‘_i': per exemplo, 4 assistente socl cu elementos da egquipa de
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Caracteristicas do paciente ¢ sudcidio com waior mpacto

Os 64 profssionais que tiveram pelo mends um padente
suicida foram corwidados a fornecer informagdes mais deta-
hadas sobee o suicidio que lhes tinha provecado masor
ympacto (tabela J3)

Mais de metade dos pacentes que se sukidaram eram do
sexo masculino §67%) ¢ tinham idades compaeendidas entre
o5 13-74 anos (M«385, DP « 16.2). Emn média, estes suicidios
aconteceram hd 7 anos. Para alguns profssionais decorreram
meses desde o suicidio com emaior Smpacto até @0 proen-
chimento do questicniric ¢ para outres 40 anos. O enéredo
pars coeneter suicidio mass utilizado foi o enforcamento (32%),
segusde da arma de foge ¢ precipitagic (29%) Sessenta ¢ nove
por cento doa profissionads referem gue © suicida tinka wm
SSagrabatico psiquidtrics entficado, destacando-se & depres-
sic como o mais comum (55%). seguido da esgquizofrenia e
perturtacdo bipolar (14%). Em 33% dos cascs os prodssionais
de sabde descrevem a existéncia de tentativas de suicidio
anteriozes 20 ato fatal

Suicidio de um paciente: & experiéncia
dos profissionais de satde

Forma como os profissionsss tiveram comrecments
do suicidio do seu paciente

Sessenta ¢ oito por cento dos profsmonais de satde ficaram
3 saber do suicidio atrawés dos Smiliares do pociente que

enfermagens. Onze por cento dos profasionais de saldde tve-
ram conhecimento de suicidio atravis de cutris pessois gue
conhecsanm o wuicida (que nho feeniiares), como vizinhos ou
cutres pacientes kenipos. Ees SX dos cases, a notida chegou
atrievis de notdficacho formal da policia ou do tribunal Bm 3%
dos casos, o profissional de sadde fol chamados ac local do sui-
cidio, sendo confromtado diretamente Com 0 AC0DIECIMENLO, €
3 mesma percentagem (3%) scube ca noticia atraveés de melos
ot comunicasdo social

Percepdc da possibiidode de prever e prevenir o wicidio

Mais de metade dos profissionas de saOde [53%) percecionou
o suicidio do seu paciente como sendo NaEa o6 PoRCo previst-
wel e 35% consideraram que nio teria sido possivel preveni-lo
{taela 4)
) v

Sentimentos perante o suicidic do pociente

Sessenta profasionais de sadde relatarium o que sentiras apds
o suicidio de paciente. Os sentimentos descrites foram codi.
cados em oo categerias descritis na tibels 5 0 sentimento
mis relatado pelos profssionals de sadde 6 o sefrimento
emodonal cu dor psicoldgica, referido por quase meetade dos
profasionais (47%), inchande triwezs, desespero, desgosto,
sentimento de perca, dor e angistia, entre cutros, A seguir,
3 categoria mais referida (35%) € composta por preocupagbes,
inseguranga, dGvidas ¢ mesos, guer reltvos 30 foturo ¢ 3

Tabels 5 ~ Semtimentes pecasae 0 sulcidio do paciesns

Ne@ N %

1. Sofrirmento exocizaal n &7

Z Preocupagies. nsegunngas, n wse
dividas e medos

3 Frestragdo ¢ octras ermoches ” il
segatvea Fangs, cexloads)

4 Surgresa, Ooque " ny
QU Gescrengs

% Fracass o falka b+ | a2

G Culpa e respocisatibzagio n 1w
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NOVOS POCientes - «neoed gue Lolasse @ sconlecer com Gulnd
doinles - quer oo relagho k intervengho realizada com o paci.
cote falecido: «Questizeni-me se vl feilo tuds 0 que eslevs a0
iy aizance parss evilar esis situagdos. Vinte ¢ oo por cento
referisnm a frustragho cu culras emo(ies negalivas, coewd
7anga ou desilusdo, dingidas 3 situagdo, paciente ou famili-
ares, ¢ incluindo a culpabilizagdo destes pelo suicidio Vinte e
trés por cento Sos peodssionais de saGde sentram-se choca-
dos cu ficaram perplexos perante 3 situagio. Vinte e dois por
cento dos respondentes sentram que falharam no reconheci-
mento dos sinals de nsoo ou que fracassaram na intervengio
€ 15X sentiraes culpa ¢ respensadilidade pele suicidia Seati.
mentos de impoténcia sio descritg por 17% &os profissionais.
E, fmalmente, 7% revelaram aceitagho ou resigracho, sentindo
o suicidio como um resultado possivel, inevitivel cu e
sologhe sceitivel para uma doe insuportivel ¢ prelongada so
Lempo: <At pare g uleete fof o culmings de um sofviseno de
ses2a de 40 ardde.

Em relagdo 3 curagdo dos sentimentos descritos, 15% dos
profissionas relataram que estes persistimm para akém
dos 6 meses apds 0 swackiho do paciente, enguanto para mais
de metade (57N) estes sentimentos duraram menos de um
més

N$o se encontraram diferencas significativas entre os sen-
tismentes relatados ¢ 0 gnere, & idade, o6 anocs de pritica cu
o grupo prof: &l dos participant

-

wud Lol

e m'

€ outras resgd

A¥m da cescrigdo dos sentimentos, 40 participantes descre-
veram outras reagtes relacionadas com o suicidio do paciente
€ que, correspondem, prncipalmente, a mwdangas na pritica
clinica. Estas sdo agoesentadas na tabela 6

Citenta por cento dos profsaionais relataram que, depeis
de passarem pela experiincia do suicidio de um padiente,
LOrnATR. S MAS Alenlos wos sials de risco Jde suicidio ¢
alterarae priticas de intervenglo: <P o dar mai stngdo
4 fase de vnibaria sintoenalsidgica ¢ o valorizer serigeenle todss
a3 tnielives de #aiddios, ensice wdmire de cudades junio da
S3miliae @ «rgior MAmeTD S ITNETNGMETIIDS NGS SrINETSS 7 sera-
nas epds 0 0o do tratementos. Paralelamente, 28% referimm
uma malor inseguranga ¢ ansiedade na intervengdo com

Tabela 6 ~ Mudencas na peftica ¢ outras reacies apde o
sulcidio do paciesne

N4 N -

L Maior atenglo, viglinda e rigoe g 0
na walagioe imervengho

2. Maicr nsegerasga, inceress n ne
© aratedade na ntervesgio

3 Rewisho de procedimennos, sefexbo. ’ s
incluingo revish em equips

4. Trocurs de fonmacho especifics 13 e
» =fcemagio cu dedicacio
& ovestigagho

5 Mubor esvoivinento & famdia i 50
oc pasesty

potenciss suicidas e familiares, incluindo inseguranga rela.
Uva ds capacidades profissionain: «Que ndo peroedia nada de
PEgaiatnise, squestiont o minhe tapacidade para s peic@ogas
ou «reciis de ndo Wy capacidade profusionsl pers eefrentar o
situagdon, sdo alguns exermplos. A seguir & reaglho ma comum
(18%) foi 3 de rever procecamentos ou refletir acercn @a
intervengdo, nomeadamente em equipa Treze por cento pao-
curow formagic cu informagdo especalizada ow dedicou-se
3 wrestigngdo na drea. Por Gltime, 5% dos profissionais de
sabde referva que passaram 3 ecavolver mais 2 familia nestes
%05

Quatro prefissionss de sadde (%) referisam implicagbes
¢ mudengas na vida pesscal motvadas pelo suicidio do seu
peciente. Uma maior capacidade de aceitagho da vida em
peral, voestade atandonis a psiquiatria jainda que tempaork.
ria), 0 ter goe & g tibunal poe causa do Caso ¢ 4 opgio pela
sadde escclar, foram as implicagdes descritas.

Recursos de apoto ¢ percegdo da sus wtilidade

Perante uma Bk de pessiveis apeics, relativos 4 experiincia
do suicidio de paciente, 62 profasionais de sadde 137%) indi.
CATAM quais 08 recurses usedos ¢ em que medida o8 mesencs
foram Sleds para Bdar com a situagho (tatels 7). O recurse mais
usaco pelos profissionas fol 0 apoio dos colegas [63%), seguido
docontacto com 3 familia do paciente (S8%), & revisio docaso
em equipa (44%)  do aposo 2a familia do prdpno profissional

Tabela 7 - Recumsos de apoio usados pelos profissionals e sua utilidade

Recueso Uso Utlidace
NeEDSE N * Nada a pouco Omd Algo ol Ol & oo Ol
~ - N * N -

v ] Q9 5 128 5 126 = 73
Tamiiia do pacierne 3% sl 1 23 | 23 2 (2 %4
Favizhc do caao em equize b2 g 415 13 ar 4 A = s
Faoniiia EL “ue ? %5 » =S 9 e
Ariges n ns 4 190 3 ©s L] =
Profeshinas aneriores 7 DL 5 ns : 1LE 10 88
Superviscr 16 PEY - - 3 125 4 s
Amigze de paswcte 12 nA 3 0 b} =0 9 0o
Funend 6 £ 2 s 1 167 3 08
Pelcoterapeutn S 1 1 anoe 1 wNno 3 w09
Mbdioe de famlis 2 1z : wo - - 1 w0
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(4% Relativamente d utilidade destes apoics, o profissicnais
de sadde tendern & avalinr & supervisho come O recurse mai
cail, sepuindo-se @ revishs o caso com & egquipa ¢ ¢ apoio dos
codepas. As meedidas globais de use de apoio (e ou muito
Baixe £8%, moderado 15% ¢ alto ou muito alio 7%) ¢ & medida
gotal da wvakagho da utilidade de recurses usades indicam.
nos que, na generalidade, os profissionais de sabde tendem a
TECOITEr BOUCD D05 APAHOS IPresentasions, Mas quando o fazem
tendem a avalid-los como Greis. A comtrariar esta tencénoa,
surgem 3 famf{lia e 05 amigos do profssmcnal de saldde, cujas
pontuagies de utilidade 530 as mais baixas. Ndo e encon-
traram diferencas sigrafcatras de pénero na medida global
de recurso 4 apeio, nem no score de utilidade. Da mesma
forea edo se encontraraes diferengis nestas eeedidas entre
o5 peicSiopes ¢ o6 médicos.

A prande maiorsa dos peol: is (98.4%) referiram que
nhaumqulqurmtamlét-pmmmmo
cede ikalhaes, previsto parm aposr o8 profissioniss que pas-
saen pela experiineia de um pacsente se suicidar.

Sugextiex ¢ outros comentdrics adicionais

Setenta por cento dos profssionais de sadde que pastaram
pelo suicidio de um paciente respoederam 20 desafio deacen-
selhar colegas mexperientes scbre a melbor forma de como
Edar com este aoontecimenta A supestho mals freguente foi
4 de partilhar come colegas, incluindo colegas expesientes ¢
codegas S confunga [47%). Seguiram.se consellhes de riger
na intervencdo, nomeadamente na dentiicagdo do nsco e
na atuagdo viglante e imediata, e onde se incui o interna-
mento ¢ 0 encarinhamento para peofssionais especializados
(29%). Proceder 3 revisdo do caso (27%) e procurar supervisdo
(20%) foram tamibém acomselhados. Acettar que o suicidio de
wm pacente faz parte do profissdo ¢ evitar sentimentos
de culpo fol rederido por 13% cos profissionais. A mesma
percentigers pconselba & que s articule com & familia enlu-
tada, inchindoa g e de apodo, 0o 11% salientiam
4 impenkncia de se santer nesles ciases um distascia-
menro emocional do case ¢ da faeniiy, sendo qoe um dos
profssionais desacceselha a panticipagio nas ceriménias
fanchees. Por fm, 9% don respoedentes sugeren apoio inter
dscipbnar para 0 acompanhamento destes Casos ¢ Que 05
profissionais perante 0 swckio de um pacente recorram a
PROOIETIGLD.

Alguns profsmcnals (23%) acrescentaram um comentirio
adicional relatvo 3 vivéncia do suicidio do paciente. Estas
observagies foram no sentdo de redorgar este acontecimento
oemoumnupdbenpmviwhpmrb&n Jmm
que ¢ carreqe, € i dods - ap do h
do suicklic como uma posadilidade, wm feo nevitivel ¢
4 Smpessibilidade de prevenic 10des oa suicidion: «O sudcl.

Discussio

Este estudo, realizado oo paiofloges, paiguiatras ¢ sabdicos
de medidiea gerad ¢ familiae, screscenta noves dados & sui-
cidolegia, particalarmente ac estude do impacte do suiddio
de wm paciente e profasionais de sadde, drea, ¢ ) Ja,
inexplorada em Portugal.

0s dados empiricos deste estudo revelam qoe 27% dos pro-
fssionais de sabde expenencaram o suicidio de, pelc menos,
um pociente. Esta frequéncia, entre os estodos que usatam
amcstras maltidisaplinares, tem uma vanag$e muito ampla:
entre 19°-70%", Porém, diferencas na metodologa, Nas taxas
de resposla ¢ na componighe das amostras, em termos de
Prupos profsssenais, Eeitam o valor destas coesparagies. Os
deis estudes referenciados inclulraes, para alées de enbdicos
¢ psictlogon, técnices de servige social, educadoses sed-
dis ¢ enfermeiros como participantes, sendo este Gltisse o
£rapo coen eealor rep ividade. Redat s pro-
cessos de amostragem, tal comeo no estodo portugués, foram
identfcados kocais de trabalho, onde potencialmente os pro-
fssionais teriam pacientes que se tinham suicidado. Porém,
No e5todo com taxa mais elevada este processo incluiu uma
pré-triagem destes locais, através de um questiondrio pré-
w0 35 instituigies, no sentido de idemtificar em guais tinha
accntecido o suickdio de utentes nos Gitimos 5 anos. Ape-
fas nis que responderams afrreativassente, o8 profissionais
foram convidados a participar®. Ou seja, apesar de se tra-
tarem de peopeegdes de profasionais com padentes gue se
suicidaram, & popudagho da qual se extrafrass o8 casos pee-
valentes ¢ distinta, condiciceando a comparabilidade. Num
cutre estudo, realizado com psiquiatras, psicSioges, enfermed-
108, outros técnicos de salde mental e técnicos de servigo
social 3 taxa de suicidio de paciente encontrada foi de 21%,
mas esta prevaldnca apresentada refere-se 20 periodo de
estigio ou Imtemnato destes profissionas’.

De acordo com o esperado, e com o descrto na Mteratura
internacional®”*, neste estudo encontraram-se diferengas sip-
nifcativas g fregoine de suicidio de pacientes entre of tris
Prapos prefissionis, sendo que, para of psiquiatras este € um
fiscoacrescado. Neste estudo, 55X dos psiquistras tiveram pelo

w pach que se suicidou, reforgando & evidinda
Gue cith € L eaperidneda comum park estes peofsdiceals.
Esza frequincia ¢ comparivel ks taxas cbtidis e estodos rea-
lizados com psiquiatras no Canada (50%)" ¢ nos BUA (51%)"7
¢ inferior 3s taxas obtidas em estudos com psiquiatras esco-
ceses (EBN)", irlandeses (B3-32%)' % e belgas (92%)9.

A percentagem de peacdlofos poctugueses gue threram um
paciente que se sukcidow foi de 11%. Comparando com pesqui-
535 norte-americanas, efetvadas com este gripo profissional,
venfica-se que 3 taxa portuguesa & inferior 3 encontrada numa
asmeston de psicSloges (22%)°, mas igual 4 cbtida suma asses-
tra de paichlogos estagaises (13%)7.

dio de um pasiente paiguidtaico & um mau , o provdoel
em oitrices que Edess com peasoas e risco de suecidios. Nestis
observagies & também refenida 3 necessidace ce formacio
especifica na drea da suicidologia, especificamente por parte
dos médicos de medicing geral ¢ familar: «f sempre urg
experidnen permurbaene com que lido com elgums dficuldade.
Os médicos de familia necessitam de mais Sormagdo em sade
menals,

Num estodo irlandis o8 aulcees encontmrass uma
frequitscia de B5'% de médices de mediciea geral coes pacien-
1 gue se tinkam suicsdado™ | axa considerivelmsente mais
elevada que & obida no nosso estudo (33%). No entante, os
cados empiricos dsponiveis acerca da fregubnon do suid-
@0 de pacientes dos médicos de mediona peral sic muito
escassos, Apesar cesta lacuna, o5 estedos que procuTam
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determinay as tixas de contacto des suicidas com cuidados de
sadde primisios fornecem dicadores indiretes de que esta
frequineia serd edevada: oo enddia, cerca de metade dos sui.
cidis contactam coen médicos de medicing geral durante o
ano antecedente 3 morte’* ¥ & cerca de Z0% estabelecem este
contacto dias antes da morte™. Em pacientes idosos estes
nimercs s&c anda mas impressicnantes: 73% visita 0 seu
médco de fammilin no miés antecedente 30 sukcidio!’, Tstes
dados foram calculados a partir da revisdo de estudos que dis-
pomitdlizam dados do contacto com os cuidados de sabde de
suicidis antes do ato fatal (eeduinds autepsias psicelbgicas
¢ anilise de registes) ™'Y, cu na pedpein revisdo de registes
mbdocs ¢ médico-degais'’ .

Para aém de diferengas entre o8 grupes profissionais,
constateu-se que e mals provivel um profusional de sadde
misculing ter passade pela experifncia do suicidio de um
paciente que uma profissienal de sadde femining. Os dades
disponivess relativos a estas diferencas de génerc ndo sio
consensuas. Hi estudos gue encontraram, tal come neste,
diferengas nas proporgdes entre 05 gue tiveram e o5 gue nio
tiveram pacientes suicidas'’, enquanto noutsos estudos estas
diferengas ndo foram significativas™ . Qutros dados mostram
que, dentro dos que passaram pela exper¥noa, os homens
tiverass eeais suicidion de pacientes que as mulheres®'.

Este estudo moatra que © suicidio de um pacsente tem
um impacte emsedional e profasional considerivel mes médi.
o8 ¢ paiolloges poelugueses - «f ume expenifecia que ndo
s abard egudry Sarmas fiea ¢ dentros Cau-
sando selrimento emodional ¢ culros senlimenton nepaliveg,
tais como, medo, frestracdo, chogoe, sentimento de fracasso,
culpa, entre cutros, e levando 3 mudangas na pritica chinica
Estes resultados estdo de acordo com o encontrado em pes-
quisas internacionais.

Os resultados deste estudo permitem sintetizar o impacto
do suicfdio de um pacente em efeitos positivos e negati-
ves para pritics dinics, d semelangs 4o apresentado auesa
investigaglio com internos de paiquistria™. Os efeites pesiti.
ves, refersdos por wma percentagem clevada dos participantes,
¢mpdnmlcxp«ﬂnta6capnnﬂ:wqucmm

do-se nuesa maior alengke
criplmmhmlndnnmemumneiommm
s suicidas Mclulram ainda, a¢des realizadas coes o Mtuite
de melhorar a pritica, tais como revisdo de procedimentose o
investimento em formagdo espechlizada Os efeitos negatives
ou potencialmente prejodicials para a pritica clineca foram
referidos por 28% dos profissionass de satGde ¢ inchadram major
inseguranga, incerteza ¢ ansiedade 3o lidar com pacientes
¢ familias ¢ wm mfuquemnmo da confianga nas prépras
pacsiades p joesals. Litman™ refoega que ndveis de keni-
Mmm perante a pessibilifade de compartamentes
suicidis podem comprometer 4 eficic dos terapeutas nes.
tes casos. O suicidio de um paciente, ccesédenado como um
dos acontecimentos mai perturbadoces da pritica clinica' %,
pode tambéen constituin-se como uma opoeturidade de apren.
dizagem profissional.

Os sentimentos e reapdes descrtos pelos profissionas de
sabde deste estudo mdicam 2 MiWnoa de um processoc de
luto - «senimento de perda, tnsteza profunds, desgosto, dare -
Simultaneamente, os resiXados =50 também reveladores ca
existénaa de reequacionamento de questdes profissionais,

incduinde o confronto coen limitagies - «fiz tuds o que podia
para evitar?s - ¢ respoesabilidades - ongfone 0 meu seetimimio
de resporsabifdade.. [nehd ainda & sdaptagho de estratégias
profissicaais. De pcardo cces Litman™, apés o wuicidio de um
paciente coexister dois lpos de reagbe: uma reaglho pessoal
relacionada com wm processo de luto normal ¢ uma reagdo
relacionada com a fungdo profissional especifica.

Neste estudo 22% dos profissionais de sybde relataram sen-
tmentos de fracasso e 18% de culpa perante o suicidio do seu
paciente. Embora o tema @2 adaptacio e coping pos-swackiic
seja gerador de alguma discdrdia na literatura, parece gue pou-
cos acontecimentes da pritica clinica serbo causadores de um
sentiseente de fracasso e culpa tic intenses come o suididio de
ur paciente’’. Peraste oulro tipo de mones, nemeadamente
dmmtdcéotmpwnﬁopuq.dn&m.mu(m

idera a cemo i 1. A contriric, ©
MiMMmmmwanpm
sivel pr gr, gerardo noa peok osent de que

podmmmkmmdm.dauim ter estado mais atentos
208 sinals ou Que deviam ter sido mais ngocosos e vigilan-
tes quanto 3 questies de intermamento cu follow-up. Neste
estudo, apenas 7% descrevena sentir o sukcidio do sea paciente
como um resultado inevitivel ow uma sologdo aceitivel (face
2 uma dor insuportivel e prolongada no tempo). Ssmakanea-
mente, SIX retrospetivaram o suicidio de seu padiente coed
nada ou pouce previsivel ¢ 5% i e goe ndo teria
sido possivel prevenilo. Estes dades parecem refletis a difieal
disde que € para os profsciceais eguiibearens atitudes peraste
0 suicklic de um pacsente. Ou seja, considerarem ¢ wuscidin
come inevitivel ¢ imgeevisivel pede protepi-dos da culpa ¢
evitar uma cultura de responsabibdade excessiva. Ao meso
tempo, esta attude poderd promover descrensa nos efeitos da
intervengdo clineca®, agravada pebo fraco poder preditvo dos
fatores de risco do sukcidio™ ™ e pelo focto das estravégins
de prevengdo eficazes com base na evidéncia clentifico serem
muito reduzidas <%,

Coens este estude foasscs tambéen @ saber Que, em Case
de suicidio de ues paciente, sdo existers sisternas de apoi
capecifices nos diferentes locais de trabalhe ¢ que, para akém
disso, os profissicnais de sadde tendem a ndo pedir ajoda
nestas circanstindas. Porém, quande recorrem a alguse tipe
de superte avaliam oo, geralmente, como Sl Vg primeira
possivel explicagic para os peofsdionais recorrenem pooto a
ajosa & ada expeniéncia nio carecer de suporte especiics, Mas
05 dados deste estudo contanam esta explicagdor 05 recursos
wnabados como menos Gtels sio, exatarente, 0s suportes nioc
especializados cu especificos da situagdo - amigos ¢ familia
do prégrio profissional. Assim, cutra hipdtese de explicagdo
prende-se com o estigma social ¢ profissional a qoe s man-
vém Sgade este accetecimento. O suick®ie de um padiente
VLo como wm resultado peofsatonal errado ¢ msociado 4
uma fuba do dinice feomo ji discutido). Esta atitude pode
contribuly park uma resstincia nk procurs de ajuda e eriar
barreiras & adegio de agles adequadas ple-suicidio. Desig.
nadas ra literatura isgernacional por medidas de pesiwnlize,
estas apdes incduem providencar apoio 3 famila do suicida,
2 outros elementos &3 equipa que tenham acompanhado o
pociente (como por exemplo enfermeiros) & 3 cutsos pacientes
(partcularmente emn meto hospitalar), assim comeo de garantir
suporie a0 préprio dinaos? S ANSAT
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De accedo com o enceetindo em pesquisas emplricas
anteriores’ LIS o gnaio dos colegas foi o recunse pés-
suicidio mass uizado pelos profissionads de sadde ¢ avaliado
como um dos eeals Glei. O securso avaliede com maier
wtilidade, o supervisor, foi usado por pouces profisdiceals,
refletindo, provavelmente, & dificuldade em aceder 4 super-
wisdo, quer pelo tipo de fim) disponibilicade deste recurse em
meios instituccnais, quer pelo facto de implicar em maatos
casos, gastos econdmicos considerivels, Apesar ¢ escassex
de dados empincos especificos, a lneratura defende qoe o
supervisdo pode ter um pagel importante para o profssonal
de satide em casos de suicidio de um paciente’ A S0

O contacte com a familia do suicsda, tendo wna dupla

fungho, de apoio acs familiares ¢ de integragio da experiin.
cia por parte do prefissional, ¢ & revisdo 4o caso em oguipa,
ambos daamente Thades na liv e pekticis
4 seguir pés-suicidio, foraes validados pelos resultados deste
estude.
Ay 10% dos profssionals foram oo I 1 do seq
paciente, pestentagem inferior 4 encontraca em amostras de
pogaatras belgns (17%)% (26%)° ¢ escoceses [15%)° ¢ paicé-
Jopos norte-amencanos (13%)7. Na literatura é rederido que,
na penerabidade, os profissionais de sadde ndo vio #s cenmé-
nias finebres, mas aqueles que o fazem consideram-no til,
quer para 5 quer para 3 familia endutada ™% Neste estudo,
metade dos profissionais que foenm a0 fusern] coassdemmam.
0o Gl

Para wém da revisdo de caso, da parntilha com o8 cole-
i, da sugpervishe, do contacto coen a fasdia e da p $a

parte dos peofsdiceais de sadde ndo € exchusive do nesso
pais™ ¥ Acresce que term vindo a ser demonstrado que uma
das estratégms eficuzes de peevenglo do suicidio com base
na widénoa € a formagic dos profissionais de saide, com
destaque para os médicos de familia" . Juntam-se ainda
cados qoe revelam gue dada a complexdade da intervengio
com pacientes suikcidas & necessirio formagio contimna,
especifica e baseada na expendéncia™,

Neste estudo, ndo se encontraram diferencas signifcati-
a5 entre génercs na experd¥nca do susckdio de um paciente,
o sejk, apesar de ser mais provivel para um prefissionad de
sadde homens ter tdo ums pad quoe se suicidoa, guand
passam pels situagho, hoesens ¢ mualheres pasecern: leos viven-
cinde este accerecikwento de forma semelhante. Tassbém
nie foeam encoetradis Sferengas entre gineros ac nivel da
atilizagho Sos recurson de kpeio pls-suickdin. Eates resultados
comtrastam com estudos anteriores™IAEILE,

Em relagdo a0 grupo peofssional a literatura ndo ¢ con-
sersval nem linear. Existern estudos que, tal como este, ndo
encontraram diferencas entre Frupos profissionais”’ . Cutros
obtveram niveis de mpacto emcconal negative signifcat-
vamente mais elevado nos psiquiatras que nos psicologos™.
Outres ainda, nho enccetram Sferengas na intensidade
das respostia, mas idestificaram ofeitcs signdficatives nas
mudisgas das priticas profisséonals entre dguns grupos
especifieos®.

Este estudo apresenta alpuesas limitagies metodeldgicas.
Ers i lugar, & tatividade ndo pede ser garan-

0o funeral ou envio de cartio de condolincias, & literatura
accnselha também & formagio especializada coeno recurso
adegwado para bdar com este acontecmento 4904, Nesta
wreestigacdo, apenas 15% tém formacio especializada e mais
de metade conssder 3 sua preparacdo insuficiente para acom-
panhar pacientes suicidas. A necessidade de formagdo, para
melhorar competéncias na mtervengio com comportamen-
105 suicidirios, é reconhecida pela majoria dos particpantes.
Serd assime essendal que a fermagio em suicidologia se gene-
salize & mals peofssiceais de sadde. Eata fermagio, pam
Al don conteddos tradicionaleente erdados favalisgic do
risoo, pestho da crise, epideriologia, fatcres de risco), devesd
incluir precedimentos de paslvenlion, dsaim coemd COMponen-
tes forrnativas em que se antecipe O wuicido de um padente
oD U risco peovivel, e se refita acerca de guesties de
respocsabibdade’ 4,

A formacdo suicidoMgica recebida nas  diferentes
formagdes académicas & escassa Um estodo recente com
profissionais de sybde portugoeses revels que 3s difculdades
no acompanhamento de individuos suicidas podem situar-se
em 4 niveis diferentes: nivel técnico (p. ex. avaliagio do risco),
nivel emociceal (. ex medo gue ¢ edividos se suidde), nivel
relacicnal e comunicacional (p. ex como dialegar com ¢ pad-
ente acerca da moete) ¢ w0 nivel da aerdapgem da femika '’
As limitagdes da fo ¢ho com fncis w0 nivel dis

¥

competéncias de avalisglo ¢ gestho de ;omaus suicidas por

¢ Rothes |, Henrigoes M, Lewl |, Les=os M. Facing & patient who
seeks help afier o sulcide attempt: dithoulties of heath
peofessionals Crisks 2013, Manuscripe under review,

tida és do processo de amostragem utilizado (focabzada
crazadc com bok de neve). Porém, foram usados procedi-
mentos metosoldmoos adiconais que fazem com gue um vids
sisternitico seja improvivel. Em segundo lugar, o facto de se
SeRaT um desenho QUe ASSAELI 0 ANOTATAND, 107TA Impossd-
vel venficar que percentagem, dos que nio responderam, teve
oG NSO packentes que s sEckaram, condckaando ¢ valor
24 ke de profssionais coen suicidio de pacientes. Terceiro,
¢ parque ¢ objetive do estudo era descrever o8 sentimenton ¢
reapdes perante ¢ suicidio de paciente considerado pelos pro-
faaionais de sadde com maice impacto, 0 estudo pederk ndo
et reprehenlativo de todos on suscidios com qoe o profsdio-
nais lidaram. De refesic ainda o Smpossiilidade, do cflculo
@3 taxa de resposta a0 estudo dado o desenho metodold-
oo,

A investiga; 4o futura deverd explorar relages entre atitu-
des perante o suickdic e impacto do suicidio de um paciente,
aprofandar o estudo dos efestos das variivels scooprods-
sionais, mcluindo variiveis de formagdo, ¢ anca estodar
Sfcallades especilicas dos profisséonais perante comporna-
menton suicidirios. Acceselha-se deda 0 uso de entrevists
de profundidade no sentido de apurar fatores chive park o
processo de adaptagho ¢ aprendizagens apis o suickdio Je um
paciente.

Como refesiram o8 profissionass de sadde, o suicidio de
um paciente apesar de ser «um 7isco Mentdvel para guem trp-
balha com certo spo de popudecio, ¢ uma openinnz miens difial
de viners, Assim, caberd 3 investigacdo produzir mass conhe-
cimento sobre © impacto deste acontecimento, 05 Processos
e ddaptacdo por pane dos profssionais e os fatores que
medeiam 0 mMesmo, NO Sentido de ProMOver que e51a ope-
ridexia dficd seja uma cportunidade de crescimente pesseal ¢
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prefissicnal e potencie intervengbes futuras de qualidade com
pacientes em risco.
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Patient suicide: The experience of Flemish psychiatrists
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Patient Suicide: The Experience of Flemish

Psychiatrists

InEs Arear Romies, MA, Gesr Scuserper, PHD, CHaxTaL Van Aupexpove, Pab,
Ao MazGasmoa Ravcie Hixmgurs, Pub

The experience of the most distressing patient suicide on Flemish psychi-
atrists is described. OFf 584 psychiacrists, 107 filled a self-report questionsaire.

Ninety-cight Nz:hmm had been confronted with at least one
ing and impotence were the most common

Emotional

ient suicide,

ings reported,

Changes in professionsl practice were described and included 2 mare structured
approach o the macagement of suicidal patents. Colleagues and contact with
the matient’s family were the most frequently used sources of belp, whereas
team case review and collesgoes were rated as the most useful ones. Patient sai-
cide leads wo emotioml suffering and bas a coesiderable professional impact.

Patient suicide experience is common in
psychiatrists. Previous research has shown
the high prevalence rates of patient suicides
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among these bealth peofesianals, including
baoth graduates and trainees (e.g., Alexander,
Klein, Gray, Dewar, & Fagles, 2000; Pies-
ers, De Gueht, Joos, & De Heyn, 2003;
Pillinton, & Erkin, 2003; Ruskin, Sakinof-
sky, Bagby, Dickens, & Sousa, 2004). The
rates range between 33% (Brown, 1987)
and 80% (Landers, O'Brien, & Phelan,
2010).

The experience of losing a patient by
suicide can pegatvely affect both profes-
sanal and persocal Eves. In the aftermach
aof a patient suicide, psychiatrists reace,
wmultancously, acoording to 2 comman
mourning process and o their spedific pro-
fosional role (Litman, 1965), The mos
usoal emotiosal reactions reportod by pay-
chiatrists  include guilk and self-blame,
anger, shock, fear, concern, loss of sedf.
confidence, and feelings of incompetence or
failure (e.g., Chemeob, Hamaca, Bauer,
Kinney, & Tarigoe, [988; Cryan, Kelly, &
MiCaffrey, 1995; Landers ¢ al,, 2010; Pier-
ers et al., 2003; Ruskin e al., 2004). Research
indicates that femsle heakh pmﬁsslomls
express frelings of shame, respocsstility, and

guilt moee ';, than their male colleagoes,
Tbey sso  question  their  peofessional
competence following patient suicide more
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frequently  (Gaffney  etal, 2009; Grad,
Zavasaik, & Graoleger, 1997, Wurst et al,,
20100

The ways of dealing with patient sui-
cide are divided into: (2) measures to carry
out before the event and (b) postsuicide
management actions, Measures before the
owent  correspond essentially to  training
guidelines and in addivon o suicide risk
assessment and data on epademiclogy, risk
factwes, and  suicide  dynamics,  training
should include anticipation of this occupa-
tional hazard and a discussion of responsi-
belity issues as a measure of decreasing
anvety towsrd matient suicide (Brown,
1987; Menninger, 1991). Postvention mea-
sures compeise the role of paychiatrists
when 2 patient commits suicide and Socus
both on providing support wo ocher survie
vors (family, staff, other patients) as well as
ensuring support resources for the dinican
(e.g., Berman, Jobes, & Silverman, 2004
Campbell & Faby, 2002; Ells, Dickey, &
Jones, 1998; Farberow, 2005; Hendin,
Haas, Malisherger, Szanto, & Rabinowicx,
2004; Hedeler & Hughsan, 2001; Miche,
Armsan, Fleming, Rosenbaver, & Takah-
sshi, 1997; Sakinofsky, 2007). Case review,
conversations with colleagues and supervi-
sory, and specialized training are presented
s helpfal resources to deal with the event.
Funeral aendince i zlso viewed is an ade-
quate postvention measure (g, Campbel,
2006; Kleespies, Penk, & Forsyth, 1993;
Tanney, 1993).

The objectives of this stody were to
describe the psychiatrists’ emotiosal reac-
tons concerning their most distressing
patient suicide and to identify consequent
changes  in  clinical practice,  support
resources used, and ctheir usefulness. This
stady i also important due 0 Belgium’s
high suicide rate (about 18 suicides per
100,000 inkabitants for the past 50 yeans;
Warld Health Orgacization [WHOJ, 2011)
Indeed, Belgium is amang the 10 to 15
vountries with the highest suicide rates in
the world. Nevertheless, to our knowledge,
valy one study about the impact of patient
suicide oo Flemish psychiatrists is mvailable

Purmsr Sucos

and it is specifically on psychiatric trainoes
(Pieters et al., 2003},

METHOD
Survey Inrtrument

To assess the impact of patient sui-
cide, a questionnaire was developed hased
an a roview of the litoratare and instru-
ments 0 describe this experience (e.g.,
Alexander et al., 2000, Hendin, Lipschitz,
Malusberger, Haax, & Wynecoop, 2000;
Kleospics, Smith, & Becker, 1990; Ruskin
et al, 2004). This gquesticanaire comprises
three parts. The fint part collects socio-
demographic information such as age, gen-
der, professional group, years of practice,
and prior training with regard to suicide.
The secoed part inquires about experience
with suicidal behaviar in bath personal and
professional life. In the third part, profes-
wanals are asked tw identify the most
distressing patient suicide and 0 indicate
characteristics of this suicide. They are also
invited to report ther feelings, reactions,
and professional and pervomal changes fal-
lowing this patient suicide through open
qnmom,nwdlanbaropmmabwtdn
predictability and proventability of thi
patient suicide scored on a S-point leen
scale ranging from 1 fmee & all) vo § (csm-
pletely). This third part also includes a list
of passible support resources (12 items), of
which paricipants are 1o rate the useful-
nesy, abso scored om a five-point Likert scale
ranging from 1 (st belpful or o) to 5 fvery
wizful). Finally, this impact secnon also
inclodes an opem guestion about the way
the respondent would advise an inexperi-
enced collague on how o deal with a
matient suicide, The questionnaire is pro-
vided in the appendix.

Participancs
Data were collected through a Web

sarvey. An iovittion to participate in this
study was emailed to all 584 psychiatrists of
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the Flemish Faderativn of Peychiatrists,
This invitstion included a link to the ankine
version of the survey. Dats were collecred
in March 2011 and 3 woeks after the initial
invitation 2 reminder was sent. Anooymity
and coafidentality of stody pardamtion
were guaranteed,

Dz AAmalyiss

Content analysis was performed using
two independent raters in the categorization
of the respanses (ooe of them was 2 native
Flemish speaker), Statistical analyses were
carried out using SPSS version 19 (IBM
Corp., Somers, NY, USA). Descriptive sta-
tistics were calculated, Independent-samples
t-tosts and chi-square analyses were used to
test the existence of differences in the expe-
ricnce of patient suicide dve to psychia-
tristy’  characteristior:  gender, years  of
peactice, and having or not suickde training.
For these analyses, years of practice were
re-coded into interval categories, using the
median &5 cut-off, and an overall score of
support was used and an oversll score of
self-rated usefulness wore calulated.

Partscipanes’ Charscreristics

One hundrod seven psychiatrists filled
out the questionnaire, which carresponds 1o
& respanse rate of 18%. Participants' char-
acteristics are reported in Table 1, Fifty-
voe percent of participants wore female and
49% were male. The mean age of the
respondents was 46,2 years and the mean
years of practice was [8. With rogand to
work secung, shour half of the
(51%) worked ar 2 psychiatric center, 22%
worked at a community mental health cen-
ter, and 20% worked at the psychiary
deparment of a general haspital. Sixty-five
percent of respoodents indicated they also
warked in peivate peactioe, With rogard to

181
TABLE 1
Perticipants” Characterirtar (N = 107)
Soedo-genfonacaal
vanatles " %
Participants
General Pyypchistrivs 00 935
(24 Puychiatrives 7 &5
Gender
Female 55 1.0
Male 32 a0
Age range 26-74 yewrr
M =362, 5D« 11.3)
26-30 6 5.6
31-%0 32 %0
41-50 30 280
51-60 27 251
>61 12 1.1
Years of practice, rawge
1-AS years (M « 1819, 8D « 10.7)
1-10 30 %1
11-20 34 12,0
21-30 27 54
>3 13 140
Work setting
Private 70 654
Puyctemirie comter 54 0.3
Community menal 23 1.5
health center
Peychoatric deparmment 21 19.6
of general hopiesl
Prosazce of Planders
Woest Flandens 16 15.0
East Flanders 21 19.6
Amtwerp 2 99
Limbrorg 13 1.1
Flezaah Brabase 37 M6
Travming vevieles
Spedfic training = widde
Yes 32 %9
No 75 |
Sci-cated adeqeacy of traisey
Sufficient 80 748
Imuffice 27 25.2
Self-raved ability o0 identify risk
Yes 103 053
No B 3.7
Sci-rated skills in dealing with veacadal gatients
Very pooe or poor 2 1.9
Moderaie 22 206
Good or very good 11 a
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training variables, 30% of respondents had
specific trainieg in suicide, 75% rated ther
training as sufficient 1 deal with snicidal
pamno.mdahrgcmmtyletohkw
identify patents’ suicide risk (96%) and
selferated their skills in dealing with suicidal
patients as gesd or very gesd (78%).

Experience with Suicidal Bebaives

Participants” experience with suicidal
behaviors in persanal life and in clinical
peactice is repoeted in Table 2. Ninety.cwo
percent of psychiatrists experienced at least
coe patient suicide. There was 2 statistcally
significant difference in the number of
patient suicides according to the gender and
peactive years of the psychiatrists. Males
[M = 698, SD~ 6.78) experienced mare
patient suicides than females (M = 3.72,

TABLE 2
Experience sith Suicidal Bebeviors
L %
Panient suicide 1 944
attempt (N = 107)
Number of patient suicides atmempes

range 1-200 (M « 34.13, 8D « 4847)
Time since last case (» = 8%)

range 0-15 yeans

(M = 1.60 years SD = 2.50)

<1

0 M1
14 30 a8
=4 B LA
Patient suicide (N = 107) % 916
Numsher of patient suicides
range 1-30 (M = 537, §D = 5.48)
Tine since last cave (n ~ 92)
range 0-15 yeans
(M = 3,39 years SD = 3.42)
<1 18 19.6
14 4] it

=4 27 9.3
Frequency of contact with suicidal patients
(N = 107)

Never, seldom, or a w0 %0
few timewyear

Moartkly ] R0

Weekly i .0

Daily 16 15.0

Purusr Suco

SD = 3,02, #63.87) = 3.01, p = .004], and
the magnitode of the dﬁen:ncu in the
means wis moderste (n° = 09). With regard
% years of practice, the most experienced psy-
chiatrists (> 17 years) had moce patient sus.
cides (M~ 757, SD = 650) tan te less
expenenced [<16 yoars; M = 326,
SD =229, ¥55) =407 p=.000] and the
lm,pmde of the difference was large

= 0.16). There were no differences n the
Mormmldawwm
Taming on suicide.

The Most Distresring Suicade: Patient
and Swicide Chavacrerstics

Professianals who bad experienced at
least ome patient suvicide were invited to
provide mare deiled informatice about
the suicide that provoked most distress o
them (Table 3). Forty-seven percent of
these patients were female and §1% were
male. On aversge, these snicides happened
63 yoars ago. The throe most comman
suicide methods were hanging, jamping,
and medication overdose. The category ard-
ey inchodes strangulation with plastic bay
(2) and the vombination of drugs, akohof.
and other toxic substances (3L In 93% of
the patients, a psychiatric diagnosis was
described, the most common was depres-
son and 21% of the cases had 2 comoebid
i is, In 45% of the cases, the patient
had 2 peior history of suicide attempt, and
in 84%, the suicde risk wis attended 10 in
clindcal counseling.

The Experience of 3 Pavienr Suicide

Wayr of Finding Ot Abous the Patient
Suicdle  end  Prbistriste’  Aasnr Usder-
when. Almost half of the psychiatrss
(48%) found out about the ssdde
cuntact with the patient’s family, 19% were
informed by the nurse team or hospital
staff, and 10% by the police (incleding rail-
way police), Other ways incduded: oal-
leagues, media, general  practitioner,
emergency services, and by messige of
patient. After the poydiw'ists found oot
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about the patient suicde, the vast majority
(82%) made contact with the family, includ-
ing assisting the family and discassing the

TAELE ¥
Patiens amd Suicide Characserivticr of the Moss
Diseressing Swioide Case
- %
Mean e v waicde (N « 8Y), range 0-30
years (M = 633 years, SD = 6,60)
<1 S 101
14 LR U )
>4 45 50.3
Patient’s gender (N = 92)
Female 43 46T
Male ¥ 533

Patient's age (N« 92), range 15-75 yeurs
(M = 3758, SD = 15.31)

183

case with them. Furthermore, 27% attended
the funeral and 17% of the professionals
discussed it with their team or colleagues,
indoding a review of procedures and con-
versations with colleagues as support for
themselves. To send a lewer to survivors; to
mueet with other patients; to cantact the GP,
supervisoe, or police; and to follow a suicide
protocol were other actians reported by psy-
chiatrists,

5 s of P by and P
ability. Fiftyseven percent of psychiatrists
considered that the most distressing patient
sacide was little ar not at all preventable
and 19% of them thoughe thar the event
wis little or not at all predicrable.

Feelingr. Eighty-six psychiatrists des-
cribed the feclings that they experienced

15-24 0 218 after the patient suidde. The feekings
15-34 1520 reported by respondents were coded in
3544 18 196 cight categories (see Table 4),

4-'5’;5" :'; ::; The feeling of suffering or distress,
7 ' indoding sadness, despair, and pain was the
’"‘";"‘"MW'”) #3170 must commanly rvpomd.aftudtpcﬁtu

] e orccioation 1 139 Sekide Almost half of the respondents

‘“‘P"”mm T lo%  (47%) fele ke thar after the suicice of the

Others s 53 patient. Furthermore, abowt a  quarter

Drouning 4 43 (26%) fck impotence or powerlessoess

Fire wesgon 3 3.3  twoward the patent suicide. Coocerns,

Poisoning by pesticde 2 21 doubes, fear, and anviety compose another

ar other tuxic sulstasoes categary of feelings described 24% of

Comeg'phlebotomy 2 2.2 . - by

Usknows by peychiatrist 2 22 TABLE 4

rchisenc di (N = - . . .
et T N =W 4 Feding with Regsrd o the Pariess Suicide

Schizophirenia 14 160 (IN= 56

Borderbme personality 1 128 - %

()dm_(?l}'l). ADHD, 10 1%

chronic fatigue syndrome) 1. Emotional suffering oc distress 40 463

' : % 105 2 Feclings of impotesce, 12 256

Bipolar disocder 781 powerlessness, or helplessness

divender 7813 Coacems, doubs, 1 44

Alcoholism or drug addicton 5 i8 fear, and ancety

Ol prabuive Ssond 30035 4 Guil, self-blsse, and repree 17 198

Anery disorder 22} 5, Feelings of failure or defeat 17 198
thunwaleawh\"”) 6. Undenstanding or 17 198

Yes 4 H6 acceprance of suicide

No #5489 7 Surpeive, shock, astunihment, 16 IR

I doa't inow 6 65 supefaction, and disbelief

. . Manad 8§, Negaowe feelings voward 13151
PISD, 5 atros - ;
ADHD, jem diefcit hyp ivity disord the suicidal paticnt
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the psychiatrists, “This category includes
both coecerns and fears with regard to the
fatere, ie., that it could happen again with
new patients, as well as worries about the
sdequacy of the trearment thar wis peo-
vided 10 the deceased patient. Abour 20%
of respondents reported  gailt and  self-
blame, or feclings of failure or defeat, Also,
20% of the psychiatrists described feelings
of understanding or acceptance of the sui-
cide option, which & rogarded as inevitable
oe the resalt of insuppartahble pain. In con-
trast, 15% of respondents described negs-
tive focdings toward the suicidal patient,
such as anger, frustratan, disappaintment,
or misunderstanding. Fimally, 19% of
peychiatrises described the fecling of sur-
prise, shock, or disbelief toward the
patient suicide. In general, the feelings
mast reported as effects of the most dis-
trossing patient suicide were not related to
hiatrists’ gender. One exception was
found: feelings of failure and defeat were
related to the psychiatrist’ gender {7 (Yates'
carrection) = 445, df =1, p~ 03§, The
peoportion of females thar reparted fil-
ure and defeat (31%) was significantly
higher than males who felt these feelings
toward the patient suicide (10%). There
were o differences found in the foclings
categoeies according to the years of practice
nor according 0 Baving or not suicide
traiming.
In more than balf of the psychiatrists
(61%), the feelings reported lasted less than

TABLE £

Rescrions and Prsfesssansl Changes sfter the
Pavsenr Suicsde (N = 41)

® %
1. lscresal sttention o 2 §.7
viglance and accuracy
2. Procedares, reflaction, team 9 20

3. lacressal insccunty, uncertaasty & 1446

4. Changes in the relation 5o
with paticss
3. Safery measures 4 GE

Purnsr Sucos

1 month and for 13%, the feclings doscribed
remained for more than 6 months.

Reactssns ond Chamges in the Clinical
Practice end Peryomel Life.  In addition to the
description of these feelings, 41 psychiatriss
(45%) reparted other reactions related 1o the
patient suicide, which mainly correspond to
changes in dinical practice (Table 5).

More than half ($4%) of the psychia.
trists who answered this goestion described
that after the patient committed suicide,
they started to pay more amention or be
more vigilant to potencial saicidal ideatian
in their patients, addressing, for cxample,
the suicide themes more directly and explic-
ily than before. Furthermore, they
expressed increased accuracy in risk assess-
ment and treatment, and started to use for-
mal assessment instruments. The second
most common reaxction (22%) was to
impeove peactios by team cooversation or
refiection, or hy developing ar revising (hos-
pital) procedures to deal with suicidal
matients {such as introduang standard ingui-
ries) or by researching information abowt
suicide and trying wo learn moare abowt i
Fifteen percent of participants became morne
insecure and scted with more uncernainty in
the assessment and weatment of suicidal
patients than before, Changes in the rela-
tonship with patents were also described
by 12% of the psychiatrists and include
changes such as greater distance as wdl as a
greater empathy or a greater Gapacity to
establish a relaticaship with patients in diffi-
cult sitvatioes, Fimally, 10% of the psychia-
trists reposted that they were indined to
ke mare safety measares in cases of suici-
cality, to protect both themselves and
patienty; for example, “1 tended to aocelerate
measures o provide securicy” or *Tam much
more careful in granting leave to patients
who request exceptians to the rules,”

With regard to pemomal  changes,
seven psychiatrists (8%) admined changes in
penooal life as comsequences of the patient
sucide. More attention to alance work and
private life, to be even more available in these
cases, and general insecurity were the
changes that professionals reparted,
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TABLE 6
Sapport Resorcer ured by Prychistristr to Deal with the Fatient Suicide (N = 92)
Support Use of Usefulness
Netatall o Bule Somewhast  Useful to very usclul
n % ~ % ~ % = %
Collesgues 79 BS9 v 114 10 127 &0 756
Contact with patient's family 74 804 17 23.0 1L 149 46 622
My relacives/family 39 641 “ 15.3 1203 I8 644
Team case review 50 43 s 140 3 60 39 TR0
Other professionals 30 4s 3 154 6 154 7 692
My Eiculs 37 W02 n 29.7 0 270 16 432
Supervisor 3 =0 14 00 2 37 b 343
Funeral attendance 23 250 5 2.7 i 130 15 652
Contact with patient’s friends 16 17,4 6 s 2 1S § 300
Pyychothenapint 10 109 5 $0.0 o 5 0.0
Others 9 98 3 133 o 3 666
General practitioner § 54 5 100 o _ 0 .
Supgert Resowrces and Their Usefulness rated them as useful or very useful. The

¥ 98 psychiatrises who bad expeni-
enced a2 patient suicide, 92 (94%) respoaded
w a list of possihle sappoet resources and
rated the usefalness of cach wtem (Table 6).
The suppart resource thar professionals used
mast often wis colleagues, followed by con-
tact with the family of the patient and their
own family, The team case review was abo
used by mare than half of the respondents.
Regarding the rating of usclulness, the psy-
chiatrists seem 0 comsider the team case
review as the most helpful resource, followed
by the support of calleagues and other peo-
fessionals who fallowed the suicidal patient.
In general, psychiatrists bad 2 tendency w0
rate the resources that they used as wseful or
very uscful. However, there were some
imporunt exceptions. A supervisor  wis
considered as mot helpful ar all or Eade
htlpﬁllby%ofdlm-boundxt.
Furthermore, the five psychiawrists who
contacted general rated them
as not helpful at all. In the cse of 2 psycho-
therapist as a hddp sourve, psychiatrists who
used this were divided: half considered psy-
chatherapists as not or lutle helpfid, and half

averall use of support resources measure was
sgnificantly refated to psychiatrises” gender
and 1o psychiatrists' peactice years. Females
wsed more sapport resources (M - §.52
S = 2.42) than males (M = 3,98 SD « 1,95,
U89) = 337, 2 mt]andlbema?nmdeof
this difference was moderate (n° = O.11).
Less experiencod  psychiatrists used  moee
support resources (M« 5,37 SD « 2,43) than
most expenienced anes [M = 4.11 8D = 2,04,
HSS) = 2,69, p = MI.thcmagmtudeo‘dm
difference was alwo moderate (n® = 008),
There were no differences related o the sai-
cide traiming. The overall score of uscfulness
af support resources used were not related to
peychistniszs' gender, neither o years of
practice nor suicile wraining.

Foety-ane percent of the psychiatrists
stated the existence in their work plice of
support systems provided for professionals
aperiencing a patient suicide. Team meet-
ing, discussion, or woek group; suicide pro-
weal or bospital procedures in case of
sucide; psych support, psgbod*b
apy, or spcmlmmwm, rmatian
an counseling, self-help groups; and sapervi-
san were the support systems doscribed,
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Seamesti

Eighty-four psychiatriszs (86%) gave
adhice to inexperienced  colleagues about
the best way to deal with a patient suicide.
The suggestion that psychiatriss  gave
moare often (66%) was o discuss it with
the team, colleagoes, or professonals, This
could be formal conversations, bur also
informal talks, revising procedures in the
team, or doing 2 psychological autopsy
with the team. In second plice wis dis.
cassing it with the family of the patient
Even though some psychistrists reported
an smmasphere of accusation and peosece-
ton in the coatact with the famdly, 27%
of the professiomals defended that the dis-
cossion with the family & important for
both parties. Sharing feelings, having the
support of family, and ghing yourself time to
vape with it were also advised by 14% of the
respandents.  Skaring the patient suicide
experience shoulkd be with someone (col-
league or other persan) they trust, Finally,
ocher suggestions included: refecting about
the event, seeing the suicide as part of wark,
following psychotherapy, attending training
or searching for informaton about snicide,
and swtending the funeral or sending 2 card

to the family,

DISCUSSION

This stnady presents some impartant
&)dlnp o suicidology, partcularly regard.
t suicide impact on psychiatrists.

It Oﬁ further evidence that patient suicide
is 2 very comman phenomenan for peychis-
trists. ‘The frequency of patient suicide expe-
rience was cansiderably bigher in this stody
(92%) than in anslogous stodies oo psychis-
trists in Canada (Rusian et al,, 2004), the
United States (Chemtob et al, 1988), the
United Kicgdom (Alexander et al., 2000),
and Ireland (Cryan eral, 1995; Landers
ct al,, 2010), These data are in line with the
higher suicide rate in Belgium than in those
countries and with the fndings in previous
rescarch in Helgian  psychiatrist trainees

Purnsr Svicm

(Picters et al, 2003). However, there may
be a bias doe 1o the probable greater interest
of thase who have Bad a patient suicide to
particpate. It should also be taken into
account that dara on frequency came from
different types of studies, namely cross-sec-
tiomls (eg., Chemtob et al,, 1988; Landers
et al,, 2010), as in this study, and loegitudi-
mals (e.g., Brown, 1987; Ruskin et al., 2004).

Thus, frequency s presented by different
epidemiological measures: prevalence and
incidence, respectively. Mareover, the avail-
able dara refer 1w different tme spans of
practice: same comsider readency (e,
Couartenay & Stephens, 2001; Yousaf, Haw-
thomne, & Seadgwick, 2002), others, the toral
years of profosianal pmba: {Ruskin et al,,
2004) or a specific period of tme (e, last
§ vears; Warst ecal, 2010), and others
when jatrists  becomne  comsultants
(Alexander et al,, 2000), In our study, male
psychiansts  expenienced more  patient
suicides than famale psychiatrists, The liter-
ature is not consensual with regard to this
wpic. For example, Chemuoh, Hamada,
Bauer, Kinney, and Tarigoe (198%) did not
find differences between male and fermale
peychologists in the rite of suicide among
their patients, whereas Pope and Tabach-

nick (1993) found that more men than
women experienced patient suicides in a
therapists” sample. In this study, we found
sgnificant differences according to the prac-
tice years. The peroentage of the variance in
the number of patient suicides explained by
years of experience is higher (16%) than by
gender (9%). In contrast with the prosent
research, Chenuob’s (1988) studies did not
find differences in the frequency of patient
wcides and practice yeary, bot found that
more training was associated with 2 lower
rate of suicide. Also in contrast with this
study, Wurst et al. (2010) found o relation
between mumber of patient suicikdes and
years of professional experience.

Despite its relatively frequent nature,
patient suicide impact should not be under-
valoed. Indeed, there is a genersl agreement
in the relevant literature that death by sui-
cide af a patient is a disturbing experience
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for psychiatrists (Alexander ot al,, 2000
Brown, 1987; Chemub et al., 1988, Cour-
tenay & Stephens, 2001; Cryan ec al., 1995
Landers e al, 2010; Picters et al, 2003;
Pilkinoe & Frdn, 2003; Ruskin eal,
2004; Yousaf exal, 2002), as well as for
vthers health professiomls (e, Chemtob
ctal, 1988; Gaffey etal, 20(» Gulfs,
Dransart, Heeb, & Gurjahr, 2010; Kleespies
et al,, 1990, 1993; Linke, Woiciak, & Day,
2002; Waurst <t al, 2011), The literature
states that guilt and self-blame, anger,
shock, fear, concerns, lass of selficanfi.
dence, and fedings of ncompetence oe fil-
ure are among the most common reactions
reported by psychiamists whose patient
vommitted suicde. The results of our study
vanverge with intermational rescarch, How-
ever, some differences were found.

In our study, 47% of the respandents
reported  sadness, despair, pain, or other
feelings of suffering or distress. Feelings of
guilt and selé-blame appear to be lower in
Flemish psychiatrises (20%) than in both
Irish psychiatrists (79%; Landers ecal,
2010) and English (70%) and Scouish
(31%) trainees (Dewar, Eagles, Klein, Gray,
& Alexander, 2000, Yousaf ecal, 2002).
However, we should note that some kinds
of coocerns and doubss (that in our study
farm an independent categary with 21% of
answers) frequently took the shape of self.
questioning as the example “Seill wondering
whether 1 have done all | could to provent
this,” which can also be interpreted a5 guile,
thus increasing this percentage. Comparing
the time gap between the swcide and
campletion of the questionnaire, we verify 2
wide vanation in the different studies. For
example, for 13% of English psychiatrists
(Landers et al., 2010) the most distressing
patient suickde cocurred in the year of the
survey, whereas in our study, this t-
age was [09%, l'hcmncbtmm(ﬁcmmt
distressing patient suicide ranged between
some manths and 30 w 40 yaars in owr
stvdyandmdueh#uhmdyrupcctﬂd}
In another stady with trainees, the median
time was 2,25 years, ranging from 1 moath
to 3 yaars (Yousaf et al, 2002), whereas in
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our sty it was 3.3% for the most recent
cise, nanging from some months to
15 years. For the most distressing the aver-
age was 6,33, ranging from some moaths to
30 years. In some of the studies analyzed,
these dara are potr available (eg., Dewar
etal, 2000), Although having stressing
cﬁwu. patieot  suicide should not be
mlhmt In what is considered a landmark
on patient swcde impact, Litman
(1065) wded that therapists respond to
the patient suicide as does any
uwud the death of a significant ccher, but
they also react according to their specific
professional role. In line with Litman's
view, Flemish peychiatrises react first as
common people (e.g., foclings of sufferi
and second u‘urd;ﬁg to x pmfuaoﬁ
rale (e.g., coocerns abowr hoch the weat.
ment provided and now patienss), Similarly,
Ruskin ¢t al. (2008) cwoduded that a
minority of pswchiatrists present moebid
lovels of emotional impact but the majority
of psychiatrists are capable of dealing nor-
mally with the traumstic event. In our
study, Flemish peychistrists seem to recaver
faster from the acherse feelings than their
peers: wheress in 61% of Flemish psychia.
trists the effects only lasted up to | manth,
this was anly troe for 40% of Scottish pay-
chiatrists (Alexander et al, 2000) and 36%
of Canadian psy\:lum (Ruskin et al,
2003), Accordingly, offects persisting longer
than 3 mooths were reported by 18% of
the Flemish psychiatrists (in 13% it per-
wsted langer than 6 manths) whereas in
their Scottish peers, this rate was higher
(29%). For Canadian psychiatriss, the
adverse reactions persisted longer than
3 months only in 7%. In the caly study
with Flemish trainees available prior to this
study (Plegers et al., 2003), it is highlighted
that the patient’s suicide does not necesar-
ily affect the personal and professional lives
of trainees.

Predictability and  proventability
apectations and attitude of understanding
and accepance toward the suicide seem to
affect the distross provoked by patient sui-
cide, Almost 60% thoughe that the suicide
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was mot preventable, But compared with
similar research (Alexander ex al, 2000,
Eagles, Klen, Gray, Dewar, & Alexander,
2001), we found that the Flemish psychia-
trists evaluate the moast distressing patient
suicide 35 moee ictable and moare
preventable than their Scottish colleagues.
The Scottish psychiatrists viewed the most
distressing snicide as less peedictable and
less preventable than suicides in - general.
This is quite remarkable and it could be
imterpreted as a defense mechanism not 1w
carry the burden of responsihility. More-
over, in our study, 20% of the participants
described  feelings of understanding or
of the snicide, revealing that
Flemish psychiatrists regarded the death by
suicide as mevitable in 3 considerable num-
ber of cases. As in the stody of Limn
(1965), this acceptance corresponcds to an
attitode of resignation toward an insupport-
shle min for which reatment is unknown
oe nonexistent and it does not comply with
any philasophical acceptance or with the
objectives of clinical wark. Aleander e il
(2000) pointed out that if psychiatrists con-
sider suicide as inevitable, it may protect
them from self-blame, ber it also carries the
danger of dishelief in therapewtic wark.
The impact that patient suicide had
oa the Flemish psychiatrists is evident bath
in their emoticcal reactions and in their
changes in clinical practice. In the present
stody, about 40% of the ropondents
reported that the patent suicde led w©
ch in the clinical practice, a percent-
age slightly lower to that found in the sam-
ple of wainees (50%; Pieters et zl,, 2003)
These changes are almast 2l pasitive anes
and aim at 3 more structured and knowl-
edgeable approach 0 the management of
patiencs ac risk. For several participants, the
tient suicde ovent seems to have been a
carming experience: It uugk me how to
make 2 nisk assessment.” This finding may
have implications for psychiatrists’ train
because it adds lnfot:;’uon w one of?w
mast interesting and  informative  resules
fram the stody: although anly 30% of psy-
chiatrists reported specific training in sui-
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cide, 75% thought they had adequate
suicide training. In 2 wide sample of com-

munity and health professionsls, Scheerder,
Reyndery, Andriessen, and Van Audenbove
(2010) concluded that some groups have
a reliwic view of their competence in
intervention with suicgdal people, whercas
others tended o overestimate their sklls
level. However, the Scheerder e al. did not
inclode psychiatrists in their study, How-
ever, the results of reactions m! profes-
sianal changes after the patient suicide seem
w0 contrast with the large majority of partic-
ipants indicating that their training in sui-
cide prevention is sufficient, that their skills
in dealing with suicidal patients are good,
and that they feel able to identify suicide
risk. One explanation could be that, not
anly is specific training unusual, but the
current training in suicde intervention nei-
ther includes patient suicide experiences of
collesgues noe prepares for an own panenz
suicide : This hypothesis is in
line with the study’s result of no impact dif-
ferences refated 1o specific training. Another
explication  could be that denlmg with
wcichl patieots is 2 very complicated and
sensitive issee Sor which 2 single training is
not sufficiess. It has been shown thac
sucide intervention i a unique skill, and
peniodic salls ar experience-hased training
should be mandatoey for professionals that
come into comtact with suicidal patients
(Scheerder et al., 2010). These data justify a
particelar investment in formal training
programs, lndudmg both preparing for the
experience and providing suppost after the
event. Far the patient snicide to become a
learning opporunity for psychiatrists, as an
experience of professiosal and  personal
growth, postsaicide support should be effi-

cient. The suggestians given to the inexpe-
rienced  callea reinforoe some of the
marticular s of psychiatrists regarding a
pasitive pastventian, such as the importance
of discassing and processing the suicide in a
safe and reliable enviroament. The fear of
being judged pegatively by colleagues or
athers soerms to be ane of the psychiatrists’
concerns, Despite this caution, i this study

168



Romsuss 67 AL,

the supporet of collcages was the mast oftn
used and cansidered one of the mast helpfid
resources, as Sound in other empincal
rovearches {eg, Gaffoey et al, 2009 Gold-
stein & Buoongioeno, 1984; Menninger, 1991
Pieters et al,, 2003; Ruskin ec al,, 2009) and
literature about postvention (e, (;:‘pbcl
2006; Campbell & Fahy, zoog Hodeler &
Hughson, 2001; Tanney, [995)

Supervision following patient suicide

has been poarly studied and the majority of

stadies are related to wrainees. Nevertheless,
research investigating how health profes.
siocals cope with patient suicide suggests
that supervision plays an important role in
the recovery peocess (Campbell & Fahy,
2002; Ellis etal, 1998; Kloopies o al,
1990, 1993; Koox, Burkard, Jackson,
Schaack, & Hess, 200¢ Lafsyene & Stern,
2004; Ruskin et al,, 2008), However, in our
stody psychiatrists secem not to value this
suppart, indeed caly abour half of those
who talked with the supervisor (54%) con-
sidered this o be useful or very uschul
(whereas 0% considersd it as not helpful
st all or Eunle belpful). Similir fndicgs
came from the study by Pictors et al. (2003)
in which anly $0% of the Flemish psychiat-
ric tainees, who discassed the event with
their supervisor, rated this convenation as
helpful. In the Eght of these results, it
seers that the Flemish supervisoes do not
falfill their supportive rale. Several stodies
indicate that the recovery process of a
patient saickde seems to depend not only oo
the support measures used, but also on the
timing in which they are used (Vanlith,
1596), as would be expected if we ke into
scoount the existence of phases in 2 moum.
ing process, This could contribute to the
explanation  for the imtriguing  results
regarding supervisor suppoet. Attending the
faneral of the deceased potient is also a
vansersual  recommendation in the litera-
tare, and it seems to have a double function
far peychiatrists: for wlf-care (e, Aloan-
der et al,, 2000; Kleespics et al,, 1993; Tan-
ney, 1995) and for reaching out
appropeiately to the survivors of suicide
(e, Campbdl, 2006), Emperical rescarch
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shows that in general, few professionals
arend the faneral bur those who did felt
this participation was helpful. In our study,
26% of 92 psychiatrists attended the fun-
eral, a higher proportion than the 13% of
psychistnists in Alexander’s stody (2000) and
the 18% of ps trainees in Kloes-
pie’ study (1993). Flemish psychiatrises
seem o recognize the experience as useful
both in the self-recovery process and in
providing support to the roatives of the
patient.

In Ene with the few existing empirical
studies on gender differences related to
patient suicide reactions (e.g., Gaffoey et al,,
2009, Grad ez al,, 1997), we found differ-
ences in the emotional § t  between
psychiatrisss’ gender. Nevertheloss, the dif-
ferences found by Gaffney e al and Grad
et al, referred to feclings of shame, responsi-
bility, and gailt being more often mentioned
by female professionsls. In our svody, differ.
ences were related to women reporting more
foelings of failure and defeat - (c.g., “Focking
that 1 had not doee emough™ ar “Absclate
defear, even though 1 knew this suicide was
unavoidable™ Furthermoee, in the prosent
study women showed 2 tendency w0 seck
more support than men, which is in line with
Grad's study that demoestrated gender dif-
ferences in the way of coping. With regard
w0 the practice years there were no differ-
ences in the experience of patient suicide of
Flemish psychmtrists, The few empirical
cara availahle are not consistent, revealing
the need for investment in this specific focus
of amalysis, Some studies found a decreasing
impact with increasing years of practice
(eg., Chemeob et al., [988), whereas other
studies without exchusivity of psychiatrists as
particmants  (Grad ecal, 1997, Hendin
et al,, 2004) showed no significant differ-
ences. Other studies found that fatrists’
trainces felt more guilt and after
& manths than their experienced colleagues,
but did not find significant relatioes between
suicide patient experience and years of prac-
tice in general (Wurst et 2., 20100

There are some methodological liemi-
tations to this study, First, the percentage
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of psychiatrists who filled out the question-
naire wis low (18%) compared with other
stadies, bowever, there wis no biss in terms
of age and gender when comparing owr
sample to those who did not fill out the
questioncaire. Second, due 1o the fact that
the respondents reemined  anooymous, it
was not possble to verify which percontage
of the nonrespoadents had ar mot expeni-
enced patient suicde. And there may be a
bias resulting fram the fact that psychia-
trists would be likelier wo respond if they
had experienced patient suicide, leading w0
overestimating this rate, It also should be
noted that the instrument used was coo-
structed foe this purpaose, and thus their psy-
chometric properties are unknown, Finally,
and because our goal was to describe the
emotioeal resctions toward patient snicide
perceived by psychiatrists as baving the
greatest impact, this study may not be
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GENERAL DISCUSSION

This PhD studied Portuguese health professionals who deal with suicidal behaviours in clinical practice,
investigating the suicidal behaviours’ explanations, practices and difficulties of psychologists, psychiatrists
and general practitioners towards suicidal patients. The research also studied the impact of a patient suicide

in Portuguese health professionals and in Flemish psychiatrists.

Beyond the theoretically oriented discussions presented in each paper, in this part of the thesis an integrated
overview of the main results is presented. The underlying prevention paradigm to this discussion is a
comprehensive and multilevel model, as for example the Ecological human model (e.g. Henry et al.; WHO,
1998) or the General model of suicidal behaviours (Maris, 1992) (cf. section 3, p. 32-35). These models
support multifaceted and multilevel answers to the problem, including measures aimed at health

professionals and services, as the specific training on the area (cf. section 4, p. 42).

In this section of the thesis the main findings of the research are summarized and discussed, addressing
implications and providing policy recommendations and suggestions for further research. The general

methodological limitations are also presented.

1. Main results

The majority of Portuguese health professionals who participated in the survey had contact with suicidal
behaviours in clinical practice (81%), about one third experienced more than nine patient suicide attempts
and 27% had at least one patient who died by suicide. Most health professionals had no specific training on

suicidal behaviours (82%).

1.1. EXPLANATIONS OF SUICIDAL BEHAVIOURS

The survey of Portuguese health professionals’ explanations regarding suicidal behaviours (study 1) showed
that doctors and psychologists explained suicidal behaviours through five explanatory models: psychological-

suffering, psychopathological, affective-cognitive, adverse life events and socio-communicational (table 5).
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The psychological-suffering model was the most likely to explain suicidal behaviours in the thinking of health
professionals whereas the socio-communicational model was the less valued as explanation for suicidal

behaviours by doctors and psychologists.

Table 5 Health professionals’ explanatory models of suicidal behaviours

Explanatory Model Description

Corresponds to severe or unbearable psychological distress and limit states
Psychological-suffering (despair, hopelessness, depression) or states involving suffering
(loneliness, isolation, finding no alternatives).

Combines lack of affection and explanations from social psychology and

P—
ective-cognitive explanations emphasized by cognitive psychology.

Associates social copycat with communicative function of suicidal behaviour

Socio-communicational . o .
and traits of perfectionism or aggressiveness.

Corresponds to negative life events such as working and financial problems,

Adverse life events . . e .
illness, relation breakdown and difficult mourning process.

Associates suicidal behaviours to a changed mental state due to mental

Psychopathological
sychopathologica disorder or due to drugs and alcohol use.

Differences were found between professional groups in the psychological-suffering model, the affective-
cognitive model and the adverse life events model. Psychologists think that psychological-suffering
explanations are more likely to explain suicide and suicide attempts than psychiatrists; GPs value the
adverse life events as explanations of suicidal behaviours more than psychologists and finally in the thinking
of psychologists the combination of affective, relational and cognitive factors is a more probable explanation

for suicidal behaviours than in the thinking of doctors.

The theoretical intervention model of psychologists and psychiatrists did not contribute much to the variation
of their explanations for suicidal behaviours. The health professionals’ explanations are not influenced by
patient suicide experience either. With regard to the data collection instrument the results were satisfactory
due to the high reliability given by the Cronbach’s alpha coefficient. Further, sensitivity and factorial validity

were also favourable. Even though ESBQ discriminates explanations between professional groups indicating

176



favourable construct validity further improvements or at least a deeper analysis of the psychometric

properties is needed.
1.2. PRACTICES TOWARDS SUICIDAL PATIENTS

In the study of current practices of health professionals towards a patient who seeks help after a recent
suicide attempt (study 2) five intervention components emerged: (1) comprehensive assessment, (2)
protocols of assessment and intervention, (3) support to and involvement of the family, (4) psychotherapy

and (5) hospitalization and medical treatment (table 6).

Table 6 Health professionals’ current practices towards suicidal behaviours

Intervention components Description

Perform a comprehensive assessment of imminent risk, risk factors,

Assessment intentionality and triggers. It also includes depression and hopelessness
assessment.

Protocols Use of formal instruments to the intervention and assessment, including the
use of written contracts and the personality assessment.

Famil Provide support to the family of suicidal patient and involvement of family in

d the process of assessment and management of suicide risk.

Provi fer t h i itori

Psychotherapy rovide or refer to psychotherapy, psychology and continuous monitoring or

treatment.

Provide or refer to inpatient treatment, pharmacotherapy, psychiatric care,
general physician intervention and to refer to a skilled professional in this
area.

Hospitalization and
medical treatment

Psychotherapy is the modality of treatment most likely to be provided or to be referred to, when health
professionals face a patient who seeks help due to suicidal problems. Results show that health professionals
most likely advise or provide psychotherapy than perform a comprehensive assessment of imminent risk,
depression and other risk factors. Health professionals rated the support to the family and the involvement
of relatives, as well as the hospitalization and the medical treatment, including pharmacological therapy, with
moderate probability. The use of intervention protocols and formal assessment instruments is unlikely but

slightly higher by psychologists.
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The comparison of psychologists, psychiatrists and GPs revealed moderate to large differences in the
intervention components. The involvement of the family in the therapeutic process was the only exception as

the three groups rated it with the same probability.

Psychiatrists were the most likely to perform a comprehensive assessment and presented lesser tendency
than psychologists to provide or refer to psychotherapy. GPs were the most likely to suggest inpatient

treatment, psychopharmacology and psychiatric care in these cases.

The few professionals who have specific training on suicide intervention (about 20%) tend to score higher in
assessment practices and in the involvement of the family in the therapeutic process. The specific
experience with suicidal behaviours in clinical practice also influences the assessment practices: the more

experience with suicidal patients the greater the likelihood to perform a comprehensive evaluation.

The likelihood to use formal protocols in the assessment and management of suicidal people was influenced
by the age and gender of the health professional: female and younger ones reported as more likely the
application of formal instruments, including the written non-suicidal contracts. Also the decision of
hospitalization and medical treatment was affected by the age of the professionals: older professionals rated

the option of inpatient treatment and pharmacological therapy as more probable.

With regard to the measurement instrument — ISBQ - psychometric properties are favourable but further
analyses are required. Cronbach’s alpha coefficients indicated high reliability, sensitivity and the factorial

validity are favourable and the construct validity also presents promising results.

1.3. DIFFICULTIES TOWARDS SUICIDAL PATIENTS

The study about perceived difficulties and needs (study 3) revealed that difficulties when facing a suicidal
patient in the clinical setting are composed by four factors, which correspond to four different types of
difficulties: (1) technical, (2) emotional, (3) relational and communicational, and (4) family-approaching and

logistic (table 7).
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Table 7 Health professionals’ difficulties towards suicidal patients

Difficulty components Description

Related to the lack of specific training and knowledge on suicidal risk

Technical difficulties . .
assessment, protocols and intervention.

Related to the emotional impact of working with suicidal patients, such as

Emotional difficulties
feeling distressed or experiencing fear that the patient dies by suicide.

Related to the therapeutic relational and communicational attitude including
Relational difficulties the death theme approach. It can also be named by therapeutic alliance
difficulties

Family-approaching and  Related to the work with the family, logistic conditions of intervention, and
logistic difficulties the absence of teamwork

Technical difficulties were the most frequently reported by health professionals, followed by family-
approaching and logistic difficulties, and then by emotional ones, while relational and communicational
difficulties received the lower scores. Intervention difficulties with suicidal patients clearly differed among

professional groups and were moderately to strongly associated with specific suicide-related variables.

General practitioners reported more difficulties than psychologists and psychiatrists did. These differences
were found in the global score and in all types of difficulties, except in emotional ones, which were perceived
with a similar frequency by the three groups. Further, psychiatrists reported technical difficulties as less

frequently felt than psychologists and their physician colleagues.

Health professionals who had specific training on suicide and a higher experience level with patient suicide
attempts presented lower levels of difficulties. Concretely, professionals with training scored lower in
technical and relational difficulties and had an inferior global score. With regard to the specific experience
with suicidal behaviour in clinical practice, the more experienced the professional, the less frequent it was to

feel technical and emotional difficulties.

Most Portuguese health professionals did not have specific training in suicidal behaviours intervention,
however half of them considered their education sufficient to deal with suicidal patients and the majority
perceived themselves as able to assess suicide risk. Simultaneously, more than half reported the need of

more training on the area and the majority agreed that the implementation of training plans aimed at health
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professionals is fundamental to the prevention of suicidal behaviours. Only a small percentage of

psychologists and doctors evaluated themselves as potential good trainers in the area.

The instrument - Difficulties in Suicidal Behaviours Intervention Questionnaire DSBQ - has good
psychometric properties, as presented in table 8. The psychometric properties are encouraging, however a

deeper analysis of the questionnaire is required

Table 8 Psychometric characteristics of the Difficulties in Suicidal Behaviours Intervention Questionnaire

Answers to 25 items ranged from the lowest to the highest value (1

to 5), and answers to six items scored from 1 to 4. S

Sensitivity

Exhaustiveness ~ The 32 items generated inductively suggest the exhaustiveness. Favourable

The first-order principal components analysis identified 4 factors
and 31 items have a meaningful loading on the components where
Factorial validity ~ they conceptually fit well. The second-order analysis revealed a Good
common dimension underlying the 4 components, indicating the
existence of a common substrate to all types of difficulties.

Internal Cronbach’s a of the four sub-scales ranged between 0.89 and 0.79
. . Good
consistency and global Cronbach’s a is 0.78.
Discriminates difficulties between professional groups, between
fessionals who h t ific traini iCi
S el professionals who had or not specific training on suicide and Favourable

between professionals with different rates of suicide attempters in
clinical practice.

1.4. IMPACT OF A PATIENT SUICIDE

Surveys of health professionals’ patient suicide impact (studies 4 and 5) added further evidence that patient
suicide is a frequent and difficult experience of clinical practice. Data also reinforced that the patient suicide
event leads a high percentage of health professionals to perform changes in their practice (63% and 45% of
Portuguese and Belgian, respectively). Above all, impact studies increased knowledge about sources of

support effectively used by health professionals when a patient dies by suicide.

In the case of Portuguese psychologists, psychiatrists and GPs there are differences among the groups in

the proportion of those who had at least one patient suicide reinforcing the increased risk of this professional
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experience for psychiatrists. There were statistically significant differences in the number of patient suicides
among psychiatrists and psychologists, albeit of moderate magnitude. Results also revealed that in Portugal
it is more likely for males to have patients who die by suicide than for female health professionals. Among
Flemish psychiatrists, males and the more experienced professionals tend to have more patients suicides

than females and psychiatrists with less years of practice.

Portuguese and Belgian professional survivors of a patient suicide emotionally reacted to the event in a
similar way, and thus equivalent categories of feelings as effects were created in both studies: (1) emotional
suffering; (2) concerns, doubts and fears; (3) frustration and other negative feelings towards patient or
families; (4) surprise and shock; (5) failure and defeat; (6) guilt and self-blame; (7) impotence and

powerlessness; and (8) understanding, acceptance or resignation.

The two suicide impact surveys showed that Portuguese and Belgian professionals are also similar in the
recovery time from negative feelings. These emotional reactions lasted less than 1 month for more than half
of the professionals and remained for more than 6 months for 13% to 15% of the professionals who were
patient suicide survivors. And also similar percentage of professionals mentioned effects or changes in the

personal life due to the patient suicide.

After a patient suicide a considerable proportion of both Portuguese health professionals and Flemish
psychiatrists performed changes in the assessment and management of following patients, increasing
attention and accuracy, but also intervening with more insecurity, uncertainty and anxiety in the assessment
and management of suicidal patients. The search of information and training was also reported as an effect

of the suicide event.

In Flanders more than half of the psychiatrists reported the non-existence of formal resources of support in
their work places aimed at professionals experiencing a patient suicide. In Portugal the lack of a formal help
system in these cases is even more pronounced with almost all the health professionals who participated in

the impact survey reporting the non-existence of this help.

181



Searching the support of colleagues, contacting with the patient's family, seeking help from the
professionals’ family and carrying out a case review with the team were the postvention activities more

reported by the Portuguese and the Flemish health professionals (figure 21).
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Figure 21. Support resources used in percentage after the patient suicide by Portuguese and Flemish
professionals.

The study reveals that in the aftermath of patient suicide Portuguese doctors and psychologists felt that the
supervisor, the team case review and the support of colleagues were the most useful resources, while the
help of family and friends were rated as a less helpful postvention support. For Flemish psychiatrists the

team case review and colleagues were also the most helpful resources but not the supervisor.

In general, health professionals’ characteristics were not related to patient suicide impact, but one exception
was found with regard to the feelings of failure and defeat, which were described by a higher proportion of

females in the Belgian study.

2. General discussion

There are no data without interpretation (Leenaars et al., 1997, p.139).

In this PhD the three professionals groups most sought by Portuguese people when facing an emotional
problem - GPs, psychiatrists and psychologists - were investigated with regard to their conceptions, practices
and emotions related to suicidal behaviours, adding new data to suicidology. Namely, this research provided
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figures on the current training in suicide intervention and on suicidal behaviours contact in clinical settings,
including patient suicide experience. For the first time in Portugal an important preliminary baseline data on
the area was constituted. This PhD revealed that although the majority of health professionals had contact
with suicidal problems in their clinical practice, only a minority had specific training on the area and about
half felt unprepared for the management and intervention with suicidal people. Therefore, this PhD gathered
data at regional level, as recommended by WHO (2012) and also addressed by the first National Suicide
Prevention Plan (DGS, 2013). These data empirically sustain the pertinence of measures aimed at health

professionals in the scope of suicidality prevention.

In this PhD the health professionals’ explanatory models for suicidal behaviours were investigated,
increasing the existing knowledge about perceived explanations. First, the explanations’ study introduced
original data about psychologists. Indeed this study, to our knowledge, is the first to date to investigate

suicidal behaviours’ perspectives of psychologists.

Secondly, the results did not confirm the somewhat widespread idea that health professionals would be
focused mainly in the psychopathological features of suicidal behaviours due to the hegemony of the medical
or biological model in suicidology, a concern disclosed by some important authors in the area (e.g. De Leo
2011; Hjelmeland, 2011; Michel et al., 2013; Valach, Young & Michel, 2011). In general a multifactorial
perspective was found among the health professionals in line with Zadravec’ s study (2006) regarding
psychiatrists and GPs. The explanations corresponding to unbearable psychological distress or suffering
were the most likely to explain suicidal behaviours in the thinking of professionals, while the altered mental
states due to psychopathology or to drugs and alcohol arose at second place. Note that depression - the
psychiatric condition most frequently found in suicidal people (e.g. Bertolote et al., 2004; Vijayakumar et al.,
2004) - is included in the first model where the most prominent explanations were the unbearable situations.
This may be a reflection of the professionals’ most valued models - psychological-suffering and
psychopathological —, which are interconnected and essentially complementary in the interpretation of

suicide and suicide attempts. Actually psychopathology involves suffering and extreme suffering can entail
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mental disease. Even though it is true that most suicides are associated with psychopathological conditions,
most psychiatric patients never attempt suicide. Therefore one question remains unanswered, despite the
advances in biological suicidology: What distinguishes patients who die by suicide of those who do not? And
it raises other questions: Could a potential answer be found in subjective distress levels? How could this be
investigated? So far, how much investment was directed to psychopathology research in the scope of

suicidology and how much was aimed at investigating emotional suffering involved in suicidal behaviours?

Thirdly, the results of this PhD also revealed that Portuguese health professionals valued self-directed
psychological and biological vulnerabilities more than interpersonal risk conditions and stressor life events in
the aetiology of suicidal behaviours. Health professionals considered suicidal behaviours in the first instance
as a psychological crisis, dominated by despair, hopelessness, depression and other forms of psychological
pain. This health professionals’ perspective is in line with Shneidman’s conceptualizations, comprising the
psychache concept (e.g. 1993). It implies a central role in research and intervention of Psychology as the

science that studies par excellence the human behaviour in its complexity and idiosyncrasy.

Fourthly, the communicative function of suicidal behaviours seems to be recognized by health professionals.
They acknowledge the theoretical notions of “the cry for help” of Stengel (1962, 1965) and Kreitman (1977),
but with a low explanatory level. The lower influence of the communicational aspects in the explanations of

suicidal behaviours may be interpreted in two different directions.

The first is that this result may negatively interfere in practice, namely in the interactive process of a
comprehensive assessment of risk and intentions and in the subsequent clinical intervention. Actually in
addition to stating that the intolerable psychological pain is the core of suicide, Shneidman (1987) found that
in 80% of suicide cases, the individual previously gave clues to the fatal action and stressed that the appeal
was not necessarily a cry for help. It could be a request for autonomy or for a change in the individual's
interpersonal world. This prominent psychologist asserts that “in most cases of suicide, the common
penultimate act is some interpersonal communicative exchange related to that intended final act’
(Shneidman, 1987, p. 173). This should be taken into account in the development of suicide prevention

curricula aimed at health professionals’ education.

184



The second possible interpretation is that this perspective seems to be in accordance with the hierarchy of
patient’s motives, once only a minority of suicide attempters emphasized the communicative nature of their

suicidal behaviour (Brancroft, 1976; Chopin et al., 2004).

Indeed, and fifthly, through the results of this PhD it is possible to infer that there is a tendency for
Portuguese physicians and psychologists to explain suicidal behaviour according to the main interpretations
of suicide attempters who participated in previous studies about the motives of their suicidal behaviour
(Bancroft et al, 1976, 1979; Chopin et al, 2004, Hjelmeland, et al., 2002; Zadravec et al., 2006). This
outcome contradicted the results of Brancrof's studies (1979, 1983), the assertions of Valach et al. (2011)
and corroborated the main conclusions of Zadravec's study (2006) about the commonalities between health
professionals and suicide attempters. This is a positive, or at least inspiring result with regard to the
compatibility between professionals’ and patients’ perspectives, an important starting point for the
development of the therapeutic plan (Bancroft, 1979, 1983; Kleinman, 1980; Michel, 2011; Valach, Young, &

Michel, 2011; Zadravec et al., 2006).

Briefly, the mentioned studies found that psychological suffering (Bancroft et al, 1976, 1979; Chopin et al,
2004, Hjelmeland, et al., 2002; Zadravec et al., 2006) and psychopathology (Zadravec et al., 2006) were the
main motives reported by patients, however communicational and interpersonal motives, as seeking help,
were also explanations described by suicide attempters (Bancroft et al, 1976, 1979), as well as adverse life

events and social pressure (Zadravec et al., 2006), even if with less influence.

Also noteworthy was the fact that Portuguese doctors and psychologists did not value the phenomena of
copycat, a well-established risk factor of suicide in depressed persons and young people (e.g. Beautrais,

2012; Beautrais, et al., 2007).

In view of the wide spectrum of possible explanations of suicidal behaviours (cf. section 3, p. 19-35), health
professionals should be educated in order to recognize and to describe specific dimensions of this
behaviour, including interpersonal and communicative aspects of the self-injurious behaviour. This

theoretical work aimed at clinicians and clinical psychologists should be done with the goal of facilitating the
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co-construction of the patient’s particular constellation of causes and meanings of his/ her suicidal behaviour.

This joint work should accomplish an individually tailored clinical intervention.

The interpretation of a suicidal behaviour should be open to discussion in order to reach a shared
understanding of the suicidality that promotes an empathetic attitude, as stressed by Kleinman (1980),
Michel (2011) and Leenaars (2011), for instance. “To establish an effective therapeutic relationship, a shared
understanding of the patient’s suicidality is needed” (Leenaars, 2011, p. 232). Thus education on theoretical

models should use a case-discussion methodology beyond expository methodology.

This PhD investigated the practices and difficulties of psychologists, psychiatrists and GPs. The obtained
results about their contact with suicidal behaviour in clinical practice validate the assertion that these
professionals can play an important role in the prevention of suicide and suicide attempts in Portugal. The
two studies about practices and difficulties provided original data about the current state of Portuguese
health professionals with regard to suicide risk assessment and intervention, a kind of empirical information
that was lacking in Portugal and also scarce at an international level. Therefore this PhD supplies an
important insight into the state of clinical intervention with suicidal patients and consequently has implications

at the level of prevention and educational policies.

First, and consistently with their conceptions about suicidal behaviours, the health professionals described
psychotherapy and psychological counselling as very likely to be advised in suicidal cases. The supremacy
of psychotherapy in the preferences of health professionals can be interpreted as a reaction against the
biomedical model that alone is not sufficient to respond to suicidality. At both levels - conceptual and action -
the health professionals seem to value the biopsychosocial model rather than the biomedical model.
Therefore, both results from the studies of explanations and practices of intervention highlight the need of
investing in suicide intervention within the academic psychology. In order to counter the risk of the

biopsychosocial model to become an empty label, which has the perverse effect of devaluating psychosocial
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factors, development in psychological studies within suicidology is need. Using neologisms to summarize

this first idea: it is imperative to suicidologize psychology and also to psychologize suicidology.

Still with regard to the preference of psychotherapy for intervention with suicidal patients, psychiatrists have
less probability to refer to or provide psychotherapy when compared to psychologists. This may result from
the different kind of patients that psychiatrists and the other professionals tend to follow, rather than a
disbelief in psychotherapy effects, a modality with evidences of effectiveness in the reduction of the risk of
suicide (e.g. Coimtois & Linehan, 2006; Goldsmith et al., 2002). It is expected that psychiatrists follow severe
psychopathological cases. The variable patients’ characteristics was not studied and this can be a limitation
of this research. The effectiveness of the intervention modalities varies across patients and their

characteristics and not all kinds of psychotherapy are indicated for all clients/ patients.

Secondly, with regard to suicide risk assessment, a fundamental clinical task in suicidal behaviours
intervention, this PhD found a tendency of Portuguese health professionals to perform a comprehensive
evaluation when facing a suicidal patient in clinical practice. However international empirical data indicate
that health professionals frequently do not identify the dangerousness of the risk. Even though, data show
that only a small percentage of those in therapy who display suicidal intent do not provide indications of their
suicidal crisis (e.g. Hendin et al., 2001). These two indicators advise specific education in relational and

communicational skills directed at working with suicidal patients.

The results of this PhD also found the professional group to be related to the likelihood to perform a
comprehensive evaluation, showing that psychiatrists are well aware of the importance of a comprehensive
assessment, mainly those with more specific experience with suicidal patients and with specific training. The
results obtained by psychologists and GPs can be interpreted as some rashness to act. It is not in the sense
of acting carelessly but in the sense that intervention is imperative, as if in the thinking of psychologists and
GPs the urgency to intervene overlaps the fundamental need of evaluation. The assessment is crucial to
distinguish if intervention is urgent or not and to define and adjust it to the specific case, or by other words to

distinguish between imminent, short or long-term risk (e.g. Hirschfeld, 2001).
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The comprehensive assessment component is characterized by a wide set of procedures that exceed the
clinical diagnosis. This component extends to a supportive intervention that reaches beyond the depression
and other principal risk factors assessment, because it includes questions about the current problems of the
patient/ client. Further, a central question in the assessment, namely in the detection of the imminent risk of
suicide is asking directly if the client/ patient wants to die, which is one of the most prominent items related to
this component of assessment (cf. section 5 p. 55-56). When health professionals ask someone at risk about
their ideas of death, the person at risk will tend to feel understood in his/ her suffering. The task of suicide
risk assessment in addition to demanding mastering specific technical knowledge and abilities, requires a set

of relational and communication skills.

The difficulties’ survey allows us to explain the variability found in the assessment component in light of
differences in self-efficacy between psychologists, GPs and psychiatrists with regard to their assessment
skills. GPs scored lower in the assessment component, obtaining a mean score slightly below the value 4 -
“likely” to perform a comprehensive assessment. In addition they attained a mean punctuation between
frequent and somewhat frequent in technical difficulties. The suicide risk assessment is included in this type
of difficulties where a strong difference between groups was verified. Moreover, despite the majority of GPs
answering that they felt capable of assessing suicide risk, half of them felt frequently or very frequently afraid
of not being able to assess suicidal risk. Similarly, although almost all psychologists self-rated as capable of
identifying a person at risk of suicide, more than 30% reported afraid to fail in this task. These apparently
contradictory outcomes can be understood as a result of a low self-efficacy by GPs and psychologists on
assessment skills or can alternatively be interpreted as result of an increased awareness that assessing
suicide risk is a difficult task. Thus, this research highlights the need to prepare health professionals to
perform suicide risk assessment with confidence and at the same time recognizing this evaluation as a
demanding task, as emphasized by Cooper and Kapur who state that “suicide risk assessment is an inexact
science” (2004, p. 20). Both risk assessment competence and perceived difficulty may be modifiable through

health professionals’ continuous education.
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Thirdly, this PhD supplies original data about the use of formal instruments in risk assessment and suicidal
behaviours intervention by Portuguese health professionals. The results confirm that health professionals
tend to use no formal instruments in suicidality intervention and that psychologists, mainly female and
younger professionals, are the most likely to use them. These outcomes are in line with the few existing data
on the use of protocols with suicidal patients (e.g. Jobes, Eyman, & Yufit, 1995). In a research conducted
with psychologists, psychiatrists and clinical social workers in the USA about current suicide risk assessment
practices, mental health professionals classified formal assessment instruments as having little usefulness.
Psychological tests are also infrequently used and even if psychologist used them more often they also rated
them as not useful for suicide risk assessment. Direct questions about suicide thoughts, intents, plans,
availability of method, drugs and alcohol use and previous suicide attempts are the most used in the

assessment interview (Jobes et al., 1995).

Complementing these data about the practices of assessment, the survey on difficulties showed a lack of
knowledge on suicide risk assessment instruments and protocols among health professionals, that being one
of the most common difficulties when facing a suicidal patient and reported by almost half of the
respondents. An adequate instrument can be a useful and complementary tool for one of the most
demanding tasks of clinical practice — the assessment of suicide risk. In Portugal the EACOS - Assessment
Interview of Suicidal Behaviour (e.g. Saraiva, 1998, 1999) is a good example of a helpful tool for this
purpose. Despite being used by University Hospital of Coimbra (CHUC) and having been published several
years ago (e.g. Saraiva, 1998, 1999) the results of this PhD seem to reveal that unfortunately the protocol

remains poorly known. This PhD advises a greater dissemination of EACOS.

As already discussed, Portuguese health professionals have to be more educated on risk assessment,
namely through the introduction of specific syllabus on suicide in the ordinal curricula of the graduations in
medicine, psychology and in other university courses in health or social work. Students should be prepared/
trained in the use of suicide risk measures, even if only few are validated to the Portuguese population.

Academic and clinical research endeavours should be made in order to development and validate good
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instruments. A critical look at the use of risk tools and scales was recently launched or revived in the
suicidological mainstream. Little consistency in the use of risk scales and the general limited predictive
values of the scales are the main reasons of the critics. However, in our opinion, in several instances they
could provide useful complementary information to practitioners. At the same time training has to raise the
awareness about the importance of relational and communication skills to the assessment and management
of suicide risk, promoting its mastery among the future health professionals. The GPs are the group who
scored highest in relational and communication difficulties, reinforcing the pertinence of training on suicidal

behaviours aimed at these physicians.

Furthermore, for the health professionals already in action, practical guides tailored to each group and
context may be an adequate mechanism to supply knowledge disseminating good practices, as well as

motivating health professionals for training or workshops aimed at practical cases.

Aside from the technical difficulties and the use of protocols, the strongest differences between professional
groups emerged in the medical treatment and concerning the family and logistic difficulties, where the
teamwork is included. The intervention with suicidal patients raises different challenges for health
professionals, as was approached in this thesis. A supportive and effective teamwork among clinical staff is
very important and a comprehensive and specific knowledge facilitate collaborative work (Overholser &

Spirito, 2003).

The fourth point is about health professionals’ perspective on hospitalization and pharmacotherapy. GPs
were the group who appeared to believe more in inpatient and psychopharmacology as effective measures
towards a suicidal patient, while psychiatrists appeared to be the group who was more aware about
limitations and even risks of psychopharmacology and hospitalization regarding suicidality, achieving lower

scores in this component than psychologists.

With regard to pharmacotherapy, despite the temptation or pressure to reduce the complexity and
multidimensionality of suicidal behaviours to a biochemically altered brain and therefore in need of

pharmacological compensation, Portuguese psychiatrists seem to have a balanced representational system
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with regard to the treatment. Indeed, given their education it is obviously expected that psychiatrists have
more knowledge and mastery regarding psychopharmacotherapy. In this vein, results seem to demonstrate
that psychiatrists acknowledge that Suicidology is far from providing unequivocal evidences of
pharmacological effectiveness for suicide cases in general. The training on suicidal behaviours directed at
GPs and also at psychologists should include syllabus about the biological factors of suicide and the
psychoactive medications in order to increase the awareness of the strong points and limitations of medical
interventions. For psychologists the importance of this specific training is primarily related to the potential
improvement in the referral procedures and teamwork. In the case of GPs and taking into account that
psychopharmacology prescription is part of the therapeutic arsenal of doctors, this result assumes a vital
importance. In the current public health care system in Portugal, as well as in other countries, physicians of
primary health care act increasingly as gatekeepers for mental health. The accessibility, the non-
stigmatization and the broad scope of primary health care promote that general physicians who work at
public health centres are the health professional first sought by most people when facing concerns about

general or mental health, life or behavioural problems.

Moreover it is known that a high percentage of medical appointments in primary care are related to
psychosocial and behavioural questions, even if physical complains are the explicit motive (e.g. Bryan &
Rudd, 2011; Gatchel & Oordt, 2003) and that a significant proportion of people who died by suicide had a

recent last contact with primary care services (cf. section 2, p. 17-18).

It may be tranquilizing to believe that “simply” treating mental illness with medication can prevent suicidal
behaviours. Despite the presence of biological and psychopathological factors are evidence-based there is a
controversial debate around the effectiveness of the consequent medication intervention at both in suicidality
large-scale prevention and clinical prevention (e.g. Cutcliffe & Santos, 2012; Hemjland 2011; Isacsson, Rich,

Jureidini, & Raven, 2010; Van Praag, 2003).

Furthermore, science has recently demonstrated that the psychosocial context can also lead to changes in
physiological conditions, replacing the former idea that the physiology of the brain is static by the plasticity of

the brain. Neuroplasticity research has shown that biological pathways can be changed by environmental
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factors and experiences throughout life (e.g. Goldsmith et al., 2002; Hejmland, 2011; Pascual-Leone, Amedi,

Fregni, & Marabet 2005).

With regard to the inpatient option, the most prominent treatment modality related to this fifth factor of
intervention - Hospitalization and medical treatment - nowadays it is consensual that this strategy is indicated
in extreme cases of very high risk of lethality, very serious psychiatric pathology or when the support network
is very poor or inadequate (e.g. Cruz & Sampaio, 2014; Goldsmith et al., 2002; Hirschfeld, 2001; Joiner, Van
Orden, Witte & Rudd, 2009d). However, the times when people believed without a doubt that all patients
would be better off in the hospital were not so long ago, especially for older health professionals. The health
professionals’ opinion has to be based on the best scientific evidence and updated on current social and
health circumstances rather than in faith-based interventions or based on established practices due to the
history of psychiatry. Mental health policy, including resources management, has changed and these

economic and social factors influence health professionals' decisions.

Beyond that, and perhaps even more important in the scope of this thesis is that literature has come to
reflect and provide some empirical data about the balance between beneficial and harmful effects of

inpatient treatment for suicidal patients (cf. section 5, p. 62-64).

The survey on intervention practices also revealed that the older professionals have a preference for medical
treatment, including psychopharmacology and hospitalization. In Sheerder's PhD study about the care of
depression and suicide, focused on community and health professionals (including GPs), the results about
the relation between age and treatment preferences were not conclusive. In the research performed in the
scope of the European Alliance Against Depression (EAAD) work group, the authors concluded that age was
not related to the preferred treatment options for depression (Scheerder et al., 2011), while in the study
carried out with 87 Flemish GPs, older professionals showed a preference for anti-depressant treatment and
displayed more negative attitudes. These results were discussed by the authors relating them to the fact of

younger professionals have more training in mental health issues (Sheerder, 2009).

The research of our PhD increased data supporting the investment both in basic graduation in medicine and

in GPs' continuous education, and strengthened evidence of the need of training for general practitioners.

192



Fifthly, the component of protocols includes the use of no-suicide contracts, which has been under an
interesting international debate, even if based on clinical knowledge and reflections rather than on empirical
data (e.g. Bartlett et al., 2009; Hyldahl & Richardson, 2011; Kroll, 2000, 2007; Range et al., 2002; Rudd et
al., 2006; Weiss, 2001). In a North-American sample of psychiatrists no-suicide contracts were used by 57%
of the respondents (Kroll, 2000), while more than half of the Portuguese health professionals who
participated in the survey about practices reported that it would be unlikely to use a written suicide
prevention contract. This indicated that Portuguese health professionals perceived this tool as having a low
effectiveness. Similar results were reported by Jacobson et al. (2012) who found low levels of perceived
effectiveness of no-suicide contracts among a North American sample of health professionals, including
doctors and psychologists. Among Australian health professionals written no-suicide contracts were used by

37% of the participants (Edwards & Sachmann, 2010).

A question that this PhD research did not answer is about how this tool would be used and for what purpose,

a central issue to decide about its clinical adequacy (cf. section 5 p. 56-58).

Even if much more popular among US health professionals, the written no-suicide contracts would likely be
used by over one third of Portuguese participants. Education at this level should instruct about possible
advantages and disadvantages of suicide prevention contracts. Perhaps more important, training should
educate about how to establish and maintain a therapeutic relationship/ alliance and how to engage in a
collaborative process with suicidal patients. In this respect, some of the recommendations and suggestions
made by the psychologists Rudd, Mandrusiak and Joiner (2006), according to their cognitive orientation, can
constitute a very useful base for the training on no-suicide contracts and can be adapted according to the
orientations of therapists and contexts. The written commitment has to include a response plan for crisis

situations, which should be co-constructed by client/ patient and therapist.

Sixthly, and finally the study add data with regard to the work with family of suicidal patients, showing that

approaching the family is among the difficulties most commonly felt by Portuguese health professionals. The
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three groups considered - psychologists, psychiatrists and general practitioners — demonstrated similarities
in the likelihood to involve family in the therapeutic process with people with suicidal problems. However the
GPs seemed to reveal more difficulties in having the family’s collaboration, as well as in supporting the

relatives, reinforcing the special need of training by GPs.

The family-approaching difficulties can also be related to the actual gap in family research within suicidology.
Suicidal behaviour poses a major challenge to health professionals, as has been addressed in this PhD, but
also and specially to families. At international level suicidal behaviours have been intensively studied
however there is a general lack of research on the impact, difficulties and needs of the families who had a
relative with suicidal problems, namely non-fatal suicidal behaviours (Buus, Caspersen, Hansen, Stenager, &
Fleischer). Studies on this area are needed to inform health professionals about how to deal with relatives of
suicidal patients and how to help families dealing with a suicidal relative. To our knowledge, in Portugal there
is only one study on suicide attempts focused on families, specifically on expressed emotion (Santos, 2007).
However, in accordance to the international research line it is focused on family functioning and
characteristics related to the genesis of suicidal behaviours (e.g. Frazdo, Santos & Sampaio, 2014), rather
than in the difficulties of these families towards the suicide attempt episode and its aftermath. The author
verified an emotional over-involvement, a greater criticism and hostility in these families, concluding that
expressed emotion can be a useful predictor of recurrent suicidal behaviours (Santos, 2007) and thus
stressing the importance of working with families to prevent suicidal behaviours. It is consensual that an
effective participation of the family is important both for the risk assessment as well as for the management

and treatment of patients with suicidal problems (e.g. Cruz & Sampaio, 2014).

While the impact of attempted suicide on family is a topic that has not yet received proper attention, several
studies on the impact of fatal suicide on relatives have been done, including a very recent Portuguese study
developed at Faculty of Psychology of Evora University performed with survivors of a relative’s suicide
providing important national data on postvention (Santos, Sampaio & Tavares, 2013 a, b; Santos & Tavares,

2014).
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A death by suicide is a devastating event for everyone involved. This is obvious when considering family and
friends, but it is important not to neglect the experiences of the involved health professionals, which are in

turn fundamental to support the first ones.

This PhD investigated the experience of a patient suicide of Portuguese health professionals and of Flemish
psychiatrists, providing empirical data on patient suicide for the first time in Portugal. This PhD added data
on professional groups sparsely studied with regard to this event - psychologists and general physicians. It
also increased knowledge with regard to the support resources used by professionals when a patient dies by
suicide. Additionally it overcame the existing gap in Flanders with regard to the studies on patient suicide
impact on psychiatrists, where to date and to the best of our knowledge only one study was available and it
was specifically on trainees (Pieters et al., 2003). Thus this PhD enhanced knowledge in the important field

of postvention.

The studies on patient suicide impact of this PhD added further evidence that patient suicide is a very
common phenomenon for these professionals, mainly for psychiatrists but also with a high risk for GPs and
for psychologists. The differences found between genders: more likelihood of having a patient suicide for
Portuguese male than for female health professionals and a higher number of patient suicides for Belgian
male than for female psychiatrists can be interpreted in light of the differences found in studies on attitudes
discussed on the introduction, which verified that women have more adequate attitudes towards suicidal
patients than their male colleagues (e.g. Anderson et al., 2000; Samuelsson et al., 1997) (cf. section 5 p.
51). Even if some methodological limitations can be identified in these studies (Saunders et al., 2012), this
agreement between gender differences increased the pertinence of overcoming such limitations in order to
better study differences between genders in the work with suicidal patients. Another possible explanation

can be related to the potential different type or number of patients followed by the two genders.

In line with earlier studies (cf. section 6, p. 68-70) the results strengthen the evidence that patient suicide is a

disturbing experience for these professionals having a considerable emotional and professional impact, as
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described by participants: “I felt terribly guilty, despair, shocked, deeply sad”, “It is an experience that won't
leave us as long as we are therapists, we keep it with us”. The Portuguese impact study adds that patient
suicide experience for general practitioners is similar to the experience of psychiatrists and also of

psychologists, confirming the conclusion from Halligan & Corcoran’s study (2001).

The findings from both studies - Portuguese and Flemish - specifically the outcomes regarding the recovery
time from negative feelings, tend to support previous studies, which found that the majority of health
professionals have resources to functionally recover from this event (e.g. Pieters et al., 2003). However a not
negligible percentage of health professionals (13% and 15%) seems to indicate the need of special help in
order to react and adjust to the patient suicide. The results of the Portuguese study highlighted the existence
of an undeveloped postvention culture, lacking formal support aimed at health professionals. In Belgium
there is room for improvement at postvention level, too once that more than half of the psychiatrists reported
the non-existence of formal resources of support in their work places in cases of patient suicide. With the
investment and progress in this field the percentage of those who seem to require special care is expect to
decrease. Howsoever, the experience is very demanding at emotional and professional levels, requiring
general support measures aimed at all the health professionals who have a patient who dies by suicide,

justified by descriptions such as "It is a very hard experience to deal with".

These international and now also national evidences must be brought to the attention of decision makers in

health and training policies, health service directors and supervisors.

The impact studies of this PhD also indicated that patient suicide may have a potential constructive effect on
the reactions of doctors and psychologists, as for example, increasing their attention to possible suicide cues
- “| became more attentive to other possible signs in other patients* - and promoting the search of
information, training and learning: “I sought information and I did some research in the subject’; “It taught me

how to make a risk assessment’.

In short, beyond being a distressing event patient suicide can be a significant learning experience, as

explained by a psychiatrist: "Some of my patients died and | will always remember some details about them,
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especially about one of them, and | will never forget what I've learned at the time and the mistakes that |

made".

This conclusion is in line with previous results and assertions, including the pioneer work on the area (e.qg.
Gulfi et al., 2010; Litman, 1965) and it strengthens the recommendations of Brown (1987a) about the
anticipation of the patient suicide risk as a content to include in training aimed at health professionals.
General education on suicidal behaviours is scanty and in postvention it is even sparser or totally non-
existent. Based on the results of the impact studies of this PhD and on previous literature we suggest that
suicidal behaviours training aimed at health professionals includes a syllabus on postvention. For training in
this subject we suggest to apply Brown's proposal (1987a) of stimulating trainees to imagine the death by
suicide of one of their patients and to share what they think and feel. Additionally we also propose that
training takes advantage of real experiences and descriptions of clinicians and psychologists who have lived

the experience.

The health professionals who participated in the impact studies of this PhD described the need of helping the
other survivors as very demanding: "/ felt very unsure and powerless to support so many people". The
general support measures aimed at the health professionals in the aftermath of a patient suicide should
strength the positive effects and mitigate the negative consequences, supporting health professionals and

contributing to their capacity to support others.

This PhD allowed us to obtain a hierarchy both in terms of support resources used and their utility, showing
that not always the most used supports were the ones rated as the most useful for coping with the patient
suicide event and vice-versa, that is, some post-suicide measures, which were used by only few health

professionals were perceived by those who used it as very supportive.

In the case of the Portuguese sample this was especially visible with regard to the support of the own family
and friends, which were among the help resources most used by health professionals. However it was only
considered useful by a low percentage of respondents, not in line with the indications that informal support

from family and friends can have an important role in the recovery process of health professionals (e.g.
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Gaffney et al., 2009; Golstein & Buongiorno, 1984; Kleespies et al., 1993; Menninger, 1991; Pieters et al.,

2003).

Indeed, comparing with the few available data about the usefulness of the relatives’ support in the aftermath
of a patient suicide, Portuguese health professionals are among those who assessed their own family as the
less supportive. Scottish psychiatrists (Alexander et al., 2000), their Flemish colleagues (Pieters, et al., 2003)
(cf. study 5, p.153), English mental health professionals (Linke et al., 2002) and Canadian psychiatrists
(Ruskin et al., 2004) evaluated family’s support as more useful than Portuguese health professionals. In the
reviewed literature only one study was found in which the perceived family's utility in the aftermath of a
patient suicide seems to be inferior than for Portuguese health professionals (Landers et al., 2010). One
possible interpretation is that generally in other countries research in postvention and its practical application
are much more developed, and that a specific support system is provided for professionals experiencing a
patient suicide. In this PhD, the study about patient suicide impact on Flemish psychiatrists shows that team
meeting and case discussion, hospital suicide protocol and psychological support are among the resources
foreseen when professionals face a death by suicide, while in the Portuguese case almost all participants
reported the non-existence of measures. When these resources fuffil their function, they "leave room" for the
family and other informal and not specialized support to be useful in the general emotional support. Thus, the
expectations regarding support from family and friends will be more realistic and therefore favourably
evaluated. Moreover, the mentioned countries have had national prevention plans for longer periods of time
than Portugal, which may contribute to relatives being more able to support the professional survivor. The
development, disclosure and implementation of a national plan provide opportunities to reduce stigma and
raise awareness about the problem and related aspects. In the light of these results we defend the planning
and implementation of formal systems in health care services in order to provide support and improve

postvention measures.

This PhD also observed that some resources used by a small percentage of professionals were in the top of
the utility hierarchy. It is the case of funeral attendance and according to earlier studies (e.g. Kleespies et al.,
1993) only few professionals had participated on burial ceremonies, but those who did rated them as useful

or very useful, mainly the Flemish psychiatrists. It is also the case of supervision in the Portuguese study.
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This resource was used only by few professionals but positioned among the most useful ones. The impact
studies of this PhD added empirical data on the use of supervision in cases of patient suicide, a subject still
insufficiently studied. Even though postvention literature suggests supervision as a useful resource when a
patient dies by suicide there are only few empirical studies in which this subject was investigated (Kleespies
et al., 1993; Pieters et al., 2003; Ruskin et al., 2004; Wurst et al., 2010, 2011). There are even fewer
researches providing data on the perceived usefulness of this resource by professionals (Kleespies et al.,

1993; Pieters et al., 2003; Ruskin et al., 2004).

Concerning Flemish psychiatrists results showed that for a high percentage of professional survivors the
meeting with supervisor was perceived as not helpful and a similar result had already been found in the
recovery process of Flemish psychiatrists trainees by Pieters et al. (2003). These results seem to indicate
that the available supervision does not fulfil their supportive goal. Supervisors need to revise their role in
these cases and/ or the supervision should be available in a more appropriate time of the coping process of

the patient suicide. In the light of these results further research on the area of supervision is advised.

Still with regard to the support resources used to cope with the event, both studies on patient suicide impact
confirmed the support of colleagues as being the most consensual either in terms of frequency and its

perceived usefulness.

This PhD contributed to enlarge the knowledge of factors related to the patient suicide experience, a topic far
from consensus. According to previous researches (Gaffney et al., 2009; Grad et al., 1997; Gulfi et al., 2010;
Wurst et al., 2010), our Belgian study found differences between males and females with regard to the
emotional reactions facing a patient suicide and also in the subsequent help-seeking behaviour. As
addressed in the introduction of the thesis patient suicide impact tends to be more pronounced among
women than among their male colleagues, as well as a tendency to seek emotional support (cf. section 6 p.
73). In the Portuguese survey this tendency was not found. The absence of differences among female and
male Portuguese health professionals in the experience of a patient suicide can be interpreted as a result of

the state of art of national research on suicidal behaviours, particularly on suicide impact. In Portugal
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Suicidology is a recent research area undergoing a growing development, largely due to the work of the
Portuguese Society of Suicidology and its founders specially Saraiva (e.g. 1999, 2006, 2010). Yet in the
scientific and clinical community suicidology is still little disclosed and acknowledged. An event such as a
patient suicide may represent an increased emotional burden particularly when there is insufficient research.
Facing an unheralded event the gender differences may be smothered. Oppositely, in countries with a longer

suicidology research history the gender differences manifest in empirical data.

In order to increase national knowledge and awareness on the subject and thus to reduce professional
stigma with regard to patient suicide the study 4 — Patient suicide impact: the experience of Portuguese
doctors and psychologists - was submitted in Portuguese language to a Portuguese scientific journal. As
Barker, Novic, Houweling, McPhedran, & De Leo (2013) stated with regard to the findings of the Belgian
impact study, the description of the Portuguese experience of a patient suicide can also be an opportunity for

other health professionals to learn and potentially implement suitable procedures.

Despite its relevance the effect of specific training on emotional and professional reactions towards a patient
suicide had not yet been explored. Against the initial expectations this PhD did not find differences according
to having or not suicide training. This result can be explained by the fact that patient suicide and postvention
in general are not common contents of suicide education programs. In line with this result specific training
did not have effects on emotional difficulties when working with suicidal patients, whereas the real
experience with suicidal patients in clinical practice tends to decrease the emotional difficulties. Based on
these encouraging results we recommend that education programmes on suicidal behaviour use experiential

learning methodologies.

A worrying result of this PhD, but at the same time with encouraging aspects is related to the training
variable. Even though the majority of health professionals had experience with suicidal behaviours in clinical
practice most of them did not have specific training in suicide intervention, as already mentioned in this
discussion. Thus this PhD provides evidences that health professionals are under-trained in the assessment,

management and treatment of suicidal patients. This conclusion was also supported by a previous
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Portuguese study performed with a convenience sample of hospital nurses, in which the percentages of
specific training on suicidal behaviours vary between 32% to 64% according to the kind of hospital and
department (Santos, 2001). Although the values are higher than those found in our sample of doctors and

psychologists they still revealed low levels of education on the area among nurses.

The contrast between the percentages of those who received specific training and those who felt able to
assess suicidal risk is also of concern. An earlier study about suicide intervention skills with community and
health professionals demonstrated that the professionals who had fewer skills tend to overestimate their

abilities (Scheerder, 2009; Scheerder et al., 2010).

Simultaneously, the results about training related variables could be interpreted with optimism. First, half of
the health professionals considered their training insufficient to deal with clients/ patients with suicidal

behaviour problems and more than half reported the need of specialized training on suicide.

Secondly, most doctors and psychologists surveyed, agreed that the implementation of training aimed at
health professionals on this area is fundamental. These data indicate that Portuguese health professionals
will be receptive to training on suicide intervention, which is an encouraging result for the challenge of

suicide prevention.

Similarly, only 30% of the Belgian psychiatrists who participated in the survey on patient suicide impact had
specific training in suicide, indicating that they can benefit from education aimed at suicidal behaviours

intervention.

Thirdly, the few health professionals who had training on suicide issues presented lower levels of reported
difficulties and scored higher in the probability to perform a comprehensive assessment and also to support
and include family members in the process. These aspects are important to support training investment as a
key component of a national suicide prevention strategy, adding new data to the previously existing. These
findings provided for the first time in Portugal reinforce the positive effects of specific suicide intervention
training on clinical and practical aspects of health professionals’ work with suicidal patients. Furthermore

they seem to indicate that even though little training on the area was conducted it had favourable outcomes.
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The lack of specialized education of health professionals was well identified as an important barrier to the
suicidal behaviours intervention (cf. section 4 and 5). This PhD reinforces the need of investment in training

measures, as it is being highlighted throughout out this discussion.

Further, the positive influence of the experience with suicidal behaviours in clinical practice both in technical
and emotional difficulties and in the assessment component of intervention constitutes an important clue for
training methodologies. This strengthens the importance of case-based learning or other models implying
case discussions and an active participation of trainees, as already recently defended by other authors (e.g.

Cross et al., 2010; Jacobson et al., 2012; Pasco et al., 2012).

Summarizing, the main contributions of this PhD research to the scientific context were:

1. To provide a set of questionnaires with good or promising psychometric proprieties that can

constitute instruments for further research and also for performing needed adjustments in training.

2. To supply a baseline data about the "state of art" of doctors' and psychologists' conceptions and
intervention with regard to suicidal patients, including postvention practices. These outcomes are framed in
the current social and historical context - the beginning of the XXI century - chronologically preceding the first

National Suicide Prevention Plan in Portugal.

3. To provide original data that corroborate and support the need of training in the area of suicidal

behaviours aimed at health professionals, giving guidelines for training content and methodologies.

3. Policy recommendations
This PhD provides several original data on health professionals who deal with suicidal problems in clinical
practice, almost all for the first time in Portugal and some of which also for the first time or insufficiently

explored at international level.

Based upon these new data, as well as on previous knowledge, we formulate some recommendations for

the suicide prevention policy in Portugal, specifically for the field directly related to health professionals.
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The recent Portuguese suicide prevention plan (DGS, 2013), a critical milestone in suicide prevention in our
country, includes priority actions aimed at health professionals. The findings of this PhD support this
internationally expressed recommendation at a national level. Our studies of Portuguese health
professionals particularly give strength to the focus on specific training, centred on health professionals, their
needs, their specificities and based on experiential learning, rather than “campaigns of information and
awareness” about suicidal behaviours, as is stated in the executive summary of the current national plan
document (DGS, 2013, p. 6). Indeed both correspond to different paradigms of prevention science (or of
preventive medicine or psychology), even if they can be complementary. The first — the experiential training -
is associated with the socio-psychological paradigm while the second — the campaigns — are related to the
information-communication paradigm, which has been associated with lower levels of efficacy. The policy-
making on health and the allocation of funding and other resources, critical elements to the success of any
public health action (DGS, 2013; WHO, 2012), has to be grounded on evidence-based effective
interventions. The national strategy recognizes the importance of the training and at two different levels:
training directed at college students of medicine and psychology, among others, and education targeting
health professionals in action. Regarding the first level the national plan advises that higher education
institutions (medicine, psychology, nursing, social work) include or reinforce contents about suicidal

behaviour in their curricula, which is in line with the results of this PhD.

Concerning the education aimed at health professionals the prevention plan also acknowledges the
importance of training, including GPs and psychologists, and directed at the development of knowledge,
attitudes and specific skills aimed at people at risk, risk assessment, crisis management and referral
procedures. This action is supported by the findings of this PhD, particularly for the GPs and expressly
aimed at the development of skills on risk assessment, intervention, work with families and also on

postvention knowledge and procedures.

The education plans have to be tailored to the needs of specific professional groups in order to guarantee a
good cost-effectiveness. This PhD shows that those most in need of further training appear to be GPs.
Indeed they were the group with less specific training, who presented more difficulties in the therapeutic work

with suicidal patients, reported fewer suicide intervention skills and had a high contact with suicidal
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behaviours in their clinical practice, including a considerable rate of patient suicide. Based on previous
knowledge and on the baseline data provided by this PhD we propose the development of a National
Training Programme on Suicidal Behaviours, which should be integrated in the National Plan of Suicide
Prevention. General physicians should be prioritized in the implementation of this training programme. The
programmes should be carried out at primary health care centres once lack of time was among the most
prominent logistic difficulties particularly felt by GPs. The time constraints were identified by previous
research, as posing barriers to the detection of suicidality, associated risk factors and to the establishment of

a therapeutic relationship (Anderson et al., 2003; Fox 2011; Gibb et al., 2010; Goldsmith et al., 2002).

Some of the findings of this PhD related to GPs may extend to other primary care professionals, namely
nurse staff, which similarly may have an important role in suicidality detection and may also benefit from
suicidal behaviours education. Santos (2001) through a study about nurses’ attitudes towards suicidal
patients, verified low levels of specific training among these health professionals and concluded the need of
“providing support, counselling and training of skills aimed at nurses" (p.109). The recently published guide
of good practice aimed at nurses (Santos et al., 2012) may be an important support tool for this purpose and
may inspire the elaboration of guidelines tailored to the specificities of each professional group. The work
coordinated by Saraiva (2014), which has just been published, titled clinical guide in primary health care, is

also a good example in this scope.

According to the current National Prevention Plan, the recommended National Training Programme should
include the creation of a task force resulting from partnerships with faculties, which should enable the

introduction of syllabus on suicidal behaviours intervention.

The colleges can also be fruitful partners to conduct continuous education, as well as the Portuguese
Society of Suicidology. The planning of the training programme has to comprise a study of the available and
the needed resources, including logistic, financial and human resources. The Ministries of Health and of
Education and Science should be committed to the finding of real solutions for eventual gaps between

existent and required means.
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Based on the results of this PhD survey, namely on the outcomes of patient suicide studies, we would like to

add psychiatrists as a target-group of training (not considered in the current National Prevention Plan).

Indeed, with regard to postvention our study seems to reflect a need of training for all the three groups
particularly for psychiatrists once they are at great risk of patient suicide experience. As previously discussed
the demanding post-suicide management and the difficult role of health professionals towards a patient
suicide justify the inclusion of this issue in the suggested National Training Programme on Suicidal
Behaviours. Further, our studies revealed that even if psychiatrists seem more prepared than psychologists
and GPs, namely in the field of assessment and reported less technical difficulties, they also presented low
levels of education on suicidal behaviours. This is in line with international data (e.g. Palmieri et al., 2008;

Schmitz et al., 2012), including our survey with Belgian Psychiatrists.

The results of the study with Portuguese survivors of a relative’s suicide (Santos, Sampaio & Tavares, 2013
a, b; Santos & Tavares, 2014) strengthen and complement the results of this PhD with regard to the need of
education of health professionals and of the development of postvention in our country. The majority of the
bereaved by suicide did not receive any professional support and there were no differences in
psychopathological symptoms between those who had received health professional support and those who
did not (Santos et al., 2013 a, b). The national prevention strategy comprises support to the families and
other survivors of suicide. We would like to suggest that the prevention policy starts by investing in education
and support for health professionals in order to achieve a better support for the families. Indeed this PhD
showed that working with the patient’s family was among the most frequent difficulties of health professionals
facing a suicide attempter and there were no differences between the three professional groups studied with

regard to the family component intervention.

We would also like to suggest a recommendation for health care services based on the impact studies. The
directors/ leaders of Portuguese hospitals and mental health departments, health centres and other health
care services should have available, effective and concrete responses to the aftermath of a suicide. These

measures should be directed both at the health staff and at the patients' relatives, as well as aimed at other
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significant members. Directors should also promote the participation in education activities about suicidal

behaviours of their staff creating the time and logistic conditions.

The results of this PhD are promising with regard to training acceptance on suicidal behaviours, namely
foreseeing that it will have a good acceptance by the health professionals. At the same time, data indicated
that the training access could be a problem, specifically once lack of time was among the difficulties reported
by Portuguese health professionals who participated on the survey, particularly by GPs. The National
Training Programme on Suicidal Behaviours should include models in which training is carried out in the

workplace.

Another practical suggestion to be included in the National Training Plan is the development of Portuguese
innovative material as a complementary source of support, information and counselling for health
professionals and for training and supporting health professionals. Developing infographics and videos on
the area could be a productive instrument. Due to their attractiveness and easy dissemination, strategies of
visual and audiovisual communication embodied in short videos can be a good supportive material.
Furthermore, this kind of material has the advantage of increasing the self-management of time in training,

enabling the visualization and the review according to the needs and time of the learner.

One final recommendation is about the need to evaluate the implemented measures in order to overcome
barriers related to the intervention of health professionals with people at risk of suicidal behaviours. This
evaluation should be both at macro and micro levels, which means to assess both the impact on suicidal
behaviours rate of the community where the training was implemented and the impact on the competence of

health professionals.

4. Methodological limitations and general suggestions for further research

There are some methodological limitations to the studies of this PhD that should be taken in consideration

when drawing implications from their results.
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The first methodological issue is related to the Portuguese sample once the representativeness cannot be
guaranteed with the sampling process used. Despite the use of additional methodological procedures, which
decrease the likelyhood of a systematic bias, the results of the studies need to be observed taking this
limitation into account. Further, another concern is about the impossibility of calculating the response rate of
Portuguese participants given the methodological design. This also makes it impossible to gain access to the

characteristics of the non-respondents.

With regard to the Belgian sample, although the response rate is rather limited, there are good arguments
that the psychiatrists who responded are fairly representative of the total population of the Flemish
Federation of Psychiatrists and thus it is reasonably representative for the specific purposes of this study.
However it was not possible to verify which percentage of the non-respondents had or not experienced
patient suicide, which may have resulted in an overestimated patient suicide rate. Future research should

overcome these limitations.

A second methodological issue is connected to the assessment protocol used. Since most topics had not
previously been studied in Portugal, and several of them neither elsewhere the data were collected through
self-reported questionnaires built for this purpose. Therefore the psychometric properties were unknown at
the starting point. The preliminary psychometric studies indicated that the quality of different criteria varies
from limited to good but that in general satisfactory properties were achieved, namely factorial validity and
reliability. However it is unquestionable that further and deeper analyses of the questionnaires are needed.
Given that DSBQ (Difficulties in Suicidal Behaviours Intervention Questionnaire) presented a very promising
psychometric quality and the increased interest that it could have in the scope of tailored training we suggest

that it be subjected to refinement.

Another related issue to the instruments is the well-known social desirability bias to which self-reported
questionnaires are prone. This is of special concern in this case once psychologists and doctors may have
felt their professional ability and self-confidence threatened when they reported their difficulties, as well as
their intervention preferences. Future research should consider adding the Suicide Intervention Response

Inventory SIRI-2 (Neimeyer & Bonnelle, 1997) combined with case vignettes (e.g., Jacobson et al., 2012) to
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the instrument of data collection, in order to study convergent and discriminant validity of DSBQ and ISBQ

(Intervention Strategies towards Suicidal Behaviours Questionnaire).

A third limitation common to other research in suicidology is related to the complex concept of suicidal
behaviours, as discussed in the introduction (cf. section 1). Suicide and suicide attempt are different
phenomena, but at same time they are inevitably related having its similarities and differences. This is
evident in the existing theories and in conceptual analyses, which usually are not mutually exclusive,
providing related concepts and being grounded in the comparability between suicide and suicide attempt (cf.
section 3). According to the goals of the research — to investigate the explanations, intervention practices
and difficulties, perceived by health professionals with regard to suicidal behaviours - the definitions of
suicidal behaviours, suicide, suicide attempt or serious risk of suicidal behaviours were not presented to the
participants. The study is focused on the professionals’ perceptions, and thus these definitions were not
considered. However this may be a shortcoming in study 1 about the explanations of suicidal behaviours
once the health professionals did not have the opportunity to express their conceptions about overlapping,
interactions and differences between suicide and suicide attempt. Further, the likelihood that different
professionals answer about their contact with suicidal behaviours (an important variable in the inferential
analyses) having different standards in mind should be considered. Future research should try to find

innovative ways to overcome these restrictions.

On the whole, the majority of limitations are usual in PhD or pilot studies with limited resources and the
results should be considered as a first indication of an innovative research that obtained important baseline

data about health professionals who deal with suicidal behaviours.

Beyond the suggestions included on the papers and the recommendations presented below we would like to
propose some general ideas for further research related to health professionals who deals with suicidal

behaviours.

Few studies have addressed the impact, the difficulties and the current practices on suicidal behaviours

intervention by nurses (e.g. Cutcliffe & Santos, 2012; Takahashi et al., 2011). Cutcliffe and Stevenson (2008)
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emphasize that caring for suicidal people is a very demanding for psychiatric and mental health nurses and
may even have a negative emotional impact on these health professionals. Therefore it would be useful to

conduct research about nurses when facing patients who have suicidal problems.

Still within the enlargement to other health professional not included in this PhD study, we would like to
suggest future research targeting emergency staff including physicians from different specialties who do
urgency service, in order to identify current practices, difficulties and needs of these professionals. In turn

with the final goal of contribute to enable emergency staff devise optimal care to suicide attempters.

As discussed above studies about family difficulties and needs towards relative’s suicide attempts are

lacking and could generate important clues for the clinical work with suicidal patients and their families.

Within suicidology research there is a general tendency that training aimed at health professionals is an
effective strategy for preventing suicidal behaviour while a measure, which promotes clinical practice
improvements. To date there is a scientific consensus about the effectiveness of this measure evidenced by
different results, however more research on the area is required in order to determine the most effective
training models for reducing suicidal behaviours, as well as for determine which models prolong the positive
impact of training (Isaac et al 2009; Mann et al, 2005, Van der Feltz-Cornelis et al, 2011). Future research on

this area should be developed in order to achieve training and intervention models empirically validated.
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[BPORTO

FACULDADE DE PSICOLOGIA
E DE CIENCIAS DA EDUCAGAO
UNIVERSIDADE DO PORTO

Explanations of Suicidal Behaviours Questionnaire (ESBQ)
Intervention Strategies towards Suicidal Behaviours Questionnaire (ISBQ)

Rothes & Henriques (2010)

The following questionnaires are about suicidal behaviours (suicide and suicide attempts) and aims at acknowledging the

conceptions and intervention strategies of Portuguese doctors and psychologists facing this problem in clinical practice.

The questionnaire is anonymous and it will be use only for scientific investigation purposes. It is not a test, therefore there are
no right or wrong answers. Your cooperation is of vital importance for carrying out this study. We request you to be sincere
and genuine in your answers. Do not think too much about each statement's meaning; the most spontaneous answers are the

more valid ones.

QUESTIONNAIRE NUMBER (to be filled by our services)

Attention: In order to allow optical reading of the questionnaires, we request you to fill in the circles as displayed in the

example below:

CORRECTLY @

INCORRECTLY & &

FCT

Fundagio para a Ciéncia e a Teenologia

This questionnaire is part of a doctoral research being carried out with the financial support of the Science and Technology Foundation of Portugal.
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1st Part — Professional and Social-demographic Characterization
Without jeopardizing the anonymity we ask you to provide us some information about social and demographic data as well as

about your professional training and experience.

1.Gender Female 10 Male 20

2. Age years

3. Years of practice years

4. Professional Group ~ Psychologist 1O Psychiatrist 20 General Practitioner 30
5. Work place

6. District of work

7. Choose the model you consider closer to your practice (choose one single option)

Cognitive-Behavioural 1 O Constructivist 2 O Humanist/Existential 3 @)

Organicist/ Biological 4 O Psychodynamic 5 O Systemic 6 @)

TRAINING

8. My training to deal with suicidal patients is: Sufficient 1O Insufficient 20

9. | feel capable of identifying a patient at risk of suicide Yes 1O No20

10. I have specific training in the area of suicidology Yes 1O No20
If your answer to question 10 was YES choose what Yes No
type of training
Epidemiology O O
Forensic Sciences O O
Detecting and management of suicide risk O O
Crisis intervention O O
SOS hotlines O O

11. For each statement, choose the option that suits your opinion best on a scale from 1to0 5

Fully disagree Fully agree
| feel the need for specialized training on suicide O O O O O
| believe that my experience/training makes me a suitable trainer in o o o o o
this area.
Implementing training plans on suicide aimed at health professionals o o o ) )

is fundamental.
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2nd Part

| - Explanations
A prior study - using free association - collected several statements made by health care professionals on explanations of
suicidal behaviours. Based on that study a list of items was assembled, which we would now like you to rate.
Tell us to what extent it is likely or not that a suicidal behaviour is explained by the following items, therefore using the option
that suits your opinion best on a scale from 1 (not likely at all) to 5 (very likely).
Although answers may vary according to different patients, try answering in the most general and frequent way, choosing the

option that best fits your thoughts.

Suicidal behaviours are explained by: ’\:iclite?; ?” ,\Iliize;;egy Szr;;;vgat Likely 4 Very5Iiker
1. Emotional instability @) @) @) O O
2. Abandonment O O O O O
3. Negative body self-image @) O @) O O
4. School failures O O O O O
5. Impulsiveness @) O @) O O
6. Affective deprivation/scarcity @) @) @) O O
7. Giving up @) O @) O O
8. Finding no alternatives O O O O O
9. Frustration O O O O O
10. Escape @) @) @) O O
11. Way of expressing discomfort @) O @) O O
12. Immaturity O O O O O
13. Family problems @) @) @) O O
14. Anguish O O O O O
15. Drugs and/or alcohol use O @) O @) @)
16. Anxiety O O O O O
17. Personality disorders @) O @) O O
18. Way of seeking attention O O O O O
19. Difficulties in dealing with life transitions @) @) @) O O
20. Existence of aggressive traits O O O O O
21. Loneliness O O O O O
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Not at all Notvery  Somewhat , Very likely
likely 1 likely 2 likely 3 Likely 4

22. Loss of the meaning of life @) @) @)

Suicidal behaviours are explained by:

O

23. Depression

24. Lack of social support

25. Psychosis

26. Low self esteem

27. Difficulties on interpersonal relationships
28. Hopelessness

29. Wish of a rebirth/ hope for a new life
30. Immature death concept

31. Perfectionism

32. Way of taking away the suffering / the pain
33. Sadness

34. Psychopathology

35. Despair

36. Loving relationship breakdown

37. Isolation

38. Difficulties in solving problems

39. Cry for help

40. Guilt

41. Traits of intolerance to failure

42. Internet influence

43. Angry/ revenge

44. Financial problems

45. Problems at work

46. Unsolved grief

47. Challenge/ testing the limits

48. Physical illness

49. Will to join someone who already died

50. Social copycat

OO O0OO0OO0ODO0OO0ODO0OD0ODO0OO0ODOO0ODOOLOLOOLOLOOLOOLOLOLOOLOOOLOOO OO

OO0 O0OO0OO0ODO0OO0ODO0O0DO0OO0ODOODOOLLOOLOLOLOLOLOLOLOLOLOOOLOOO
OO0 O0OO0O0ODO0O0ODO0O0DO0OO0ODOODOOLLOOLOLOLOLOLOLOLOLOOOLOOO
OO0 O0OO0OO0ODO0O0ODO0O0ODO0OODOODOOLLOOLOLOLOLOLOLOLOLOLOLOOLOOO
OO0 O0OO0OO0ODO0OO0ODO0O0DO0OO0DOODOOLLOOLOLOLOLOLOLOLOLOOOOOO

51. Blackmail
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Il - Intervention
Choose to what extent it is likely or not that you adopt the following intervention strategies with a patient that seeks your
practice following a recent suicide attempt. Mark the option that suits your clinical experience best on a scale ranging from 1 1
(not likely at all) to 5 (very likely). Even though clinical practice varies depending to each case we would like you to answer
according to your general practice. Don't give too much thoght to the meaning fo each statement. Spontaneous answers are

the most valid ones.

Not likely ~ Notvery  Somewhat . Very likely
atallt kely2  lkely3  -kelv4

1. 1 ask about prior suicide attempts O O O

Intervention strategies

O

2. | assess depression
3. | set suicide prevention contracts orally.

4. | set written suicide prevention contracts

5. | ask questions about problems he may be
experiencing r

6. | ask if he wants to die

7. | ask what he expected when attempting suicide
8. | use formal instruments to assess suicide risk
9. I engage the family in the process

10. | do not confront the person with what happened

11. | assess the circumstances in which the attempt was
carried out

12. | refer to psychiatric counselling

13. I don’t give much importance to the suicide attempt
14. | try to find out about the methods used in the attempt
15. | approach the theme of death with the client/patient

16. | advise a continued treatment

17. | try to understand the meanings of the suicide
attempt

18. | give to the suicidal patient/client my cell phone
number

19. | refer to psychological counselling

O O O O OO OO OO OO O OL OL OL OL OO
O O O O OO OO OO OO O OL OL OL OL OO
O OO O OO OO OO OO O OL OL OL OL OO
O OO O OO OO OO OO O OL OL OL OL OO
O OO OO OO0 O OO O OO OLOLOLOL OL O O-

20. | try to find out at what time the suicide attempt was
carried out
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Not likely ~ Notvery  Somewhat . Very likely
atallt kely2  lkely3  Ckelv4

21. | assess the hopelessness O O O

Intervention strategies

O

22. | provide counselling to the family

23. | try to understand the motives/ reasons that triggered
the attempt.

24. | ask about the alcohol and drugs consuming habits.

25. | explore the existence of an elaborate suicide plan.

26. | use specific intervention protocols for suicidal
behaviours.

27. | assess the risk factors
28. | carried out a personality evaluation.
29. | ask about the family suicidal background

30. | ask what reasons he/she has for living and for dying.

31. I refer to a colleague who is better prepared in this
area

32. | suggest using the internet to communication

33. | prescribe medication/ | refer to someone who can
prescribe medication

34. | refer to the general practitioner/ general physician.

35. I try that the client/ patient be hospitalised

36. | use specific suicidal behaviour assessment
instruments.

37. | ask about the two days prior to the suicide attempt.

38. | ask how he/she feels about having survived.

39. I try to understand if there is a non solved or current
mourning process

40. | conduct a family interview.

41. | try to understand how the patient usually solves
his/her problems.

O OO O O OO OO O0OO0OO0OO0OO0OO0OO0OO0OO0oOO0oOOoOOo
O O O O O OO OO O0OO0OO0OO0OO0OO0OO0OO0OO0oOO0oOOoOOo
O O O O O OO OO O0OO0OO0OO0OO0OO0OO0OO0OO0OO0oOOoOOo
O O O OO OO OO O0OO0OO0OO0OO0OO0OO0OO0OO0OO0oOO0oOOo
O OO O O O O OO OO O0OO0OO0OO0ODO0OO0OO0OO0OO0OO0O 0=«

42. | refer to psychotherapy.
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3rd Part - Contact with Suicidal Behaviours in clinical practice

1. Did (or do) you have any patient/client who has made one or several suicide attempts?

Yes 1O How many patients/ clients? How long ago was the last case? Years
No 20

2. Have you had a patient/ client suicide?

Yes 1O How many patients/ clients? How long ago was the last case? Years
No 20

3. Have you ever had a patient representing a serious risk of suicide or suicide attempt even though he/she hasn’t
carried it out?

Yes 1O How many patients/ clients? How long ago was the last case? Years
No 20
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