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Summary 

Background  

Preventing suicides is a major issue for patient safety in mental health wards. 

Safety is assumed to be achieved for suicidal inpatients in clinical practice when 

procedures are well implemented, without any gaps between practice guidelines 

and work as done in clinical practice. The approach to implementing safety 

practices assumes linear causality in which the implementation of a safety 

measure will yield predictable outcomes in clinical practice. While this 

approach can provide successful outcomes in systems that are well understood, 

well tested and well-behaved, it has some limitations when applied to complex 

and dynamic practices in which the risk is not completely understood, i.e., 

involving patients hospitalised during a suicidal crisis. Suicidal patients are 

characterised by aetiological heterogeneity, and each patient needs to be 

understood and approached differently. Deviations from standards may be 

necessary to maintain safe clinical practice for patients due to their complexity.  

However, knowledge of the complexity of safe clinical practice for patients 

hospitalised during a suicidal crisis is lacking. Patients and healthcare 

professionals are valuable sources of information about everyday clinical 

practice in this setting. Still, no studies have explored how suicidal patients 

experience safe clinical practice, and the knowledge of healthcare 

professionals’ experiences with safe clinical practice is limited. There is a need 

to understand the idiosyncrasy of safety within this context and acknowledge 

its complexity. 

The overall aim of this thesis was therefore to gain a deeper understanding of 

the complexity of safe clinical practice for patients hospitalised in mental health 

wards during a suicidal crisis, as experienced by patients and healthcare 

professionals.  

Objectives 

• To synthesise and describe the qualitative literature regarding suicidal 

patients’ experiences of safety during hospitalisation in mental 

healthcare.  
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• To explore suicidal patients’ experiences of safe clinical practice

during hospitalisation in mental healthcare.

• To explore HCPs’ experiences with safe clinical practice for patients

hospitalised during a suicidal crisis.

• To synthesise the characteristics of the complexity of safe clinical

practice for patients hospitalised during a suicidal crisis.

Methods 

A qualitative case study design utilised multiple methods and data sources, 

including a systematic review of qualitative literature, individual interviews 

with patients, and a multi-method approach comprising individual interviews 

and focus group interviews with healthcare professionals. The complexity of 

safe clinical practice for suicidal patients was defined as the case, and mental 

health wards were defined as its context.  

Results 

Safe clinical practice as experienced by suicidal patients appears to be related 

to more than the absence of suicide risk and the need for physical protection. 

Safe clinical practice for the suicidal patient is highly dependent on patients’ 

perceptions of their connections with healthcare professionals, the fulfilment of 

their needs during care and their psychological safety (article I). Furthermore, 

suicidal patients are multifaceted, showing fluctuating suicidal behaviour, 

which highlights the importance of embracing personalised activities for safe 

clinical practice. Patients experience safe clinical practice during 

hospitalisation in mental health wards during a suicidal crisis, when they are 

being detected by mindful healthcare professionals, being protected by an 

adaptive practice and receiving tailor-made treatment (article II).  

Healthcare professionals experience safe clinical practice for patients 

hospitalised during a suicidal crisis as dependent on using expertise to make 

sense of suicidal behaviour, individualising the therapeutic milieu and 

managing uncertainty (article III). These are examples of capacities that enable 

healthcare professionals to adapt to challenges and changes in clinical care, and 

they are vital to the complex dynamic work practices involved in safe clinical 

practice in this setting. 
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Through synthesising across suicidal patients’ and healthcare professionals’ 

experiences, the safe clinical practice involves a set of complex characteristics: 

collaborative detection, adaptive protection and individualised control which 

all depend on systems of trust. These characteristics demonstrate how non-

linearity and uncertainty characterise the complexity in this context. 

Additionally, the complexity in safe clinical practice is characterised by 

establishing psychological and relational safety, which is only created through 

personalised and trusted relationships. 

Conclusion 

This thesis offers a deeper understanding of the complexity of safe clinical 

practices for patients hospitalised during a suicidal crisis by considering the 

experiences of patients and HCPs.  

The inherent complexity of safe clinical practice for patients hospitalised during 

a suicidal crisis implies that there are unpredictable consequences of top-down 

safety interventions and that outcomes change over time and for each patient. 

Thus, safe clinical practice cannot be ensured just by following standards; it also 

depends on adaptations.  

To improve safe clinical practices, efforts should be made to embrace rather 

than efface variability in clinical care. This includes supporting adaptive 

capacities that enable HCPs to cope with challenges and changes in clinical 

care. Strategies should be directed toward strengthening expertise development, 

feedback systems, and systems ensuring support and predictability.  
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1 Introduction 

1.1 Background 

This thesis focuses on the phenomenon of the complexity of safe clinical 

practice for patients hospitalised in mental healthcare during a suicidal crisis. 

Ensuring that patients are safe from suicide is one of the primary tasks of 

healthcare professionals (HCPs) in mental health wards [1]. Nevertheless, it is 

a challenging task. 

1.1.1 Inpatient suicide prevention 

Suicide continues to be among the leading causes of deaths worldwide [2, 3]. 

Over 800 000 people die by suicide each year, according to the World Health 

Organisation (WHO). Among young people 15-29 years of age, suicide is the 

second leading cause of death globally. In high-income countries, three times 

as many men as women die by suicide [3]. Suicide is a significant public health 

concern with widespread effect on individuals, communities and healthcare 

organisations. Suicide prevention is an important health political goal in society 

at large WHO calls for increased awareness and for making suicide prevention 

a higher priority on the global public health agenda. Early identification and 

effective management of mental disorders are among the prioritised 

interventions to prevent suicide [3].  

Patients hospitalised in mental health wards are at high risk of suicide [4, 5]. 

Mental disorders are associated with greater risk for suicide, and is not uniquely 

associated with any single disorder [6]. Furthermore, most individuals who 

attempt suicide have a mental illness, making it the most important predictor of 

suicide [7]. Preventing suicide in hospital wards is a high priority area for 

patient safety in many countries, including the UK, Canada, USA and Norway, 

among others [8-11]. 

Preventing inpatient suicides is a complex and uncertain task. First, suicidal 

behaviour is multifaceted and differs across genders, age groups, geographic 

regions and socio-political settings, and it is variably associated with different 

risk factors, suggesting aetiological heterogeneity. Consequently, each patient 
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needs to be understood and approached differently [12]. Second, research on 

suicide prevention in wards is highly challenging due to ethical and 

methodological issues [13], the heterogeneity of suicidal behaviour and low 

base rates [14]. Third, predicting suicides at the level of the individual patient 

is challenging, and instruments used to categorise patients into high-risk groups 

do not enable HCPs to predict which patients will die by suicide in wards [4, 

15, 16]. Thus, clinical decision-making regarding suicide risk involves a high 

degree of uncertainty [17, 18]. The complexity and uncertainty of managing 

suicidal behaviour and preventing suicides further challenges patient safety 

efforts directed toward this field.  

1.1.2 Understanding patient safety in mental 

healthcare 

Our understanding of the safety of patients hospitalised during a suicidal crisis 

is limited. In 2009, Brickell et al. [19] stated that despite unique patient safety 

issues in the mental health context, in particular safety issues related to 

seclusion, restraint use, self-harming behaviour and suicide, scientific literature 

and sound evidence to guide health system policies for safe delivery of care in 

mental health is lacking. Still, a decade later, in a systematic review of the 

literature, Thibaut et al. [20] found few peer-reviewed empirical studies on 

patient safety and suicidal behaviour. 

When knowledge of patient safety in mental health settings is limited, patient 

safety efforts draw on perspectives and tools from the patient safety discipline 

in general [19]. However, mental healthcare poses unique challenges for patient 

safety, in particular, due to the risk of harm to self [20]. Studies report that 

different safety practices are enacted in mental healthcare simultaneously. The 

personalised-psychological safety and therapeutic safety are practised during 

personal contact with patients, and the technical safety and disciplinary safety 

attempt to reduce risk through barriers, such as physical infrastructure and 

surveillance systems [21, 22]. The existing literature implies that the ontology 

of patient safety in mental healthcare may embrace more than just avoidance of 

harm through applying barriers.  
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Different fundamental assumptions regarding what we perceive as causes for 

errors affect the measures we take to improve safety [23, 24]. A common 

understanding of patient safety, in general, assumes that hazards can be 

assessed and controlled through different barriers and control systems [25], 

such as physical infrastructure and the documentation of suicide risk [21, 22, 

26]. This implies measures directed toward the avoidance, prevention and 

amelioration of adverse outcomes or injuries stemming from the process of 

healthcare [27]. Safety is assumed to be achieved when procedures are well 

implemented in practice without deviations from the standard. The approach 

assumes a linear causality in which the implementation of a safety measure will 

give predictable outcomes in clinical practice [28]. While this approach can 

provide successful outcomes in systems that are well understood, well tested 

and well-behaved, it has some limitations when applied to complex and 

dynamic practices in which the risk is not completely understood [29]. Clinical 

practice for patients hospitalised during a suicidal crisis is not completely 

understood.  

Mental health wards are perfect examples of complex adaptive systems that 

consist of active agents (e.g., patients, healthcare professionals from multi-

professional groups) that are interconnected, influence each other and their 

behaviours coevolve [30]. Resilient healthcare draws on multiple theories from 

safety science, which acknowledge that healthcare is increasingly recognised 

as a complex adaptive system. Resilience is perceived as a set of actions or 

processes that allows the system to adapt to expected and unexpected 

conditions [29, 31]. Its rationale lies in the fundamental assumption that 

healthcare systems are non-linear, their conditions vary and deviations from the 

standard are necessary to maintain high-quality care [29]. Thus, adaptations are 

perceived as a source of safety to deal with challenges and changes in everyday 

practices [29, 32-34]. HCPs constantly make trade-offs between competing 

goals, adapt to complete their work and apply sensemaking skills to increase 

their situational awareness of ill-structured situations [35]. These strategies 

demonstrate adaptive capacities in healthcare, which are vital to deal with 

challenges and changes in clinical care [33]. In this thesis, patient safety is 

understood through the characteristics of resilient healthcare.  

Hollnagel, Braithwaite and Wears [28] emphasised that to understand complex 

practices in healthcare, information must be obtained from multiple sources, 
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such as HCPs, patients, next of kin and managers. HCPs have been the primary 

information source of knowledge on their adaptation in clinical care [36]. 

Patients are acknowledged as a source of knowledge on healthcare, with unique 

insights and tacit knowledge that can fill knowledge gaps [37].  

1.1.3 Suicidal patients’ experiences of safe clinical 

practice 

Patient experience is one of the central pillars of quality in healthcare, alongside 

clinical effectiveness and patient safety [38]. Patients have complementary 

perspectives to those of the HCPs regarding their values and needs [39]. The 

information they provide about adverse events has been found to be valid across 

multiple studies [40].  

The term “patient experiences” is used broadly in the literature, and studies 

have often considered patient’s needs, expectations, experiences of care and 

interaction with HCPs. The literature reflects that patient experiences are not 

produced by the patient alone; they are shaped within a context [41-43]. One 

approach to gain a deeper understanding of differences between individuals and 

the way they experience the world is to describe the suicidal patients’ life-world 

[44]. Their life-word has often been seen as a function of patient’s internal and 

external factors [41, 42, 45] and patient experiences represents a valuable 

source of knowledge regarding safety. Nevertheless, the literature on patents’ 

experiences with safety in mental healthcare is limited [1, 19], and no studies 

have explored suicidal patients’ experiences with safe clinical practice. 

However, the literature has provided insight into some of the conditions that 

affect patients’ psychological safety in mental health wards. Stenhouse [42] 

found that patients hospitalised in acute mental health wards talk about safety 

in terms of psychological and physical safety. They expect to be safe from 

themselves, others, and from the outside world while they are hospitalised in 

acute care. Patients’ experiences of feeling safe during hospitalisation in mental 

health wards have been tied to being protected, in terms of feeling safe from 

self and others, using the ward as an escape, refuge and isolation [42, 46-51]. 

Patients feel unsafe while witnessing or experiencing violence in the ward [52-

55]. Feeling safe or unsafe have been tied to experiencing autonomy or lack of 
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autonomy, such as involuntary admission and non-consensual treatment [53, 

56, 57]. Furthermore, HCPs’ ability to establish trust and to listen has been 

found to affect patients’ perceptions of safety [53, 58].  

Numerous reviews have synthesised the qualitative literature on patient 

experiences with single measures related to safety in mental health wards in 

general, e.g., locked doors [59], involuntary hospitalisation [57, 60, 61], 

cohesive measures [62], isolation [51], seclusion and being physically 

restrained [50, 63-65]. However, no reviews have synthesised suicidal patients’ 

experiences with safety during hospitalisation in mental healthcare.  

Suicidal patients’ experiences with diverse safety measures have been studied 

only to a limited degree. Although asking patients at high risk for suicide about 

suicidal ideations is not associated with increased suicidal ideation [66], little 

is known about how suicidal patients experience suicide risk assessment. 

Patient experiences of being under constant observation have been studied only 

to a limited degree [67, 68], and no studies have documented suicidal patients’ 

experiences of using a safety plan. Although HCPs’ experiences and use of 

lethal means restriction have been explored [69, 70], no studies have 

documented suicidal patients’ experiences of lethal means restriction or being 

deprived from their personal belongings in hospital wards.  

1.1.4 HCPs’ experiences of safe clinical practice for 

suicidal inpatients 

Safe clinical practice from the HCPs’ perspective is twofold. Although it is well 

documented that working with suicidal inpatients depends on having engaging and 

responsive relationships with the patients [71-75], HCPs also need to take care of 

themselves, to care for the patients [73].  

In a Norwegian mental healthcare setting, Hagen et al. [73] found that HCPs’ need 

to be close with suicidal patients’ had to be balanced with distance to provide good 

care for both patients and themselves. HCPs who care for suicidal patients carry 

an emotional burden and experience fear of being held accountable for suicide 

[73, 76-78]. HCP may distance themselves to protect themselves from emotional 

burden [79].  Attempts to deal with the fear of blame can cause a drift away from 

the personalised and individualised care [21, 22, 26]. In an Australian mental 
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healthcare setting, Plumb [21] found that HCPs attempted to tame a sense of 

personal anxiety through the use of safety measures, e.g., standardised forms 

and physical barriers.  

Suicide risk assessment has been debated to move the focus away from the 

individual patient and cause a disconnect with suicidal patients [26, 80, 81]. A 

study of HCPs in a Norwegian clinical setting found that they experience 

conflicting goals when focusing on connection and suicide risk assessment, the 

consequence of which is limited direct care for suicidal patients [81]. 

Furthermore, HCPs’ clinical decision-making regarding suicide risk is 

characterised by trade-offs between multiple goals [82] and the use of intuition 

[83]. Constant observations have been experienced as an interchange between 

exerting control and building the therapeutic relationship emphasising a 

dynamic practice [84]. While the limited existing evidence imply complex 

work practices are involved in ensuring safe clinical practice, no studies have 

yet explored how HCPs experience the challenges and adapt to them in 

everyday clinical practice for suicidal inpatients.  

1.2 Aim, objectives and research questions 

To increase our knowledge of safety of patients hospitalised during a suicidal 

crisis, there is a need to understand the idiosyncrasy of safety in this context 

and to acknowledge its complexity [28]. To date, the knowledge of how safe 

clinical practice is experienced by suicidal patients in this setting and how 

HCPs experience challenges and adapt to them in everyday clinical practice is 

lacking.  

The overall aim of this thesis is, therefore, to gain a deeper understanding of 

the complexity of safe clinical practice for patients hospitalised in mental health 

wards during a suicidal crisis, as experienced by patients and HCPs. More 

specifically, the thesis objectives are to:  

1. Synthesise and describe the qualitative literature regarding suicidal

patients’ experiences of safety during hospitalisation in mental

healthcare.

2. Explore suicidal patients’ experiences of safe clinical practice during

hospitalisation in mental healthcare.
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3. Explore HCPs’ experiences with safe clinical practice for patients

hospitalised during a suicidal crisis.

4. Synthesise characteristics of the complexity of safe clinical practice for

patients hospitalised during a suicidal crisis.

Objectives 1-3 were addressed in three separate sub-studies with the following 

specific research questions:  

a) How can we describe suicidal patients’ experiences regarding safety

during psychiatric in-patient care? (Sub-study I)

b) How do suicidal patients experience safe clinical practice during

hospitalisation in mental health wards? (Sub-study II)

c) How can we describe the adaptive capacities that HCPs use to ensure safe

clinical practice for patients hospitalised during a suicidal crisis? (sub-study

III)

Objective 4 is addressed in this thesis synopsis and synthesis of findings 

(Chapter 5 and 6).  

1.3 Articles included in the thesis 

Three articles are included in the thesis: 

I. Berg, S.H., Rørtveit, K. & Aase, K. (2017) Suicidal patients’

experiences regarding their safety during psychiatric in-patient

care: a systematic review of qualitative studies. BMC Health

Services Research, 17

II. Berg, S.H., Rørtveit, K., Walby, F.A. & Aase, K. (2020) Safe

clinical practice for patients hospitalised in mental health wards

during a suicidal crisis: a qualitative study of patient experiences.

Submitted to BMJ open.

III. Berg, S.H., Rørtveit, K., Walby, F.A. & Aase, K. (2020) Adaptive

capacities for safe clinical practice for patients hospitalised during

a suicidal crisis: a qualitative study. BMC Psychiatry. 20 (1): 316
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2 Contextual background 

This chapter briefly outlines background knowledge on suicidal behaviour, the 

main approaches to suicide prevention in hospital wards and the Norwegian 

suicide context.  

2.1 Suicidal behaviour 

In this thesis, suicidal behaviour includes a suicide attempt and/or active 

suicide ideation [12]. Non-suicidal self-injury with no intent to die has not been 

addressed in the thesis. By using the term suicidal crisis, I refer to severe 

suicidal behaviour with an acute, high intensity affect the state, which requires 

hospitalisation in mental healthcare (either in open or locked wards).  

The link between suicide and mental health is well established and highlights 

the importance of mental healthcare to address mental disorders [6]. Aside from 

past suicide attempts, psychopathology is the most important factor in suicide 

and is strongly associated with other forms of suicidal behaviour [6, 7]. 

Unipolar depression and bipolar affective disorders have the greatest impact on 

suicide risk [85-87] and account for half of the suicide deaths [88]. Suicide risk 

among individuals with depression is associated with feelings of hopelessness 

[88]. Individuals with schizophrenia and psychotic disorders are also at 

heightened risk of suicide [89-92]. Alcohol and drug-related disorders might 

exacerbate underlying risk and increase risk of impulsive suicidal behaviours 

[6]. Comorbidity is the rule rather than the exception [2], and suicidal behaviour 

is characterised by etiologic heterogeneity [13]. This thesis emphasises suicidal 

behaviour across diverse mental illnesses to better understand the variability of 

safe clinical practice for patients in a suicidal crisis.   

2.2 Clinical practice for suicidal inpatients 

Clinical practice for suicidal patients faces numerous challenges. Detecting 

patients at high suicide risk in mental health wards is excessively challenging. 

In a systematic review of prediction models for suicide attempts and deaths, 

Bradley et al. [93] concluded that the models offer limited practical utility in 

predicting suicide mortality. Their accuracy in predicting a future event is near 
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zero, which means using these models would produce high false positive and 

negative rates if implemented in isolation. Likewise, the predictive value of 

categorisation of inpatient suicide risk is low. Consequently, most patients 

categorised at high risk do not die from suicide while being hospitalised, while 

some patients categorised at low risk will die by suicide in hospital [4].  

A distinction is sometimes made between distal risk factors and proximal risk 

factors for suicide. Warning signs are proximal risk factors related to current 

functioning, with a proximal (minutes to hours) rather than a distal relationship 

to suicidal behaviour. Examples of warning signs of suicide are hopelessness, 

anger, feeling trapped and dramatic mood changes [94]. Although warning 

signs can be used to detect acute phases, a limited number of studies have 

examined such proximal risk factors [95]. 

For nearly half of the individuals who have attempted suicide, the process from 

the emergence of the first suicidal thoughts to the accomplishment of suicide 

attempt was 10 minutes or less. The other half had longer suicidal processes 

[96]. The literature implies that the risk of suicides is fluctuating, demanding 

constant alertness during inpatient care. 

Although most patients verbalise their suicidal ideations, suicide risk 

assessment is also challenging because some individuals do not disclose their 

suicidal ideations to HCPs. The literature indicate a connection between the 

severity of mental illness and the lack of verbal communication of suicidal 

ideation [97, 98]. Studies that compared patients with depressive disorder with 

controls found that the lack of willingness to report suicidal thoughts 

significantly differentiated the serious attempters from individuals with mild 

suicidal ideations and attempts [98]. Fredriksen et al. [99] found that patients 

hospitalised with psychotic depression could not identify and communicate 

psychotic symptoms and suicidal behaviour during their psychotic episode. 

Shame and trust issues have been described to inhibit patients to verbalise their 

suicidal ideations during suicide risk assessment [100-102]. A study of 26 

inpatients found that patients who made a suicide attempt after reporting no 

suicidal thoughts during a healthcare visit where either not experiencing 

suicidal thoughts at the time of the consultation or did not report them due to 

fear of stigma, clinicians’ overreaction or loss of autonomy [101]. Lack of 

verbal reporting has also been related to the communication approach taken by 
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the HCPs.  Hagen et al. [103] found that some patients wanted HCPs to go 

deeper into the situation and their thoughts to detect suicidality. Patients who 

don’t verbalise their suicidal ideations have experienced extreme difficulty in 

communicating their distress at the moment of crisis, and lack of trust that other 

persons would be of any help, emphasising the importance of a supportive 

environment [102]. 

Despite challenges, suicides are preventable by multiple interventions. Bernert 

et al. [18] reviewed multidisciplinary clinical practice guidelines on suicide 

prevention across ten formalied clinical practice guidelines and the prevalence 

of different measures across guidelines. They found that the guidelines 

recommended assessing evidence-based suicide risk factors, suicidal intent 

and recommended treatment as well as restricting access to lethal means and 

post-intervention practice recommendations. 

The evidence does not support the use of risk scales in suicide risk assessment 

[104, 105]. The British National Institute for Health and Care Excellence 

(NICE) guidelines advises avoiding using tools and scales to predict suicide. 

The NICE guidelines recommend HCPs to identify and agree with patients 

regarding their specific risks [106]. Although Large et al. [16], have stated that 

risk categorisation of individual patients has no role to play in preventing 

suicide of psychiatric inpatients, despite low predictability, it is not advised to 

omit suicide risk assessments [17, 107, 108]. According to Jacobs et al. [108], 

the goal of suicide risk assessment is not to predict suicide but to understand it 

and allow for a more informed intervention. Collaborative assessment and 

management of suicidality (CAMS) is an evidence-based suicide specific 

approach proposed by Jobes [109]. Using CAMS, the clinician endeavours to 

understand the patients’ suffering from an emphatic, non-judgmental 

perspective, attempting to understand this suffering through the perspectives of 

the suicidal patient [109]. Recommended principles to guide the clinical 

process have been directed toward: the therapeutic relationship, communication 

and collaboration, documentation and cultural awareness [110]. The European 

Psychiatric Association emphasises that suicide risk assessments should always 

be comprehensive; include medical, psychological and social perspectives; and 

always be performed in an emphatic, not mechanistic way [17]. 
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It is considered unethical to assign suicidal patients to a control non-treatment 

condition to determine whether constant observation (close observation/nurse 

observation) has a preventive effect [111]. As such, no study has examined 

whether being under observation reduces the number of suicide attempt, the 

patients' suicide risk or suicidal ideations [76]. Several studies have identified 

how being under constant observation is experienced as non-therapeutic, 

related to, e.g., lack of acknowledgement, lack of privacy and lack of empathy 

[67, 68, 112-114].  Although constant observations are commonly understood 

as a safety measure rather than a therapeutic intervention, Cutcliffe and Barker 

[112] argued that they are important for caring for suicidal patients because

they facilitate engagement and inspire hope.

Safety planning aims to reduce suicidal behaviour by identifying coping skills 

and strategies. Safety planning is associated with reduced suicidal behaviour 

and increased treatment engagement among suicidal patients following 

discharge [112, 115]. Its efficacy depends on a collaborative approach between 

the HCPs and the patient [116].  

Follow up contact within seven days after discharge has been found to reduce 

suicides significantly within three months of discharge [117]. Appropriate 

follow-ups reduce suicidal risk and include scheduled reappointments, phone 

contact and/or active involvement of family members [17].  

Cutcliffe et al. [118, 119] studied suicidal patients’ experiences with discharge 

and found an increased vulnerability in terms of feeling lost, uncertain, 

disorientated, isolated and anxious about leaving the place of safety, 

emphasising why preparedness at discharge is essential.  

Since mental illness is a major risk factor for suicidal behaviour, clinical 

approaches to suicidal behaviour, i.e., pharmacotherapy (e.g., antidepressants 

for adults with a mood disorder, clozapine for psychotic, lithium with a mood 

disorder) and psychotherapy (e.g., cognitive behavioural therapy, dialectical 

behavioural therapy), contribute substantially to the prevention of suicide [14, 

120-122]. Patients with suicidal behaviour seem to prefer a participating

approach as opposed to an observing approach when being treated by

physicians [123]. In studies on being cared for by mental health nurses, suicidal

inpatients have emphasised confirmation [124],  openness,  trust, meeting on
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equal terms, being met by someone who addresses the matter [125], 

experiencing connectedness, meeting someone who cares [126], individualised 

treatment/care [103] and therapeutic engagement [72] as vital for surviving the 

suicidal crisis.  

There is strong evidence for restricting access to lethal means in the general 

society (e.g., toxic analgesics, fire arms, pesticides, barriers at sites for 

jumping) [14] to prevent suicides. Likewise, removal of ligature points in the 

hospital wards decreases the overall inpatient suicide rates [117, 127].  

A 15-year observation study of more than 300 000 admissions to German 

mental health wards found that locked doors might not prevent suicide and 

absconding. Compared to treatment in locked wards, treatment in open wards 

was associated with a decreased probability of suicide attempts [128]. 

Nevertheless, causal inferences cannot be drawn based on observational 

studies, and little is known about which patients benefit from being behind 

locked doors, when, and why. Locked doors appear to affect their psychological 

feeling of safety due to being a place for escape and refuge [129, 130], 

preventing them from harming themselves [59]. They attempt to regulate 

stimulation from the overwhelming outside world during psychotic episodes 

[131]. Disadvantages of locked doors have been related to feeling trapped [59] 

or feeling admitted to prison [51]. Currently, there is a lack of literature on how 

open and locked doors influences safe clinical practice for suicidal patients. 

This thesis therefore studies safe clinical practice across open and locked doors 

to better understand the possible variability of these practices.   

2.3 The Norwegian suicide context 

Suicide rates have remained relatively stable in the last ten years in Norway, 

yielding approximately 12 suicides per 100 000 inhabitants in 2017 [132], 

which is neither high or low compared to the global suicide rates (11,4 per 

100 000 inhabitants in 2012) [3]. Approximately 600 individuals die from 

suicide in Norway each year [132], and approximately 3500-7500 suicide 

attempts occur yearly [133].  

Suicidal behaviour accounted for 54 % of the total admission and 62 % of the 

readmissions to an acute unit for mental health in a Norwegian hospital [134]. 
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Walby et al. [135] found that 67 % of the individuals who had been in contact 

with specialised mental healthcare had been hospitalised at least once during 

the year preceding their death by suicide. On average, 25 suicides occur during 

hospitalisation each year, accounting for 13 % of the total suicides of patients 

treated in specialised mental healthcare. Additionally, 27% of the suicides 

occurred after discharge. The study emphasised that the period during and 

shortly after inpatient care is central to suicide prevention  [135].  

Preventing suicides during inpatient care is a high priority goal for patient 

safety in Norway. The national guidelines for the prevention of suicides in 

mental healthcare systems [136] outlines practices that managers and HCPs in 

specialised mental healthcare should follow. The guidelines recommend 

measures based on the quality of evidence and include all categories of 

measures described by Bernert et al. [18]. In addition, they include 

constant/intermittent observation and recommendations regarding admission of 

patients with chronic suicidality. Nevertheless, the guidelines have been a topic 

for debate, as some HCPs experience clinical practice as being too heavily 

focused on documenting and assessing suicide risk [137-139]. 

In 2014-2018, a patient safety program, including inpatient suicide prevention, 

was implemented in mental health wards in Norway [9]. The program was 

based on the national patient safety campaign “In safe hands,” which targeted 

inpatient suicide prevention [9, 140]. The patient safety program used an 

improvement model [141] to reduce the variability in practice. The model was 

used to reduce the gap between best practice and work as done in clinical 

practice  [9]. A checklist for suicide risk assessment was implemented as a part 

of these patient safety strategies in nearly all mental health wards in Norway. 

The checklist was an instrument for ensuring that a selection of measures was 

implemented and documented, including specialist assessment within 24 hours; 

protective measures, such as observation and security of rooms; suicide risk 

assessment at admission, discharge, and leave; establishment of a treatment 

plan and safety plan; involvement of next of kin in the discharge before leaving 

and in the follow-up agreement [142].  
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3 Theoretical background 

The theoretical background of this thesis is based on fundamental assumptions 

and constructs drawn from resilient healthcare literature [28, 31, 33, 143]. 

These theoretical constructs are used to understand the complexity of safe 

clinical practice for patients hospitalised in mental healthcare during a suicidal 

crisis. All sub-studies were informed by a theoretical pre-understanding rooted 

in resilient healthcare. Viewing safe clinical practice from a broader perspective 

beyond technical and procedural safety was a fundamental assumption in sub-

study I [25]. The construct of adaptations informed sub-study II [25, 30] while 

the construct of adaptive capacities informed sub-study III [29, 32-34]. A set of 

constructs drawn from empirical studies in the applied resilient healthcare 

literature informed the synthesis of findings across the three sub-studies of the 

thesis.  

3.1 Resilient healthcare 

Resilience has become a key concept in safety research and studies of coping 

with system complexity [144-146]. Many definitions of resilience have been 

proposed [146]. However, two main features have been highlighted in the 

literature. First, researchers conducting resilience studies typically justify their 

research by referring to the complexity that makes the systems inherently risky 

[147]. Second, adaptations are perceived as a source of safety and a strategy to 

deal with the inherent complexity of the system [25, 148]. Resilience is then 

perceived as a capacity that allows a system to adapt to expected and 

unexpected conditions [29, 31]. 

The resilient healthcare perspective draws on multiple theories from safety 

science, which acknowledge that healthcare is increasingly recognised as a 

complex adaptive system [29, 31]. This thesis adopted the definition of Wiig et 

al. [33], defining resilience in healthcare as: 

…the capacity to adapt to challenges and changes at different system levels to 

maintain high-quality care (Wiig et al., 2020, p. 6).  
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The definition highlights that adaptive capacity is the central tenet of resilience 

in healthcare. It further emphasises the way resilience might be a capacity at 

different system levels. This thesis has been limited to the micro-level of the 

healthcare system (i.e., clinical care).  

3.1.1 Fundamental assumptions 

Some fundamental assumptions underlie resilience in healthcare and inform the 

theoretical pre-understanding of safe clinical practice in this thesis. Mental 

health wards are understood as complex adaptive systems that consist of active 

agents (e.g., patients, healthcare professionals from multi-professional groups) 

that are interconnected, influence each other and their behaviours coevolve. A 

complex adaptive system has many interactions and interdependencies [30, 32, 

149]. Plsek and Greenhalgh [149] defines a complex adaptive system as:  

“a collection of individual agents with freedom to act in ways that are not 

always totally predictable, and whose actions are interconnected so that one 

agent’s action changes the context or the other agent. (Plsek and Greenhalgh, 

2001, p 625). 

The rationale lies in the fundamental assumption that healthcare systems are 

non-linear; their conditions vary, and deviations from the standard can be 

necessary to maintain high-quality care [29]. When practices are characterised 

by non-linear processes, the result of an action is not predictable. Individuals 

interact and operate on the local information they have, use general principles 

and are sensitive toward the context [32, 150, 151]. Under such complex 

conditions, the adaptive capacity is considered vital to handling challenges and 

changes in clinical care [33, 34, 148]. Adaptation is perceived as a source of 

safety [148], although it is acknowledged that adaptability may also have 

negative consequences [35, 148, 152, 153]. Anticipation, sensemaking, trade-

offs and adaptations/adjustment are examples of adaptive capacities used by 

HCPs and healthcare to contribute to resilience [35]. In mental healthcare, 

individualisation of care have been suggested as an adaptive capacity [145]. 

The focus of resilience in healthcare is on understanding the complexity in the 

system and its deviations from policies and procedures [153]. Consequently, 

the focus is moved away from centralised and top-down driven approaches to 
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safety, toward understanding the flexible, adaptive nature of activities in 

everyday clinical practice and to develop means to support these [143, 154]. 

Safety management is approached through increasing the adaptive capacity of 

the system, e.g., professionals ability to anticipate disturbances and challenges 

before they occur [153] or the system’s ability to support feedback and learn 

from practice [155].  

Additionally, a fundamental assumption in resilience is that safety should not 

be defined solely as the absence of adverse events [25, 153]. To date, it has 

been assumed that safety can be approached by identifying adverse events and 

setting targets to reduce these. Common approaches to reduce adverse events 

have been to reduce non-compliance with procedures and variability in practice 

[143]. Resilience healthcare embraces a broader view on safety through 

considering why things go well, and why and how things are safe [25].  

3.1.2 Applied resilience constructs 

Multiple theories and models have been proposed in resilient healthcare 

literature [154, 156-161]. Yet, a unified conceptual framework is missing, and 

in its current state, resilience consists of an umbrella of constructs and does not 

come down to a single testable theory [146].  

To better understand methodological strategies in empirical resilience research, 

we [36] systematically reviewed studies of resilient healthcare. We found that 

resilience has mainly been studied through HCPs’ perception and behaviours at 

the micro-level of the system (i.e., clinical care), focusing on, e.g., experiences, 

decision processes, sensemaking or adjustments [36]. Despite the existence of 

several frameworks for resilience at the organisational level, e.g., “the four 

resilience potentials” [155], we found lack data at this level [36]. 

By synthesising empirical peer-reviewed studies of resilient healthcare, we 

found that anticipation, sensemaking, trade-offs and adaptations/adjustment are 

prominent theoretical constructs [35]. These constructs are interrelated and 

overlapping, e.g., anticipation is one component of the sensemaking process of 

expert decision-makers [162, 163]. The applied constructs inform possible 

operationalisation of resilience. They are an example of constructs that have 

been studied empirically at the micro-level, i.e., focusing on individual 
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healthcare professionals, healthcare teams or management [35]. The synthesis 

of findings in this thesis is informed by the three constructs of “sensemaking,” 

“trade-offs” and “adaptation” described in detail in the following. 

Sensemaking 

Sensemaking is the process through which individuals work to understand 

novel, unexpected and confusing events [164]. According to Klein et al. [165] 

sensemaking is the process of creating situational awareness. Situational 

awareness refers to the outcome of this process.  

Over the past three decades, researchers have studied decision-making in ‘real 

world’ situations, conceptualised as sensemaking [166]. Sensemaking usually 

takes place when people face an unfamiliar problem and start creating 

knowledge structures to facilitate understanding. Several influential theoretical 

contributions have been made to sensemaking at the individual, team and 

organisational levels [166], e.g., Klein’s [165] cognitive perspective on 

individual sensemaking, Malakis and Kontogiannis’ [167] sensemaking at the 

team level and Weick’s [168] organisational perspective on sensemaking. In 

this thesis, sensemaking is discussed at the individual and team level. 

Kleins’ cognitive perspective on individual sensemaking describes how 

individuals make sense of their experiences with an ambiguous situation in 

particular situations of high complexity or uncertainty in order to make 

decisions [165, 169]. According to Klein [170], sensemaking can be improved 

by having richer repertoires of scenarios. This creates better mental models, 

which can improve the comprehension of critical situations. 

Endsley [170] conceptualise situational awareness as an ongoing awareness of 

one’s environment, especially events that one must understand. At the lowest 

level, it involves turning data into information. At the next level, it involves 

comprehension of the situation and deciphering the meaning of the information. 

The highest level of situational awareness is the anticipation of events via 

mental simulation [170]. 

According to Malakis and Kontogiannis [167], teams employ similar cognitive 

processes to sensemaking as individuals, but with different strategies. 

Collaborative sensemaking is related to team adaptation, common ground, 
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shared team models and shared situational awareness [167, 171]. Shared 

situational awareness is facilitated by having shared mental models and requires 

team members to understand what information others need and how to 

distribute this information [172]. Multidisciplinary training involving HCPs 

who regularly interact as a team is important to establish shared visions and 

values [173, 174]. 

Sensemaking has been perceived as a resilient characteristic [175-178]. 

According to Klein [179], sensemaking involves using resilient strategies to 

adapt to complex and dynamic situations (e.g. , having rich repertoires of 

patterns, sophisticated mental models of how ting work). When HCPs 

understand that an event is changing from normal to abnormal or to a crisis, 

adjustments can be made to prevent it’s development proactively [35]. 

Sensemaking is then important for anticipatory thinking, responding and 

monitoring [156, 180]. Anticipatory thinking is a mark of expertise in most 

domains, and studying sensemaking in complex situations increases knowledge 

about expert performance [162]. Experts possess automaticity of processes, 

learned skills, mental models and schemas of prototypical situations, helping 

them make sense of comprehensive and complex information through a high 

level of situational awareness [179]. Novices may fail at several levels of the 

exercised situational awareness; detecting critical information in the situation, 

comprehending the situation and anticipating the future development of the 

situation [163, 181].  

According to Klein [179] expert decision makers in natural settings rely heavily 

on intuition. Instead of perceiving intuition as a source of bias and error, Klein 

[179] propose that intuition can be strengthened by providing broader

experience that helps people build better tacit knowledge, richer mental models

and thus improve their decision making. Likewise, Benner [182] claim that the

expert HCPS has an intuitive grasp of the situation. The expert HCP no longer

rely on rules to understand the situation and take appropriate action. HCPs’

expertise develops gradually from novice to expert from developing relying on

rules, to detect meaningful cues in the situation and finally relying on long-term

goals [182].

Although sensemaking has been studied in the medical context [183-186], no 

studies have been conducted in the field of suicidal inpatients. The literature 



Theoretical background 

20 

indicates that intuition is involved in suicide risk assessment [73, 83, 187]; 

however, this has been an underexplored domain in suicide research.  

Trade-offs 

Tensions between goals are inevitable in a complex adaptive system, and HCPs 

cope with goal conflicts by making dynamic trade-offs [188]. According to 

Wears et al. [189], trade-offs have been perceived as an essential characteristic 

of resilience that allows HCPs to adapt to tensions between diverse goals and 

values through sacrificing lower for higher-level goals. In clinical care, trade-

offs are often made at the staff level and the patient level (clinical goals, risks 

or benefits).  

Trade-offs are relevant to clinical care for suicidal patients, as the HCPs 

confront complex ethical, legal and psychological questions while managing an 

urgent circumstance [190]. A study conducted with community-based mental 

health workers in the UK revealed a complex decision-making process 

comprising uncertainty and trade-offs regarding patients’ clinical needs, patient 

desires, legal and procedural obligations and resource considerations [82]. The 

findings indicate that trade-offs are used as a strategy to cope with complex 

decision-making in the clinical care of suicidal patients. 

Adaptations 

In resilient healthcare literature, adaptations are perceived as a practice enacted 

to cope with complexity and variations in the work environment and to match 

the local work conditions [29, 148]. Hollnagel [25] stated that while the 

approximate adjustments are the reasons why everyday work is safe and 

effective, it is also the reason why things sometimes go wrong. According to 

Hollnagel [25], the central issue is to understand why humans adjust and how 

their work conditions vary. The challenge of adapting to complexity is the 

unpredictability of its consequences [148]. Studies found that while the 

adaptations made can make sense locally, the outcomes are not necessarily 

successful for the patient in the long term or other parts of the systems [35]. 

According to Ellis et al. [30], adaptations are central to mental health. 

Adaptations ensure that care is individualised and that care responds adaptively 

to ensure that patients experience good health. Ellis et al. [30] furthermore 
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emphasised the importance of having a shared vision to ensure adaptations are 

made to match patients’ preferences. Nevertheless, little is known about 

adaptations made in safe clinical practice for patients hospitalised during a 

suicidal crisis. A study finds an interchange between exerting control and 

building the therapeutic relationship in constant observation [84]. This might 

imply that HCPs adapt to suicidal patients’ variability in the context.  
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4 Methodology 

This chapter discusses the methodological approach applied in the thesis. It 

presents the philosophical underpinnings of the thesis, the chosen research 

design, data collection methods, sampling and participants, data analysis and 

ethical considerations. Finally, the quality of the research is discussed.  

4.1 Philosophical underpinnings 

This thesis is based on phenomenological and hermeneutic philosophy. While 

phenomenology is a philosophical approach to the study the world of 

experiences [191], hermeneutics is the philosophy of understanding gained 

through interpretation [192]. The thesis is based on the phenomenological- 

hermeneutical approach, as described by Dahlberg et al. [191]. They do not 

perceive phenomenology and hermeneutics as separate entities but emphasise 

a common ground for different philosophers, such as Husserl, Gadamer, 

Merleau-Ponty and Heidegger.  

Husserl [193] proposed that we could not talk about experiences without 

talking about meaning at the same time and that meaningful experiences 

belong to the lifeworld and the everyday context in which we live our life. 

Husserl’s phenomenological approach to research is to describe how humans 

experience the world, what the world is and what it means for humans. 

Merleau-Ponty [194] introduced the concept of perception, suggesting that the 

world we investigate has two faces: we judge the world based on our 

experiences, but at the same time, the world is present even if we are not aware 

of it at the moment. Heidegger [195] and Gadamer [196] emphasised that 

hermeneutic is the essence of human understanding in that our understanding 

of the world is derived from the interpretation of it. The authors pre-

understanding was always used in searching for an interpretation, as described 

in the hermeneutic circle [196]. As such, our pre-structures and pre-

understanding as researchers are of importance. Dahlberg et al. [191] argued 

that the life-world perspectives are central to both phenomenology and 

hermeneutics. Through the phenomenological-hermeneutic approach, 

Dahlberg et al. seek to know how the implicit and tacit become explicit and 
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can be heard, and how the assumed becomes problematised and reflected upon. 

These meanings are often implicit, tacit and taken for granted. 

Studying experiences of practice  

This thesis, therefore, draws on central ideas from both phenomenology and 

hermeneutics to form explicit knowledge and describe the meaning of the 

phenomenon of the complexity of safe clinical practice for suicidal patients 

within the context of mental health wards [191]. The phenomenon of interest 

is not a study of individual experiences (i.e., suicidality) per se; it is about how 

the phenomenon (i.e., the complexity of safe clinical practice) manifests itself 

in experiences [197]. The word practice refers commonly to an action, rather 

than thoughts or ideas and is normally used to describe what happens in real 

life as opposed to what you think will happen in a particular situation [198]. In 

this thesis, practice is understood through the phenomenological-

hermeneutical life-world approach. Through the participants’ experiences, I 

endeavoured to understand how things happened in clinical care situations, 

rather than in normative practice; how things are supposed to happen in clinical 

care [191]. 

Patients have knowledge of their life-worlds, the context of which is being 

hospitalised in a mental health ward during a suicidal crisis. Patients have 

experiences of their needs, how the healthcare system approaches their needs 

and how they perceive and make sense of safe clinical practice. Additionally, 

HCPs have knowledge about their lifeworld in which their context involves 

caring for and treatment of suicidal inpatients. They have experiences from 

their encounters with patients and from adjusting to and making sense of safe 

clinical practice.  

Collecting these experiences depends on interpretations and perceptions of the 

researcher [191]. The phenomenological-hermeneutical approach embraces 

the need to both clarify pre-understanding inspired by phenomenological 

traditions as well as approach data with sensitive to openness and dynamically 

move between focusing on data and interpretations, which is inspired by 

hermeneutical traditions [191]. 
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Clarifying my pre-understanding 

Clarifying my pre-understanding is of importance from the philosophical and 

methodological perspective of this thesis. As there exists no scientific tabula 

rasa, there is no “uncontaminated” place to start the research project [191]. 

Making sense of what is being said or written involves interpretation, and one 

is not necessarily aware of one’s preconceptions in advance. Bridling is one 

way to deal with pre-understanding, according to Dahlberg et al. [191]. 

Bridling is directed toward restraining one's pre-understanding. It is an attempt 

to acknowledge that the researcher is influenced by preconceptions, 

experiences and expertise before encountering the research participants. This 

realisation allows the researcher to focus closely on the participants’ stories 

and uncover their experience.   

My pre-understanding was highly influenced by my experiences of working 

with suicidal patients. I started working at the current university hospital in 

2006 as an assistant therapist in locked wards, protecting suicidal patients 

during observation. My clinical interest in suicide prevention started in 2008 

when I worked as a therapist with the acute ambulatory team and had daily 

encounters with individuals in a suicidal crisis. The ambulatory teams have 

specialist competence in suicide prevention in hospitals, which led me to 

participate in the hospital’s resource group for suicide prevention. I was 

involved in developing educational material to implement the national 

guidelines for suicide prevention at the hospital, and I started to educate the 

staff in suicide prevention. As a psychologist, I did clinical work at open 

hospital wards for adult mental health, acute and ambulatory teams and out-

patient clinics. My clinical pre-understanding has made me acknowledge that 

inpatient suicide prevention is challenging, dependent on collaboration among 

HCPs and on the therapeutic relationship.  

I have an academic background in organisational psychology, clinical 

psychology and safety science, involving topics such as naturalistic decision-

making, accident investigation, socio-technical system theory, psychosocial 

support systems and different approaches to psychotherapy. All these topics 

have informed my pre-understanding.  
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A study protocol [199] (see Appendix 1) was published to acknowledge my 

pre-understanding and clarify pre-concepts at the start of the PhD project [191]. 

In the early development of the project, I was interested in the fact that 

concepts and interventions were applied from the patient safety discipline in 

general to mental health without understanding the uniqueness of patient safety 

in mental health from the patient’s perspective. I assumed patients emphasised 

other topics important to safety, such as the patient-HCPs interaction [19]. This 

pre-understanding was of importance when studying the patients’ perspectives 

of safety in the existing literature in sub-study I.  

With a background in safety science, I also understood healthcare as a complex 

system. I was interested in how the multiple demands from macro-level 

affected the safety behaviour in the sharp end of the system and generated 

conflicting goals between safety measures and the clinical work [200]. 

Informed by resilience concepts [201], I also assumed that HCPs needed to 

adjust their work and that their approaches may deviate from standard 

procedures [25]. I presented the PhD project at the hospital and national 

conferences. I reflected upon how to best explore complexity in mental health. 

Together with KAA, we studied concepts that have been operationalised in 

empirical studies of resilience in healthcare [202]. Based on this insight, I 

chose to study patient experiences to understand complexity and variability 

(sub-study II) and HCPs experiences to understand adaptations and adaptive 

capacities (sub-study III).  

The PhD project has also been affected by my co-researchers’ pre-

understandings. KAA has an academic background in safety science and 

patient safety research and is trained as a safety engineer. She has approached 

the sub-studies with an awareness that safe clinical practice reflects 

expressions of different stakeholder perspectives (patient and HCPs) and 

resilient characteristics. KR has an academic background in hermeneutic 

philosophy and a clinical background as a mental health nurse. She has 

approached the sub-studies with a focus on the subjective participants’ 

experiences and life-worlds. FAW has an academic background in suicide 

research and a clinical background as a consultant clinical psychologist in 

specialised mental healthcare. He has approached the sub-studies with an 

understanding of the nuances and complexity of clinical practice.  
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Sensitive openness 

Pre-understanding also involves approaching data with sensitive openness 

during the interviews and analysis. According to Gadamer [196], openness is 

a way of being; a desire to listen, see and understand something in a new way. 

It demands sensitivity to the unpredicted and unexpected and the flexibility to 

explore the world in a new way. It is about leaving aside expectations and 

assumptions, allowing the meaning and phenomenon to emerge. This demands 

attentiveness, engagement and openness as the participants speak before going 

back to analysis, re-listening to the story, trying to make sense of pre-

conceptions that influence what is said. For example, when being interested in 

safe clinical practice, the patients should not be afraid to talk about their 

experiences with unsafe practice [191]. This involves an inductive approach 

and curiosity about the experienced reality to understand the phenomenon of 

interest [191].  

When we are open to the meaning, we see the particularity, that is, what makes 

each participant’s life-world unique. This is of particular relevance when 

understanding the complexity of safe clinical practice, especially internal 

dialectic and its dimensions. However, this sensitivity is not in opposition to 

generality. Generalisations take the form of a description of the structure of 

meanings and the essences, the main interpretation and comprehensive 

understanding [191]. As such, the analysis should be balanced between 

structuring the essences and being attentive to particulars. 

The hermeneutic circle  

The PhD project was informed by the hermeneutic circle, which is a central 

idea in hermeneutic theory concerned with the dynamic relationship between 

the parts and the whole [196]. The hermeneutic circle considers seeing both 

parts and wholes for each sub-study as well as seeing the whole when 

synthesising the results across each sub-study. Although the process of analysis 

in phenomenological hermeneutic approaches can be described in linear 

stages, the process of interpretation during analysis is rather dynamic and non-

linear, moving back and forth through a range of different means to being close 

and having a distance to the data [203]. In the thesis, the sub-studies were parts 
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of a whole and were integrated into synthesis to develop a new understanding 

[196].   

4.2 Research design  

A qualitative case study design was used, including a systematic review, 

individual interviews, and focus group interviews, to collect data on the 

complexity of safe clinical practice for patients hospitalised in mental 

healthcare during a suicidal crisis. Typically, a case study focuses on a 

particularly complex phenomenon within a real-life context and utilises 

various data collection methods and multiple sources of evidence to provide 

an in-depth understanding of the context and process [204]. The case was 

defined as the complexity of safe clinical practice for suicidal patients, and 

mental health wards were defined as its context. Thus, the focus of the study 

was to understand practice and processes, as opposed to understanding the 

particular organisation [204].  

Case studies can adopt single or multiple designs, both of which can be holistic 

or embedded (multiple units of analysis) [204]. To best understand the 

complexity of safe clinical practice, I chose a single case study with multiple 

units of analysis. The embedded units of analysis consisted of patients’ 

experiences and HCPs’ experiences. A single case design enables the case to 

be understood in-depth, and two embedded units of analysis allow the case to 

be informed from several directions [204].  

The case study consisted of three sub-studies to study the two embedded units 

of analysis: patients’ experiences (sub-study I and II) and HCPs’ experiences 

(sub-study III), as shown in Table 1.  
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Table 1 Overview of the three sub-studies. 

Embedded 

unit of 

analysis  

Patients’ experiences Healthcare professionals’ 

experiences 

Sub-study Sub-study I Sub-study II Sub-study III 

Data 

collection 

methods 

Systematic 

review 

Individual 

interviews 

Focus group 

interviews 

Individual 

interviews 

Participants/

material 

20 peer 

review 

articles 

18 patients 25 HCPs 18 HCPs 

Timing for 

data 

collection 

2014 and 

updated 

2016 

May-Des 

2016 

May 2016 May-Des 2016 

Analysis 

methods 

Thematic 

analysis  

Content 

analysis 

Content analysis and 

Sequential triangulation 

Articles Article I Article II Article III 

 

Each unit of analysis was studied with an inductive approach, moving from 

data to a theoretical understanding [205]. Patients’ experiences were first 

addressed in sub-study I, which described and synthesised the qualitative 

literature on suicidal inpatients’ experiences of safety and outlined themes 

related to safe clinical practice (article I). Sub-study I informed sub-study II, 

describing experiences of safe clinical practice for patients hospitalised during 

a suicidal crisis using an empirical approach (article II).  

HCPs’ experiences were first explored in focus groups. The interview guide used in 

the focus groups was informed by empirical studies of HCPs experiences of working 

with suicidal patients.  The results from the focus group interviews informed the data 

collection of HCPs experiences in individual interviews. Both datasets were 

triangulated in sub-study III, which described capacities to adapt to challenges 

and changes in clinical care for patients hospitalised in mental health wards during a 

suicidal crisis (article III).  
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When choosing methods in the thesis, the overall aim was to gain a deeper 

understanding of the complexity of safe clinical practice for patients 

hospitalised during a suicidal crisis. As little is known about the topic, we 

considered it important to approach the data with an inductive approach and 

with sensitive openness [191]. I chose literature review [206, 207], focus group 

interviews [208], and individual interviews [191] to gain a deeper 

understanding of the safe clinical practice. A multi-method approach was used 

to triangulate data from the focus groups and individual interviews [209]. 

4.3 Methods  

4.3.1 Literature review (sub-study I)  

We conducted a literature review of the qualitative literature to achieve a 

greater understanding of our chosen topic and attain a level of conceptual and 

theoretical development in line with Campbell et al. [210]. Synthesis of 

qualitative research involves combining or integrating parts into a whole. The 

results of the synthesis are in conceptual terms greater than the sum of the parts 

[210]. However, synthesising qualitative data is a more complex and contested 

territory compared to synthesising quantitative studies, and the methods are 

less developed [206].  

Thematic synthesis [206] is one method of qualitative research synthesis. 

Thematic synthesis was developed in particular for conducting a systematic 

review of qualitative studies and addressing questions about people’s 

perspectives and experiences in a structured way [206]. Thomas and Hardens’ 

[206] thematic synthesis, in addition to thematic analysis by Braun and Clark 

[211], was chosen to systematically review the qualitative studies of patient 

experiences (sub-study I). The approaches helped collect and synthesise the 

data in a systematic manner reflecting the original content to gain new insights 

into patients’ experiences of safety in psychiatric inpatient care.  

4.3.2 Individual interviews (sub-studies II and III)  

Individual in-depth and semi-structured interviews were used as a method in 

sub-study II and III to explore patients’ and HCPs’ experiences of safe clinical 
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practice. In-depth individual interviews are, in particular, suited to seek deep 

information and understanding, reveal the meaning of the participants’ actions 

and understanding our common sense assumptions and practices [212]. The 

method facilitates the collection of microanalytic data on cognition, strategies, 

feelings and experiences [213]. A phenomenological-hermeneutic approach 

was applied during the interviews [191]. This implied being sensitive to 

openness during the interviews, following up on the participants’ answers to 

the guided questions [191].  

4.3.3 Focus groups (sub-study III) 

Focus group interviews were used as a method in sub-study III to examine 

HCPs’ experiences of safe clinical practice. Focus group interviews have been 

widely used in pedagogy, activism and interpretative inquiry [214]. We chose 

focus groups as an appropriate method to explore the phenomenon of 

complexity in safe clinical practice for patients in a suicidal crisis. Focus group 

interviews can stimulate discussion, open up new perspectives and identify 

topics of interest. New insight can be achieved when the participants exchange 

experiences and complement each other [208, 215]. A phenomenological-

hermeneutic approach was applied during the focus group interviews [191]. 

Consequently, the focus was on the thematic content generated by the group 

[216].  

4.3.4 Multi-method approach (sub-study III) 

Methodological triangulation refers to the use of multiple methods of data 

collection about the same phenomenon [217]. In qualitative research, 

triangulation is used to choose different methods with different strengths and 

foci so that they can complement each other [209]. This methodological 

strategy is particularly important when studying a complex and poorly 

understood phenomenon, such as complexity in safe clinical practice for 

patients in a suicidal crisis [36, 218]. Triangulation enhances credibility 

(internal validity) of studies through multiple approaches to understand the 

phenomenon and avoid misinterpretation [176, 219].  

For that reason, methodological triangulation was applied to study HCPs’ 

experiences of safe clinical practice (sub-study III). Sub-study III applied 
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sequential triangulation, as described by Morse [220, 221], combining focus 

group interviews with individual interviews. Focus groups and individual 

interviews have been found to provide different perspectives on values and 

issues and to complement each other, facilitating an in-depth exploration of a 

phenomenon [213, 222].  

When designing multi-method studies with sequential triangulation, separate 

data sets are collected in sequence, with the first informing the nature of the 

second [220, 221]. 

In sub-study III data from the focus groups was collected first, as this method 

is suited to explore and identify relevant categories and perspectives. This 

informed the development of an interview guide. Thereby, the individual 

interviews were used to supplement the themes that emerged in the focus group 

study in-depth [220]. Complementary views were generated by providing data 

at different levels of analysis. The focus groups provided data about what 

mattered for safe clinical practice, and the individual interviews generated 

microanalytic data about each participants feelings, decision-making, 

experiences and adaptations [213]. The integration of data provided a 

“comprehensive whole”, and a fuller picture and understanding than each study 

could provide alone [221], as shown in figure 1 (inspired by Gjesdal et al. 

[223]).  
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Figure 1 Design of data triangulation in sub-study III 

4.4 Data collection sub-study I  

A systematic review of the literature was undertaken to systematically collect 

and synthesise qualitative peer-reviewed literature on suicidal patients’ 

experiences of safety during psychiatric in-patient care (article I).  
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Data collection and extraction followed a research protocol that was created in 

advance (dated 13.05.2014). The data collection followed the Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

guidelines [224] to ensure a systematic and transparent approach. The 

PRISMA guidelines provide recommendations on the transparency of the 

search databases, the search terms used, and the eligibility criteria used for 

inclusion and exclusion [224].  

 

Searches were conducted in five electronic databases: MEDLINE, Academic 

Search Premier, CINAHL, SocINDEX with Full-Text, and PsycINFO Ovid. 

The search strategy was designed to increase the sensitivity of finding relevant 

articles. Limitations were set to peer review and the English language. No 

limitations on publication date were set. I also hand-searched reference lists 

and conducted author searches [225]. The mesh terms were not sensitive to 

include relevant studies, and I identified search terms from qualitative studies 

of patient experiences in mental health and qualitative studies of suicidal 

patient experiences.  

Search terms used were: “patient* satisfaction*” or patient* preference*” or 

“in-patient* experience*” or “patient* experience*” or patient* perception* or 

“patient* view*” or “patient*perspective*” or “patient* opinion*” or “user* 

experience*” or consumer* experience* or “consumer participation,” and 

“suicide” or “suicidal.” Subsequently, I combined all these terms with “feeling 

safe” or “feeling unsafe” to find additional hits.   

 

The searches identified 1126 items, 1097 from the databases and 29 from the 

hand-searches. Duplicates were removed, and 984 records were screened by 

titles and abstracts. Data from 80 articles were extracted to a template 

containing information regarding title, author/year/journal, aim, method, 

sample description, and experiences of safety. Full-text articles were read 

independently by two researchers (SHB, KR) who assessed the articles using 

the eligibility criteria listed in Table 2. The reasons for inclusion/exclusion 

were described in the template. The third researcher (KAA) validated the 

assessment. Twenty studies were considered eligible and included in the 

qualitative synthesis.  
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Table 2 Inclusion and exclusion criteria in sub-study I 

Inclusion  • Qualitative peer-reviewed studies in English with empirical data 

on patients’ experiences regarding safety.  

• Studies examining a sample of suicidal inpatients who were 

interviewed during their hospitalisations or after discharge. 

“Suicidal in-patients” included patients hospitalised after a 

recent suicide attempt, described as suicidal during 

hospitalisation or with serious suicidal thoughts or ideations.  

• Experiences with care in psychiatric hospital wards, including 

psychiatric emergency wards and psychiatric long-term in-

patient care.  

Exclusion  • Self-harming behaviour 

• Patients with experiences of outpatient clinics, community 

mental healthcare, home care, forensic psychiatric services, 

emergency care and medical care 

 

 

No ‘gold standard’ exists for assessing the quality of qualitative studies. We 

chose Malterud’s [226] “standards to assess quality for qualitative inquiries,” 

as they are directed toward the challenges of reflexivity, transferability and 

interpretation. No studies were excluded based on quality assessment.  

4.5 Data collection sub-study II and III 

Data collected in sub-study II and III included patients’ and HCPs’ experiences 

of safe clinical practice.   

4.5.1 Clinical setting and sampling strategy  

Data collection was carried out in a Norwegian university hospital. The 

university hospital provides specialised mental health services for patients with 

mental illness. The hospital treats approximately 10,000 patients per year.  

The PhD project used a purposeful sampling strategy to recruit suicidal patients 

and HCPs working in open or locked wards in specialised mental healthcare 

for adults. A total of 53 individuals participated.  

Participants were recruited from nine different sites. The locked wards 

specialise in affective disorders (n=2) or acute care (n=2). Patients in these 



Methodology 

36 

wards require a high level of protection due to suicidal behaviour, psychotic or 

manic episodes. The patients hospitalised in these wards are typically treated 

for unipolar major depression, bipolar disorder, psychosis or emotionally 

unstable personality disorder.  

The open wards specialise in rehabilitation (n=3) or short-time stabilisation 

during a crisis (n=2). Rehabilitation wards treat patients with diverse mental 

health issues. The function and symptom levels of patients in these wards are 

highly variable. Patients in need of rest and support are hospitalised in the short 

time stabilisation beds belonging to the ambulatory team unit.  

4.5.2 Sample characteristics 

Patients   

Patients were purposefully sampled to differ in terms of age, gender, diagnosis, 

function level, number of hospitalisations and level of protection (locked/open 

ward). The sampling strategy aimed to recruit patients with serious suicidal 

behaviour and/or active suicide ideation who were admitted to open or locked 

wards in specialised mental health settings for adults. The eligibility criteria 

are listed in Table 3. 

Table 3 Inclusion and exclusion criteria for the patient interviews 

Inclusion 

criteria: 

Be hospitalised in an open or locked ward for adults in specialised 

mental healthcare. 

Have access to a therapist in specialised mental healthcare during 

the interview. 

Have been regarded as seriously suicidal by a psychologist or 

psychiatrist during hospitalisation, but at the time of the interview, 

considered sufficiently stable to engage in the interview. 

Self-identify as ‘being in a suicidal crisis.’ 

Voluntarily consent to participation. 

Exclusion 

criteria: 

Presenting self-harming behaviour without a desire to die. 

Being unable to provide consent, which includes presenting severe 

psychotic symptoms, severe cognitive deficits or ongoing 

symptoms of being in a state of crisis with high suicide risk. 
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The sample consisted of seven men and eleven women (n=18) aged 18-57 

years (mean age 40 years). All had active suicidal ideations during inpatient 

care, and nine of the participants had recently attempted suicide before their 

admission. All the participants had affective disorder as either their main 

diagnosis or as a comorbid diagnosis. Four participants had experienced a 

psychotic episode during admission. The participants presented with several 

comorbid diagnoses, including mental and behavioural disorders due to 

alcohol use, depression, posttraumatic stress disorder and attention-

deficit/hyperactivity disorder. The sample included individuals who were 

hospitalised for the first time (n=4), individuals with 2-22 hospitalisations 

(n=11) and individuals with more than 50 hospitalisations (n= 3). Four of the 

participants were compulsorily admitted at the time of the interview. All but 

one of the participants were of Western origin (see Appendix 2 for more 

detailed characteristics of the participants).  

Healthcare professionals 

The sample consisted of 35 participants, 18 HCPs participated in the individual 

interviews and 25 HCPs participated in the focus group interviews. Eight of 

the HCPs participated in both focus groups and individual interviews. The 

sample consisted of participants from both locked wards (n=14) and open wards 

(n=21), as well as from the three groups of professionals working in the wards: 

nurses (n=22), medical doctors (n=7) and psychologists (n=6). The sample consisted 

of seven men and 28 women and included both novices and experienced participants 

from all professional groups.  

A total of five focus group interviews were conducted. According to Malterud 

[208], focus groups work better when they are homogeneous, involving 

participants who have well-developed routines for talking with each other. This 

refers to having a shared common ground [215]. When organising focus 

groups, I aimed to achieve homogeneity. I also wanted to enable constructive 

associations from similar work settings while avoiding conflicting dynamic 

and competition [208]. It is recommended to organise groups of participants 

from the same level in the organisation [227]. As such, in this study, 

participants with similar professional roles were grouped (two groups of nurses 

and two groups of psychologists and MDs). In addition, participants working 

in similar ward settings were grouped into four groups. Two groups worked in 
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open wards and two groups in locked wards. The groups were also organised 

to ensure variability in terms of experiences and opinions of the phenomenon 

of safe clinical practice. Consequently, I sampled participants of both genders 

in each group who were both experienced and novices [208]. Four groups were 

needed to ensure variability and homogeneity, and in addition, the pilot 

interview was included, as shown in Table 4.  

Table 4 Organisation of focus groups with healthcare professionals  

Group No. Participants Setting  

1. (pilot)  5 nurses 1 open ward 

2. 2 psychologists, 4 MDs   3 locked wards 

3. 3 psychologists, 2 MDs  2 open wards  

4. 4 nurses  3 locked wards 

5. 5 nurses 3 open wards  

 

4.5.3 Recruitment  

I introduced the study to HCPs at the included wards. They were given 

information about the study’s purpose, which was to understand the safe 

clinical practice, not to evaluate whether they were performing correctly. 

Information posters were put up in the hallway visible for the patients at the 

respective wards (see Appendix 3). I visited the wards daily or weekly for nine 

months and repeated information about the study to recruit participants. In 

addition, I had seven gatekeepers, consisting of ward managers and 

psychologists working in the wards, helping me recruit participants. 

Gatekeepers benefit from having an already established trust with the 

participants [208].  

All nine wards embraced the study, but as expected, some challenges emerged 

when recruiting participants. For the patient interviews, the main challenge 

was to find patients suited for the inclusion criteria, as most patients in the 

wards were excluded due to not being stabilised and capable of giving 
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informed consent. The main challenge for the HCPs was finding the time to 

participate in the interviews between their daily clinical tasks.  

4.5.4 Interview guides  

Three semi-structured interview guides were developed, reviewed by the 

advisory panel and pilot tested.  

Guide 1: Individual interviews with patients  

The interview guide was designed to study safe clinical practice, focusing on 

topics related to feeling safe, experiences of safe clinical practice, experiences 

with safety measures, and interactions with HCPs (see Appendix 4). The 

interview guide was informed by insight gained from the systematic review 

(sub-study I): a) patients talk about safety in terms of “feeling safe,” b) the 

importance of connection, protection and control to inpatient experiences of 

safe clinical practice, and c) lack of knowledge about how patients experience 

safety measures, i.e., suicide risk assessments, being protected from lethal 

means, safety plan and observation. 

The interview guide was revised based on the pilot interview. The original 

guide included the question, “What do you need to feel in control during 

hospitalisation?” This was removed from the guide as the participant found it 

difficult to answer the question immediately. At the end of the pilot-interview, 

the participant answered, “I know what I need to feel in control…I am terrified 

of being discharged before I get better.” As a follow up in the revised guide, I 

asked open-ended questions about feeling safe, “What makes you feel safe 

after discharge? What has been important for feeling safe during the suicidal 

crisis?  

As an opening question, I asked about their experiences with being 

hospitalised. Furthermore, I inquired about what made them feel safe during 

hospitalisation. Subsequently, I asked about how they experienced connection 

(being met in a good manner), protection (being under observation, locked 

doors, the role of the observer) and control (getting help, treatment, discharge 

preparedness) during hospitalisation. Lastly, I asked patients about their 

experiences with diverse safety measures. I followed up with questions on how 

each safety practice made them safe.  
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Guide 2: Focus group interviews with healthcare professionals  

The interview guide was designed to study safe clinical practice focusing on 

experiences with safety measures (including the patient safety campaign), 

HCPs’ strategies to ensure safe clinical practice and contingencies at ward 

level for safe clinical practice (see Appendix 5). I made minor adjustments to 

the interview guide after each interview to ensure that the questions remain 

open-ended but still focused. The opening question, “How do you experience 

to work with suicidal patients?” provided the richest responses from the 

participants. When the participants offered clinical examples of challenges in 

care, I followed up by asking about how they coped with the challenges and 

what was of importance at the ward level to ensure safe clinical practice.  

Guide 3: Individual interviews with healthcare professionals  

As an opening question, I asked, “What characterises patients hospitalised with 

suicidal behaviour at this ward?” This question allowed them to talk about the 

type of patient issues they encountered in their context and their role as a 

healthcare professional. I follow up by asking about how they coped with 

challenges with suicidal patients in their work. The question elicited diverse 

topics, which I followed up. Thereby, I asked specific questions that were 

designed to elaborate on the topics from the five themes generated by 

abstracting the focus group interviews: a) making sense of suicidal behaviour, 

b) creating a shared understanding, c) handling emotional burden, d) providing 

treatment and protection and e) learning from practice (see Appendix 6). 

4.5.5 Advisory panel  

An advisory panel was established to provide member feedback and member 

reflections [228]. The advisory panel contributed with feedback on the 

recruitment strategy, the information poster, the consent form, the interview 

guides, and manuscript drafts. The members included Dag Lieungh (patient 

experience consultant), Målfrid J. Frahm Jensen (patient experience 

consultant), Gudrun Austad (inpatient and community suicide prevention; 

mental health nurse), Kristin Jørstad Fredriksen (consultant psychiatrist), 

Camilla Hanneli Batalden (consultant clinical psychologist), Liv Sand 
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(consultant clinical psychologist) and Sigve Dagsland (consultant clinical 

psychologist). 

4.5.6 Conducting the interviews  

Individual interviews 

The individual interviews with patients and HCPs were performed by me 

(SHB).  The interviews were audio-recorded and transcribed. They lasted for 

approximately 60 minutes (HCPs interviews) and 70 minutes (patient 

interviews) and followed an in-depth [212] semi-structured approach.  

Openness to meaning and essences was of importance when conducting the 

interviews [191], without leading the participants outside the research theme.  

In the patient interviews, I endeavoured to be sensitive to patients’ 

vulnerability and power issues. I needed to keep a balance between openness, 

exploring the participants' feelings, confirming and showing respect, and 

structuring the conversation. Being open about sensitive and difficult topics 

without receiving validation (confirmation) can elicit feelings of shame [229]. 

I needed to support the participants without attempting to change their feelings 

or narratives. I approached this balance by using validation at the lowest level, 

as described by Linehan [230]. This involves listening and observing and 

paying attention to the participant (level one) and restating what the 

participants had said to confirm I understood their massage (level two) [230]. 

At the end of the interview, higher levels of validation were given, showing 

support [230].  

Using a semi-structured interview guide allowed me to go with the flow and 

follow where the participant wanted to lead the conversation and formulate 

follow-up questions spontaneously. This flexibility helped safeguard the 

patients’ integrity [212] and validate that I understood their message [230] and 

that I was open to meaning and essences [191]. However, knowing when to 

structure the interview was also of importance for reducing stress imposed by 

being interviewed. I did not require that the participants share sensitive 

material, in particular, why they got into a suicidal crisis. However, many of 

the participants talked about traumatic life experiences. An ethical issue that 

arose during in-depth interviews concerned the depth to which I should probe 
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the participants' answers [212]. The rationale of the phenomenological 

hermeneutical interview is to gain an understanding of the research theme, not 

to get inside another person. As such, I did not probe into traumatic experiences 

that I considered outside the research theme or that stirred up painful and 

traumatic memories. The interview with Sam is an example of the moment 

when I stopped probing. I understood I was guiding him outside the 

investigation area into a difficult memory.  

I: What are you afraid could happen if you share your inner thoughts when they (HCPs) 

ask? (about suicide ideations)  

S: I think it is embarrassing. Is embarrassing somehow…That’s the wrong word. 

Suicide is shameful. It is better that things are shameful than…(I guess he means 

“dead”).  

I: I understand. It is shameful (validation level 2).  

S: It is like you have given up. And for me, it can be things I have done, which was 

also a bit strange when standing on a chair with a loop around your neck. It seemed 

like it had the opposite effect. It became… You woke up a little when you have not 

done it. It became..I don't know how to… 

I: Can you describe what you mean about waking up? (probing)  

S: You start to.. I am not that good with words, but it’s like you start to grab hold on 

life again.  

I: That’s a good description.  

S: It is hard to formulate tings 

(We had a small break with small talks and continued to the next question: how 

healthcare professionals understood that he was in a suicidal crisis) 

 

After the interview, the patient participants were asked how they experienced 

being interviewed. They described positive experiences through feeling 

empowered and being able to express themselves without fear, which could 

affect their treatment. Some described this was the first time they had talked 

about being suicidal with someone else and had a positive experience doing 

so.  

 

During the HCPs’ interviews, I needed to be aware of the fallacy of making 

assumptions and missing potentially relevant information [231]. I wanted to 

make their tacit knowledge explicit [191]. I endeavoured to get the participants 

to elaborate on topics, even though they assumed it was common knowledge.  

Some topics were difficult for the participants to elaborate on, particularly the 
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topic “learning.” This reflects that learning might largely involve tacit 

knowledge which remains implicit when trying to recall behaviour and that the 

questions “how do you learn from good patient care” is too abstract to answer, 

given that it represents a topic that is rarely expressed verbally [232].   

 

Focus group interviews  

The focus group interviews with HCPs lasted for 90 minutes and were led by 

a moderator and a co-moderator. The participants were encouraged to 

comment on each other without permission from the moderator, and the 

moderator followed up on topics of interest and statements that needed to be 

clarified. The co-moderator took notes and followed up with questions at the 

end of the interview. The focus group interviews were audio-recorded and 

transcribed [208].  

To establish a safe climate for sharing experiences, as a moderator, I aimed for 

a balance between focusing on the content and focusing on the process [208]. 

After each group, the moderator and co-moderator discussed the climate. They 

reviewed what was being said and evaluated the notes taken during the 

interview. To enhance trust and a good climate for collaboration and sharing 

in the groups, the moderator’s role was divided between me and KR, assuming 

that having a moderator with a similar professional role could enhance trust. 

The co-moderator’s role was divided between MA and me. KR moderated the 

two groups consisting of nurses, and I moderated the two groups consisting of 

psychologists and medical doctors (and the pilot group with nurses). All groups 

provided rich discussions, with both positive and negative experiences, which 

might reflect a trusting climate in the groups. 

4.6 Data analysis  

The phenomenological hermeneutical analysis was performed along two 

dimensions, consisting of high and low levels of abstraction and high and low 

levels of interpretation [205]. During the analysis of all three sub-studies, I 

started with being open and as true to the phenomenon of safe clinical practice 

as possible. At the early phase of analysis, I limited my interpretation, 

analysing the manifest content and then moving toward higher levels of 

abstraction and interpretations.  
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Sub-study I, which was a review started with pre-interpreted papers. Thus, the 

analysis started at a higher interpretation level compared to sub-studies II and 

III, which started close to the manifest content of interview data. Sub-study I 

had high levels of abstraction but kept the interpretation degree at a lower level 

compared to sub-studies II and III. In the last stages of analysis, constructs 

from resilient healthcare were used to give new dimensions to the formation of 

themes in sub-studies II and III, the whole being sensitive to the phenomenon 

of safe clinical practice and its meaning. 

4.6.1 Thematic analysis  

Thomas and Hardens’ [206] thematic synthesis draws on established methods 

and techniques from thematic analysis to bring together and integrate findings 

of multiple qualitative studies [211]. The articles included in sub-study I were 

analysed using thematic synthesis, as proposed by Thomas and Harden [206], 

and thematic analysis, as proposed by Braun and Clark [211]. Thematic 

analysis was chosen due to its inductive and systematic approach towards a 

higher level of analysis [206].   

Thomas and Harden [206] distinguished between the descriptive stage of 

analysis and the analytical stage of analysis. At the descriptive stage, it was of 

interest to organise the material close to its original findings. I extracted data 

from the included articles’ result sections, organised them in a sheet and 

marked the meaning units line by line. All meaning units reflected the original 

text. They were transferred to a document and organised into codes1. A table 

was used to organise codes into descriptive themes. The process yielded 83 

codes. Table 5 shows three of the codes with an example of extracted data 

organised under the descriptive theme “meeting someone who cares.”  

 

 

 

 
1 There is an error in article I on page 4. Instead of “meaning units”, this should have 

been formulated as “codes”.  
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Table 5 Example of theme condensation in sub-study I. 

Meaning units    Codes  Descriptive 

theme  

Analytical 

theme  
They scream for help, feel 
contained, restricted and isolated, 

and long to be connected. Enduring 

this strife, longing for goodness and 
consolation, they almost give up. 

Finally, after feeling so suppressed, 

they weep and wail with a care 
provider with whom they feel equal 

and who can participate, releasing 

the despair [233].   

Feeling lonely 

and separated 

from the 

external world  

Meeting 

someone 

who cares  

Connection  

The participants in this study 

reported how experiencing this 

sense that they actually did matter, 
that another human being was 

concerned about and interested in 

them, had a profound effect on 
them. Such feelings and experiences 

had a direct countering action on 

their perspectives and on the 
constricted thoughts of their suicidal 

ideation…. [75].  

Realising that 

they actually 

matter reduces 

suicidal 

ideations  

Patients expressed they were just 
being stored away on the ward. 

Nurses had little personal contact 

with patients [124]. 

Feeling isolated 

and alone in the 

ward   

 

At the analytical stage, thematic mapping, as proposed by Braun and Clark 

[211], was used to separate codes and identify relationships between patients’ 

needs, expectations, experiences, reported outcomes and the use of the term 

safety [211]. These analytical interpretations informed the description of the 

three analytical themes, e.g., the “connection” theme (Table 5) illustrated how 

connections with HCPs were vital for patient recovery (reported outcomes) and 

feelings of safety (use of the terms safety). This stage goes beyond the original 

content of the original studies and is the defining characteristic of the 

qualitative synthesis [210]. I organised the coding and theme development and 

discussed the material continually with KR and KAA. All three authors 

contributed to the analytical development of themes.  
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4.6.2 Qualitative content analysis  

The data in sub-studies II and III were analysed with a phenomenological 

hermeneutic approach [191] using Graneheim and Lundman’s qualitative 

content analysis [203, 205]. I applied inductive coding, moving systematically 

from the manifest content towards a higher level of abstraction and 

interpretation [205], as well as moving back and forth between the content and 

interpretation to elicit meaning [191]. 

The abstraction of data followed the same steps in sub-studies II and III:  

1) The transcribed interviews were saved in three separated data-maps 

with the following domains: (1) patient interviews, (2) focus groups 

with HCPs, (3) individual interviews with HCPs. During transcription, 

I achieved a distance from the participants and focused my attention 

on what was being said. Doing this enabled me to reflect on my 

performance, proving feedback to improve my interviewing skills 

[212]. 

2) I read each interview transcript several times. Notes were taken during 

the first reading, attempting to gain an impression of what the 

participants expressed. In addition, some of the transcripts were read 

by KR and KAA, who created summaries that were shared and 

discussed with the authors to create the first impression of the material. 

Six anonymised transcripts from the patient interviews were discussed 

with a clinical supervisor in psychology who evaluated my approach 

to supporting the participants and my approach to opening/closing of 

the conversation. This is a central part of the hermeneutic circle; 

attempting to grasp the whole before working systematically with its 

parts. The process helped me be attentive to other parts of the text and 

open to meaning and essences [191]. 

3) I marked and condensed meaning units related to safe clinical practice 

across the entire dataset [205]. 

4) I generated codes close to the manifest content [205]. To maintain a 

focus towards the individual experiences and variability, the meaning 

units of each interview were condensed and coded separately before 

creating more general codes across the dataset. This step was followed 

for the patient interviews and the focus group interviews to enable each 
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interview to be seen as a whole before generating codes across the 

data. This facilitated sensitive openness toward nuances for each 

participant [191]. KR coded four HCPs’ interviews independently to 

increase openness toward other interpretations of the data.  

5) Colours were used to mark codes belonging to the same content area. 

The codes were sorted into separate sheets, mind maps and tables, 

which helped generate categories across the data set. The categories 

represented a thread through the codes.  

6) The content areas were combined and abstracted into sub-themes and 

main themes. All authors reviewed the data files consisting of themes, 

categories, codes and condensed meaning units.  The advisory panel 

gave feedback on drafts of the findings. 

Table 6 shows an example of abstraction of data following steps 3-6 in sub-

study II (patient experiences), displaying two of the categories belonging to the 

sub-theme “Sensibility towards deteriorations” along with codes and 

condensed meaning units.  

 

Table 6 Example of abstraction of data in sub-study II. 

Condensed 

meaning unit  

Codes  Category  Sub theme Theme 

They read me before I have 
read the signals myself. 

They are professional and 

can see when the patient is 
unstable; I tried to commit 

suicide but was inhibited 
because they see and hear 

everything. I don’t even get 

that far (Claus).  
 

They read my 

body language 

and understand 

I am suicidal 

Being 

present 

and 

vigilant  

Sensibility 

towards 

deterioratio

n  

Being 

detected 

by 

mindful 

HCPs 

The personnel put me in 

contact with the social 

worker the same day I lost 
my job. It took five 

minutes. I struggled then to 

see my future. It helped me 
see that I was not going to 

struggle economically and 

that I would get support and 
would manage to cope with 

it one my own (Nathan)  

Finding a new 

path and plan 

Changing 

my 

suicidal 

mind  
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Sequential triangulation  

In sub-study III, the datasets for the focus groups and the individual interviews 

were analysed independently as described in steps 1-6; first the focus groups, 

and then the individual interviews. Thereby, sequential triangulation was 

applied [220, 221] to develop common themes and main themes. The findings 

from both datasets, themes, subthemes and categories were put into templates. 

The integration constantly moved between parts and the whole: keeping track 

of the meaning units and the details as well as looking for main themes across 

the two datasets to provide a comprehensive whole.  

Table 7 shows a part of a template that was used to integrate the findings from 

the focus groups and individual interviews. The template displays the sub-

theme “trade-offs between under and over-protection,” along with the 

categories and some examples of condensed meaning units.  
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Table 7 Extraction of template integrating data from focus groups and interviews  

Integrated 

theme 

Individualising the therapeutic milieu  

Integrated 

sub-theme 

Making trade-offs between under and over protection  

Focus group 

interviews  

The safe level of protection  
- We are considering the pros and cons. They need to be in control 

themselves and take responsibility for their lives. We sometimes need to 
ease up the protection and accept the risk with chronic suicidality (Group 

2, psychologists and MDs).  

- With emotionally unstable patients. It feels wrong, no matter what I do 
(Group 3, psychologist and MDs).  

- Chronic suicidal patients regress in the ward. We need to get them out soon 

(Group 4, nurses).  
- If we take too much responsibility, they get worse. We have open doors, 

and we have to constantly test if the patient can take responsibility for their 

own life (group 5, nurses).  

Individual 

interviews 

Individualising the protection level   
- It’s difficult to ease up the protection because the patients are different. I 

work differently with each individual. Some need to be held back, and we 
must gradually ease up the protection level, others need to be active, and 

we have to involve them in daily activities (psychologist). 

 

Fearing over-protection  
- I am afraid to overprotect and create chronic suicidality. We need to 

acknowledge the uncertainty and avoid giving high levels of protection 

(medical doctor).  

Fearing under-protection 
- Even if it can seem like a personality disorder, we need to treat it like axis 

1 disorder, assume it’s a state that will pass and contain all their pain. At 
the same time, it is problematic if we assume patients use suicidality as a 

mean to gain something else, and we do not treat the patient seriously 

(medical doctor).  
- The acute suicidal patient needs to be protected from everything and 

everybody, and we use constant observation and medications. We don’t 

ease up the protection for the acutely suicidal patient over time, and they 
need to be in another state of mind and express their hope (nurse).  

 

4.6.3 Synthesis of findings across sub-studies  

In the synthesis of findings from sub-study I, II and III,  I used abductive 

interpretation and moved from the inductive to the deductive stage [205]. The 

inductive stage consists of sorting themes and subthemes from the articles into 

common categories. The deductive stage implies using theoretical constructs 

to give meaning to the findings. Constructs drawn from resilient healthcare 
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(sensemaking, adaptation and trade-offs) were used to interpret the findings in 

light of the “complexity of safe clinical practice.” The abductive interpretation 

provided new insights into constructs that are important for safe clinical 

practice, which are included in the discussion of thesis findings.  

4.7 Ethical considerations  

Research involving suicidal people follows a process of sensitive engagement 

and careful consideration and remediation of risk [13]. Ethical issues were 

considered throughout the research process, following the World Medical 

Associations’ (WMA) Declaration of Helsinki [234].  

Approval from the Regional Committees for Medical and Health Research 

Ethics Norway  

In medical research, the research protocol must be approved by a research 

ethics committee before the study begins to ensure that the study follows 

ethical principles of honesty, integrity, fairness, concern and respect for others, 

among others [234]. This PhD-project was approved by the Western Regional 

Ethics Committee of Norway (REC 2016/34). Permission was granted by the 

current university hospital before the start of the studies (see Appendix 7). 

Choosing a method with minimal harm  

 

Medical research involving human subjects may only be conducted if the 

importance of the objective outweighs the risks and burdens to the research 

participants, and measures to minimise the risks must be implemented. 

Interviewing patients hospitalised during a suicidal crisis could provide 

knowledge and insight into a group of individuals who are currently 

underrepresented in medical research. According to WMA, vulnerable groups 

should be allowed to participate in research if the research is responsive to the 

health needs or priorities of this group, and they receive specifically considered 

protection. As patients at risk of suicide present a vulnerable group, multiple 

considerations were taken into account when designing the current study in a 

manner that minimised harm to the participants [234]. 
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Asking a population at risk about suicidal ideations is not associated with 

increases in suicidal ideation, as such conversation with suicidal patients does 

not by itself induce harm [66]. However, it is a sensitive topic, which might be 

distressing. For that reason, I aimed to ensure that participants felt safe and 

secure during the interview and that they did not experience added distress 

[13]. The interview method has so far produced limited, but valuable 

knowledge about suicidal patients’ experiences with inpatient care [235]. 

Although focus group interviews were considered appropriate for interviewing 

the HCPs, the topic was considered too sensitive for focus group interviews 

with patients [236]. Participant observation was rejected because it was not 

feasible to receive formal informed consent from every participant in the 

mental health wards in which the research would take place [237]. As such, the 

individual interview method was considered to minimize harm to the patients, 

in which me, as a researcher, could aim for establishing a safe climate for each 

participant [234]. 

Safety plan to minimise risk  

All vulnerable groups and individuals should receive special protection [234]. 

A safety plan was established that outlined procedures for the interviewer, the 

patient and the clinician in case participants in the study required increased 

support or mental healthcare (see Appendix 8). Measures were taken to ensure 

that patients were interviewed while they were in the care of specialised HCPs, 

enabling those in need of additional support to be referred to the therapist in 

their hospital ward or outpatient unit. The hospital had full responsibility for 

managing the suicide risk according to ordinary established procedures. The 

interviews were performed a few days before discharge. The timing of the 

interviews was determined in collaboration with participants and their 

therapists to ensure that the participants were sufficiently stable to engage in 

the interview without acute suicidal ideations. No patients needed additional 

support after the interviews. However, one participant told me he was worried 

that he would have no support system or follow-up after discharge. I obtained 

permission from the participant to inform his clinician about this issue.  
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Voluntary and informed consent to participate   

All participants, both patients and HCPs, provided voluntary informed consent 

to participate in the study (see Appendix 9). Only patients whom their 

clinicians deemed capable of giving informed consent to participate were 

included in the study. Patients who were unable to provide consent were 

excluded, which included patients presenting severe psychotic symptoms, 

severe cognitive deficits or ongoing symptoms with high suicide risk. To 

ensure that the participants understood the informed consent, they were given 

information, in both oral and written form, about the study aim, the methods 

employed, the right to refuse to participate and to withdraw consent, in line 

with the WMA principles [234]. Information was given to patient-participants 

twice: a few days in advance by the HCP who recruited them and again before 

the interviews.  

 

Privacy  

The precaution was taken to protect the privacy of the participants and the 

confidentiality of their personal information [234]. The audio recordings of the 

interviews were transcribed and unidentified. The consent forms were kept 

stored in a locked cabinet. Identifiable information (real names and the audio 

records) were stored digitally in a password locked area separately from the 

transcripts. The same procedures were followed for both patients and HCPs 

who participated in the project. To ensure privacy, I transcribed the patient 

interviews myself.  The focus group interviews with HCPs were transcribed by 

MA and me. A transcription service transcribed individual interviews with 

HCPs. A non-disclosure contract was signed with the transcription service. The 

audio records did not contain the names of the participants.   

The patients were informed that their clinician (and in some cases, also some 

nurses at the ward) knew about their participation for safety reasons. Still, they 

were assured that the information they provided would not be passed on to their 

clinician or any other HCPs in the ward. They were guaranteed anonymity in 

the publications. Multiple wards were chosen to reduce the possibility that 

people with local knowledge about the study settings would recognise the 

participants. Additionally, HCPs were guaranteed anonymity in the publication 

(see Appendix 10).   
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Qualifications  

According to WMA, research must only be conducted by individuals with the 

appropriate ethical and scientific education, training and qualifications [234]. 

Being a psychologist with experience and training in talking with patients 

during a suicidal crisis was considered an important ethical qualification in this 

research. In addition, this study was carefully supervised by KAA, KR and 

FAW, who have appropriate scientific education for conducting healthcare 

research. Ethical dilemmas raised during data collection were discussed and 

solved in collaboration with KR and KAA. Additionally, I followed 24 hours 

of supervision with a psychologist specialising in adult mental healthcare. 

Different topics related to the psychologist’s role during the patient interviews 

were discussed, e.g., ensuring a trusting climate, support and validation.  

 

Adjustments to the recruitment procedures   

 

Adjustments needed to be done during data collection to ensure ethical 

principles. All changes in recruitment procedures were approved by the 

Regional Ethics Committee of Norway (REC). One of the participants wanted 

to be included in the study and expressed feeling unsafe in the ward. I 

considered it important to give this patient a voice. Approval was given by the 

REC to interview the participant after discharge while being in treatment at the 

out-patient clinic where she felt safe. Although all patients were assessed to be 

stabilised, capable of giving informed consent, a 60-minute interview was not 

suitable for all. Four participants had a severe mental illness. Three of these 

interviews were kept short to minimise stress imposed by participating in the 

interview. In addition, one patient struggled with concentration and wanted 

more time to describe the experiences. These patients’ voices are valuable, as 

little is known about safe clinical practice for individuals with severe mental 

illness, e.g., psychosis [235]. It is also a matter of dignity to design research so 

that each participant can contribute [234]. This was solved by getting approval 

from REC to conduct follow-up interviews with five of the participants. This 

helped them express themselves better and provide valuable information. The 

follow-up interview followed the same interview guide and safety procedures 

and were conducted within a week after the first interview.  
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4.8 Methodological considerations 

The cornerstone for judging the overall quality of qualitative research hinges 

on three characteristics, credibility, dependability and transferability [218], as 

first described by Lincoln and Guba [238]. Malterud [226] argued that 

reflexivity is an equally important measure. Therefore, I use these four 

measures to discuss the strategies taken during the sub-studies to enhance 

research quality.  

4.8.1 Credibility  

Credibility refers to the confidence in the accuracy of the data and ensures that 

the research investigates what it intended to investigate [239].  

 

In sub-study I, a team of researchers reduced the risk of data extraction bias, 

and a sensitive search strategy reduced the publication bias that can lead to 

relevant studies being missed [225].  

 

Credibility was strengthened in sub-study II and III by including a sample, with 

sufficient information power [240], that covered significant variations and had 

relevant experiences with the phenomenon under study [205]. A sample size 

of 18 participants was considered adequate to ensure such information power 

when studying a heterogenic group of patients with suicidal behaviour [240]. 

A sample size of 18 and 25 HCPs was considered adequate to ensure variability 

across care settings (locked/open wards), diverse specialities (psychologist, 

nurses, medical doctors), gender, experience, expertise and mental health 

diagnosis. The sample size was also considered adequate due to the broad study 

aim, embracing multiple approaches to safe clinical practice [240]. 

 

During the HCPs interviews, adequate information power was achieved earlier 

than expected. During the patient interviews, each interview provided me with 

new detailed nuances. Nevertheless, I assumed that increasing the patient 

sample would not further increase the information power. Rather, it reflects 

that the phenomenon studied, that is, the complexity of safe clinical practice, 

is rich and varies from the patients’ perspective.  
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Testing explanations empirically enhances credibility [218]. The developed 

analytical themes were regularly discussed by the research team and in 

meetings with a qualitative methods group at the hospital to ensure reflexive 

feedback and credibility of the themes [191]. I also collected input from the 

advisory panel and presented the results to research colleagues and HCPs on 

multiple occasions. In this sense, the findings referred back to the context in 

which they were collected, which enhances credibility through member 

reflections [228].  

Triangulation of data sources (diverse professional groups), methods (focus 

groups and individual interviews) and the use of several researchers enhanced 

the credibility of sub-studies II and III [228]. The reality of clinical practice is 

different from how patients and professionals describe it in interviews [241]. 

Triangulation of participant observation and interviews could have further 

strengthened credibility. However, the method was rejected as I was an 

“insider” that is, a member of the organisation as well as a researcher. Insider 

participant observation is considered a challenging approach to qualitative 

studies. Being an insider threatens credibility in that an insider can overlook 

routine behaviour and assume knowing the participants’ views because [242]. 

I, therefore, considered myself too biased to observe and too close to see the 

phenomenon in which I had been immersed during my years of clinical work. 

I could achieve better distance and reflexivity through the interview method, 

where I could use the time to reflect and systemise the data. 

4.8.2 Dependability  

Dependability in qualitative research is related to the stability of data over time 

and conditions [239]. Dependability is demonstrated in the thesis and sub-

studies by providing clear, detailed descriptions of all procedures and methods 

and providing transparency through the published protocol [199]. This allows 

for appraisal without necessarily aiming to repeat the same results [239].  

4.8.3 Transferability 

Transferability refers to whether the findings can be transferred to other 

settings, context or groups [239].  
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The case study consists of qualitative sub-studies that produce culturally 

situated knowledge which cannot be generalised to all inpatient practice 

settings [228]. Transferability is achieved when the reader becomes familiar 

with the situation. Through providing the reader with rich descriptions in sub-

studies I-III, the reader can decide whether the findings are transferable to their 

context, which can then provide new insight [228].  

The qualitative synthesis in sub-study I provides aggregated knowledge which 

can be generalised beyond individual qualitative studies at a theoretical level 

and used to achieve a deeper conceptual insight [243]. Although qualitative 

synthesis cannot offer prescriptive rules for practice, it can inform professional 

judgement [210]. 

4.8.4 Reflexivity  

The epistemological viewpoint taken in this thesis implies that the researcher 

is involved in all stages of the research through the hermeneutic interpretations 

[191]. This does not mean that because of involvement, the researcher is no 

longer objective and the results are distorted [231]. It means that reflexivity 

regarding the researcher’s role is needed. Reflexivity helps researchers 

maintain a clearer idea of their role [226]. Reflexivity was strengthened during 

this thesis through the sharing of the researchers’ backgrounds, pre-concepts 

and pre-understandings [226]. 

Furthermore, reflexivity was strengthened by allowing interpretations to be 

contested [244]. All sub-studies were conducted by multiple researchers with 

different ways of approaching the same subject. This allowed statements to be 

supplemented and contested and increased the understanding of the complex 

phenomenon studied. Several researchers were involved in reading transcripts 

and reviewing analytical themes. Sharing and discussing material improved 

reflexivity and attention to other details and nuances of the material [226]. 

Being aware of the role conflict and the relationship with the participants are 

of importance when studying and working with people you know [244]. 

Reflexivity is strengthened in this thesis through constant reflections on my 

role as a researcher [231]. As a researcher, I was affiliated with the current 

university hospital; however, as a previous practitioner at the hospital, I was in 
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a state of “in-between-ness.” As a practitioner, I was actively engaged in the 

organisation and its individuals, but as a researcher, I needed to stand back and 

reflect on the evidence.  

I could not escape from the fact that wherever I moved, I had staff members 

with whom I was familiar, and with some, I had close relationships. Having 

close relationships with the staff was advantageous, such as getting access to 

the respective wards. Being an insider also gave me access to be present during 

data collection, which gave me valuable information about the climate at each 

ward and movements in the organisation [242]. However, I did not want to be 

in a position where I had power or authority over the staff or the patients, which 

would have affected the data collection negatively [245]. Unequal 

relationships might affect the participants’ behaviour, encouraging them to 

behave in a way they would normally not behave because of a fear of reprisals 

for the information they provide [244]. 

Consequently, I was not a member of the healthcare teams and did not serve 

as a HCPs in the respective wards. I made my role clear that I was a PhD 

student doing research and that I aimed to describe and understand the practice, 

not to evaluate their performance. I did not include participants with whom I 

had close relationships during the sub-study. For the same reason, I excluded 

patients I had treated as a therapist. 

I conducted pilot interviews at the hospital ward, where I had recently been 

employed as a psychologist. I had no close relationships with the participants, 

but three of the participants in the focus group pilot interview had been my 

former colleagues. Interestingly, this particular pilot group provided more 

emotional loaded content compared to the other focus groups. This group 

difference can be explained by multiple factors, for example, a higher level of 

homogeneity as they were all recruited from one ward, a pre-established trust 

with me in the moderator role [208], or seeing their participation as an 

opportunity for venting or debriefing [244]. Because they shared their 

emotional experiences, I did not consider this as a credible threat but as an 

opportunity to access the field. As such, I included the pilot interview in the 

data material. Lastly, I expressed a clear standpoint not to distort the data [231]. 

I did not participate in the ongoing debate about changing the routines on 

suicide risk assessments at a local level or in the media at a national level.  
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5 Findings 

This chapter presents the findings from sub-studies I-III and relates them to the 

objectives and the research questions of the thesis. It also synthesises the 

findings across the three sub-studies.  

5.1 Suicidal patients’ experiences of safety in the 

literature (sub-study I).  

Berg, S.H., Rørtveit, K. & Aase, K. (2017) Suicidal patients’ experiences 

regarding their safety during psychiatric in-patient care: a systematic review of 

qualitative studies. BMC Health Services Research, 17  

The objective of sub-study I was to synthesise and describe the qualitative 

literature regarding suicidal patients’ experiences of safety during 

hospitalisation in mental healthcare. In the synthesised literature, three main 

themes described suicidal patients’ experiences of safety.  

The connection theme described the importance of patients’ connection with 

HCPs in feeling safe. Patients’ connections with HCPs enabled them to feel 

valued as human beings by “meeting someone who cares,” understood by 

“receiving confirmation of feelings,” and respected and trusted by “being 

acknowledged as a human being.”  

The protection theme described the importance of feeling safe from themselves 

and their invasive suicidal impulses through “being protected from death” and 

through “receiving support from the observers” during constant observation.  

The control theme described the importance of restabilising the feeling of 

control to feel safe over their lives. This feeling of control was gained through 

“gaining insight,” “coping with difficulties” and attaining discharge readiness.”  

Sub-study I addressed the research question, “How can we describe suicidal 

patients’ experiences regarding safety during psychiatric in-patient care?” 

Connection, protection and control are basic psychological needs that were 

essential for suicidal patients’ feeling of safety during inpatient care. However, 

feeling safe was not merely a subjective experience, as it was also highly related 
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to the patients’ suicidal behaviour and the recovery from the suicidal crisis. 

None of the included studies in sub-study I were specifically designed to 

explore suicidal patients’ experiences of safe clinical practice, and no studies 

of suicidal patients’ experiences with multiple safety interventions, i.e., suicide 

risk assessments, safety plan and being protected from lethal means, were 

identified.  

5.2 Suicidal patients’ experiences of safe clinical 

practice (sub-study II) 

Berg, S.H., Rørtveit, K., Walby, F.A. & Aase, K. (2020) Safe clinical practice 

for patients hospitalised in mental health wards during a suicidal crisis: a 

qualitative study of patient experiences. Submitted to BMJ Open. 

The objective of sub-study II was to explore suicidal patients’ experiences of 

safe clinical practice during hospitalisation in mental healthcare. Three main 

themes described their experiences.  

Being detected by mindful HCPs indicated that some patients struggle to 

communicate suicidal ideations and need HCPs who are sensitive to 

deterioration. These patients disclosed that HCPs who interpreted these 

patients’ spoken words, read their body language and signs of instability and 

showed genuine interest in them as a person saved them from emerging suicide 

attempt during inpatient care. Safe clinical practice was experienced when they 

developed trusted and familiar relationships with HCPs who were able to 

connect with them and understand them during times of deterioration. When 

trusted HCPs were unavailable, other patients in wards detected patients’ 

deteriorations. However, this made them feel unsafe.  

Receiving tailor-made treatment described a rich variability in the experiences 

of successful treatment paths. Safe clinical practice was highly dependent on 

receiving treatment that efficiently relieved their emotional pressure. 

Addressing the underlying issues and mental health problems was vital for re-

establishing a sense of control. Being discharged without addressing underlying 

issues made patients feel unsafe and at risk to themselves. Patients had positive 

experiences of being assessed for suicide risk when they were approached with 
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a collaborative dialogue in which HCPs validated their feelings to ensure that 

they felt understood.  

Being protected by adaptive practice described patients’ experiences of being 

protected from suicidal impulses. Their suicidal behaviour fluctuated, and the 

need for protection varied between the participants. Safe clinical practice was 

experienced as a balance between withdrawing from and mastering the outside 

world, internal and external control and closeness and distance during 

observation. 

Sub-study II addressed the research question, “How do suicidal patients 

experience safe clinical practice during hospitalisation in mental health 

wards?” The study found that patients experienced safe clinical practice in 

mental health wards when they interacted with mindful HCPs, received tailored 

treatment and felt protected by an adaptive practice.  

5.3 HCPs’ adaptive capacities for safe clinical 

practice (sub-study III) 

Berg, S.H., Rørtveit, K. Walby, F.A. & Aase, K (2020). Adaptive capacities for 

safe clinical practice for patients hospitalised during a suicidal crisis: a 

qualitative study. BMC Psychiatry. 20 (1): 316 

The objective of sub-study III was to explore HCPs’ experiences with safe clinical 

practice for patients hospitalised during a suicidal crisis. Three themes, 

conceptualised as adaptive capacities for safe clinical practice, described their 

experiences.  

Using expertise to make sense of suicidal behaviour described how detecting 

suicidal behaviour is a complex decision-making process. HCPs were setting 

the risk assessment checklist and forms aside to prioritise trust and 

collaboration with patients. Clinical decision-making regarding suicide risk 

was made under high uncertainty by making a judgement based on more than 

patients’ spoken words. HCPs were improving their understanding by seeking 

others’ perspectives through a collaborative sensemaking process involving the 

healthcare team and the patient. 
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Individualising the therapeutic milieu described how HCPs addressed the 

diversity of patients with suicidal behaviour. Safe clinical practice was enacted 

by adjusting observations, making trade-offs between under- and over-

protection and creating individual clinical pathways. 

Managing uncertainty described HCPs’ need to deal with personal uncertainty 

as a team by building mutual collegial trust and support and creating shared 

understanding to provide safe clinical practice for the suicidal patient. 

This sub-study addressed the research question, “How can we describe the 

adaptive capacities that HCPs use to ensure safe clinical practice for patients 

hospitalised during a suicidal crisis?” The study revealed that HCPs viewed the 

safe clinical practice as consisting of complex practices with diverse patient 

needs with which they had to deal daily under high uncertainty. Using expertise 

to make sense of suicidal behaviour, individualising the therapeutic milieu and 

dealing with uncertainty were capacities that they used to adapt to challenges 

and changes in safe clinical practice. Sub-study III found that ward systems 

ensuring collegial trust and support were needed to support shared 

understanding and collaborative sensemaking.  

5.4 Synthesising the findings across sub-studies 

Through synthesising the perspectives of patients and HCPs, the findings 

revealed four themes that led to a new understanding of the complexity 

involved in safe clinical practice. The objective was to synthesise the 

characteristics of the complexity of safe clinical practice for patients 

hospitalised during a suicidal crisis.  

The four common themes that emerged included collaborative detection, 

adaptive protection, individualised control and systems of trust. The synthesis 

was informed by theoretical constructs as applied in resilient healthcare 

literature. Table 8 gives an overview of the synthesis with common themes and 

respective sub-study findings. 
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Table 8 Synthesis of findings across sub-study I, II and III with common themes. 

Common 

themes  

Sub-study I Sub-study II  Sub-study III  

Collaborative 

detection 

(no findings) 
Being detected by 

mindful HCPs 
 

Struggle to communicate 

suicidal ideations 
  

Sensitivity toward 

deterioration 
 

Collaborative dialogue  

Using expertise to make sense 

of suicidal behaviour 
  

Setting aside the forms and 

checklists to prioritise trust 
  

Making judgement based on 

more than patients’ spoken 
words 

 

Improving understanding by 
seeking others’ perspectives 

 

Creating a shared 
understanding 

Adaptive 

protection  

 

Protection 

  
Being protected from 

death 

 
Receiving support 

from the observers  

Being protected by 

adaptive practice 
 

Closeness and distance 

during observation 
 

Withdrawing from and 

mastering the outside 
world  

Making trade-offs between 

under- and over-protection  
 

Adjusting observation  

Individualised 

control 

Control 

  

Gaining insight 
 

Coping with 

difficulties and 
symptoms 

  

Attaining discharge 
readiness  

Receiving tailor-made 

treatment 

 
Relieved emotional 

pressure 

  
Internal and external 

control 

Individualising the therapeutic 

milieu 

  
Creating individual clinical 

pathways  

Systems of 

trust 

Connection 

 
Meeting someone 

who cares 

  
Receiving a 

confirmation of 

feelings 
 

Being acknowledged 

as a human being  

Understood in trusted and 

familiar relationships 
  

Relieved emotional 

pressure 
 

Collaborative dialogue  

Internal and external 
control 

Setting aside the forms and 

checklists to prioritise trust 
  

Building mutual collegial trust 

and support  
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Collaborative detection 

Collaborative detection involves both verbal and non-verbal interaction 

between the patient and HCPs in the detection of suicidal deteriorations. 

Collaborative detection also involves collaboration between HCPs to make 

sense of suicidal deteriorations.  

Both patients and HCPs emphasised the collaborative dialogue during the 

suicide risk assessment and when talking about suicide as important for safe 

clinical practice (II, III). In the collaborative dialogue, HCPs confirmed 

patients’ feelings and asked about suicidal ideations as part of a natural dialogue 

(II). This was mirrored by experienced HCPs who put aside the forms and to 

prioritised trust (III). HCPs believed that building trust and giving emotional 

support was important to facilitate honest communication of suicidal thoughts 

(III), as patients struggled to communicate suicidal ideations (II). Some HCPs 

reflected on their thoughts about the patients’ suicide risk together with the 

patients to improve their understanding of the individuals' suicide risk (III). 

Not all patients were able to participate in the collaborative dialogue on suicidal 

ideations; instead, mindful HCPs sensitive to their deteriorations detected such 

ideations (II). HCPs used their expertise to make sense of suicidal behaviour 

(III). Through having a sense of connection with the patient, experienced HCPs 

used their gut-feeling to interpret non-verbal behaviour, the patients’ spoken 

words and changes in mental status. They were making judgements beyond the 

spoken words (III). Gut feeling was considered as a source of information, 

along with multiple other sources (III). Furthermore, HCPs also improved their 

understanding by seeking other colleagues’ perspectives. This was emphasised 

when deciding on a safe level of protection during acute phases in which shared 

understanding between the HCPs at the ward was deemed essential (III).   

Both sub-study II and III found that detection was not merely confined to a 

formal suicide risk assessment conducted in consultations with the 

psychologists or medical doctors. Nurses were mindful and showed sensitivity 

to patients’ deteriorating mental states, which allowed them to detect acute 
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suicidal behaviour in the wards through knowing the patient and developing 

trusting bonds between HCPs and the patient.  

Sub-study I did not reveal any current literature describing patient experiences 

related to collaborative detection.  

Adaptive protection  

Adaptive protection describes the dynamic relationship between HCPs and 

patients during suicidal impulses in terms of adaptations and trade-offs. The 

safe level of protection is then a matter of what works for whom, when and 

how. 

Sub-study I revealed the importance of being protected from death and 

receiving support from the HCPs during constant observation. These findings 

were further nuanced in sub-studies II and III, which found that the suicidal 

patients’ need for support during constant observation varied depending on 

their ability to establish relational contact. Furthermore, being protected from 

stressors in the outside world through withdrawing to a hospital ward was 

constantly balanced by their need to master the stressors (II). Patients addressed 

the importance of having a balance between closeness and distance during 

observation (II). This was mirrored by the HCPs who constantly adjusted their 

observation (III).  

In addition, sub-study III revealed that finding a safe level of protection was a 

difficult task. HCP made trade-offs between under and over-protection (II, III). 

Individualised control  

Individualised control describes the adaptation of treatment and safety 

procedures that are made to meet individual patients’ needs.  

Sub-study I found that regaining a sense of control made suicidal patients feel 

safe from themselves and their lives through gaining insight, coping with 

underlying difficulties and symptoms, and being prepared for discharge (I). The 

findings were further nuanced in sub-study II and III in which HCP “created 

individual clinical pathways” (III) or “tailor-made treatment” (II) to address 

each patient’s underlying causes and stressors. Through this approach, patients 

experienced relieved emotional pressure (II). Furthermore, suicidal patients 
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needed to feel that they have either internal or external control, which varied 

among patients and changed during the hospitalisation (II). 

However, while HCPs individualised the therapeutic milieu, this was not 

always the case for safety measures (II, III). Suicide risk assessment was not 

always experienced as individualised by the patients, thus losing its function to 

be therapeutically beneficial and evoked feelings of shame and hopelessness 

(II). The safety plan was often hastily created without patient engagement, thus 

becoming inadequate as a safety tool used by the patients (III).  

Systems of trust  

Systems of trust describe the function of trust as a precondition for safe clinical 

practice for both patients and HCPs.  

Trust is a precondition for collaborative detection as trust is essential to share 

and contain vulnerability. Sub-study II found that the participants sought 

trusted and familiar relationships in the healthcare system because such 

relationships gave them predictability in terms of how their suicidal behaviour 

would be understood and treated. HCPs prioritised trust during suicide risk 

assessment, as honest communication of suicide ideations was dependent on 

patients’ trust in them (III). Furthermore, HCPs experienced mutual collegial 

trust and support were necessary to manage uncertainty in clinical practice (III). 

HCPs adapted and made informal networks in response to the lack of formal 

support systems. Likewise, patients also depended on informal support, as some 

were saved from suicide attempts by fellow patients who detected her behaviour 

when trusted HCPs were unavailable (II). 

Furthermore, trust is a precondition for adaptive protection and individualised 

control, as patients trust HCPs to act in accordance with their interest. Sub-

study I found that the connection patients experience in encounters with HCPs 

affects their feelings of safety and their suicidal behaviour. Suicidal patients 

expect to meet someone who cares, confirms their feelings and acknowledges 

them as human beings. In sub-studies II and III, the connection did not emerge 

as a separate theme; it was rather integrated as a part of all topics related to safe 

clinical practice. Trust is relevant to findings involving patients in vulnerable 

situations: being externally controlled, talking about suicide in a collaborative 

dialogue and relieving emotional pressure.  
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6 Discussion 

Through looking at suicidal patients’ and HCPs’ experiences, the safe clinical 

practice involves a set of complex characteristics: collaborative detection, 

adaptive protection and individualised control, all of which depend on 

established systems of trust (Table 8). These complex characteristics 

demonstrate elements of a complex adaptive system [29, 30]. The synthesised 

findings from the three sub-studies are discussed below in light of existing 

evidence and relevant theoretical constructs drawn from the resilient healthcare 

literature (i.e., sensemaking, adaptations, and trade-offs).  

6.1 Collaborative detection  

Collaborative detection emphasises the interaction between the patient and 

HCPs, as well as among HCPs, in the detection of suicidal deteriorations. Safe 

clinical practice for patients hospitalised during a suicidal crisis is situated in 

an ill-structured, dynamic and changing environment which involves high 

complexity and uncertainty [170, 246, 247]. Making sense of suicidal 

behaviour requires complex processes involving sensemaking that are 

necessary to respond to high levels of uncertainty [165, 169]. Furthermore, 

making sense of suicidal behaviour involves trade-offs and adaptions to ensure 

the therapeutic relationships is preserved [30, 189].  

Collaboration increases HCPs’ situational awareness  

The findings correspond with previous studies suggesting that caring for 

suicidal patients involves dealing with uncertainty [73, 76, 248] and expand the 

current knowledge by showing that making sense of suicidal behaviour 

involves comprehending information “beyond the spoken words,” using 

intuition along with multiple sources of information [83, 187]. To anticipate 

suicides, adapt and respond to deteriorations in the wards, HCPs apply 

collaborative strategies to improve their situational awareness [165, 169]. Thus, 

the findings emphasise that making sense of suicidal behaviour in hospital 

wards is a collaborative effort that is not dependent merely on individual HCPs’ 

sensemaking  [167, 171]. Based on patients’ and colleagues’ feedback, HCPs 

gain a fuller meaning of the information they obtain and increase their shared 
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situational awareness [170, 172]. Feedback from others, and collaborative 

sensemaking is salient to create shared mental models and a sense of what is 

going on [167, 171, 249, 250].  

This is the first study to address the sensemaking process during a suicide risk 

assessment. This perspective is of importance when considering approaches to 

improve situational awareness during the suicide risk assessment. It is, 

however, important to note that sensemaking is not about finding a correct 

model to predict suicidal patients’ behaviour. Rather, it is about supporting 

strategies that create a more comprehensible understanding that enables action 

[251]. This thesis supports that these strategies should be directed towards 

collaborative approaches.  

Anticipating suicidal threats  

A set of conditions affected HCPs’ “gut feeling”, making them worry that the 

patient was at immediate risk of suicide. One example is the experienced nurse 

who explained how she had this “gut feeling” after leaving work, which made 

her call the ward and increase the support and attention to the patient. Later, the 

patient told her that she was suicidal at that moment. It might have saved the 

patient’s life. The findings are in line with previous findings studies, 

documenting that HCPs translate non-verbal cues into a “gut feeling” during 

suicide risk assessments [73, 83], and use their intuition as a strategy in suicide 

assessment [73, 187, 252].  

Furthermore, the findings reflect the importance of making sense of suicidal 

behaviour beyond the formal consultation setting. In a complex adaptive 

system, threats are not confined to time and place or one professional group; it 

goes beyond the formal consultation setting and is enacted anywhere in the 

ward milieu, and all HCPs need to be constantly alert to risk signals [156]. In 

line with previous studies this thesis finds that HCPs use experience and 

emotionally based competence to pick up cues to attempt to anticipate suicidal 

acts [73, 253], a process strengthened by establishing connection and trust with 

the patient [73, 112]. This thesis adds to the knowledge that HCPs are mindful 

and engage in trying to uncover the suicidal deteriorations of patients who 

struggle to verbalise their suicidal thoughts.  
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Nevertheless, little is known about the use of intuition to improve sensemaking 

in suicide risk assessment. Anticipatory thinking is according to Endsley [170] 

a hallmark of the highest level of situational awareness, as is considered one 

component of the sensemaking process of expert decision-makers [162, 163]. 

In accordance with Endsley [170], this thesis suggests that intuition is involved 

when experienced HCPs mentally imagine and project events into a possible 

future, which they use to anticipate immediate suicidal threats to be able to react 

in a proactive manner. 

This implies that the “gut feeling” may be involved in developing a higher level 

of situational awareness during suicide risk assessment [163]. Furthermore, this 

thesis adds to the knowledge that intuition is not the sole source of information 

in an assessment; rather, it supplements multiple sources of context-specific 

and general information, which together improve situational awareness [163]. 

Factors affecting gut feeling or intuition varied across situations and patients. 

This is typical in a complex adaptive system. Due to the complex and dynamic 

nature of the risk, it is challenging to standardise or limit a set of cues to look 

for [156]. Consequently, to improve the anticipation of suicidal threats, the 

value of standardisation is limited. Instead, high levels of expertise and 

feedback/team activities enhance situational awareness of the HCPs to 

understand the cues of a suicidal threats [156, 179, 182].  

Trade-offs to prioritise collaborative approaches to suicide risk assessment  

This thesis supports that HCPs enact trade-offs to prioritise the therapeutic 

relationship during suicide risk assessment [189], demonstrating their use of 

adaptive capacities to avoid potentially disturbing the therapeutic relationship 

that could result from using a standardised form or checklist for risk assessment 

[29, 32-34].  

Furthermore, they focus on both the individual risk factors and approaching the 

patients’ feelings by understanding them as individuals [25, 189]. The approach 

taken corresponds to collaborative approaches to suicide risk assessment which 

have gained support [109, 254, 255]. For example, the intervention 

“Collaborative assessment and management of suicidality” (CAMS) that 

addresses both risks and the patient identified problems that lead to suicide is 

evolving evidence-based clinical approach [109, 254]. Patients have 
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emphasised the importance of trust and support to communicate their suicidal 

thoughts [100-102, 256]. The evidence for using scales or instruments in 

predicting suicidal behaviour is lacking [104, 105, 257]; nevertheless, this 

thesis supports that suicide risk assessment helps HCPs make sense of each 

patient’s suicidal behaviour when conducted collaboratively.  

Nonetheless, patients’ experiences suggest that HCPs’ approaches to suicide 

risk assessment vary. Some approaches to suicide risk assessment elicit 

negative patient experiences, and not all HCPs manage to integrate multiple 

goals in care. This may be related to patient factors, such as their ability to 

collaborate and verbalise their suicidal ideations due to severe mental illness 

[97, 98], shame and trust issues [100], or HCPs’ expertise in establishing 

relationships and collaboration [17, 110]. Nevertheless, it may also be related 

to a lack of guidance on how to conduct a suicide risk assessment. At the time 

of data collection, clinical guidelines did not specify how the suicide risk 

assessment should be conducted collaboratively along with the gathering of risk 

information. Safe clinical practice depended on HCPs’ own ability to adjust 

procedures and integrate multiple goals in care.  

6.2 Adaptive protection  

Adaptive protection emphasises that protection of suicidal behaviour is not a 

static but rather a non-linear, dynamic, and interacting practice, depending on 

adaptations to cope with variability in clinical practice, and trade-offs to cope 

with conflicting goals [29, 30, 189].   

Sensitiveness towards the individual patient during the observation  

Following the literature, this thesis highlights the importance of having 

experienced HCPs [258], fully therapeutically engaged with the patient [67, 

112] who balance exerting control and building the therapeutic relationship 

during constant observation [84]. Likewise, the thesis highlights the importance 

of connection during observation while showing that the patients’ ability to 

connect vary. Some patients are unable to communicate their needs, which 

demands HCPs to make sense of and tune into their way of feeling connected. 

HCPs do not observe the patients from a distance; they engage with them and 

adapt their approach, which is an example of adaptation to cope with variability 



Discussion  

71 

in practice [30]. The findings are in accordance with research that depicting 

prevention of suicides in constant observation as largely intertwined with 

connecting and regaining hope [74, 75, 112]. The finding supports that constant 

observation demands adaptive capacities from the individual HCPs and 

involves balancing between closeness and distance [29, 32-34]. Due to the non-

linear characteristic of constant observation, this active-dynamic approach may 

be central to obtaining feedback from the patient and safe outcomes of 

observation [148, 155]. 

Trade-offs to cope with conflicting goals  

In this thesis, trade-offs are enacted to cope with conflicting goals in safe 

clinical practice for patients during a suicidal crisis [189]. The findings add to 

the knowledge that trade-offs are not related merely to conflicting goals 

between external constraints and patient desires, as previously documented in 

community mental healthcare for suicidal patients [82]. Trade-offs are also 

related to clinical care at the patient level when making judgements about each 

patients’ risk, benefits and clinical goals, as described by Wears et al. [189]. 

Goal conflicts create pressure [259], in this case, between preventing immediate 

harm and working toward long term health goals. Trying to solve goal conflicts 

through trade-offs is commonly reported to contribute to incidents [260] and 

increased cognitive demands on HCPs [261]. However, safe clinical practice 

for patients during a suicidal crisis cannot be ensured without trade-offs at the 

individual level, and it is not possible to eliminate uncertainty. Nevertheless, it 

is possible to reduce cognitive demands placed on HCPs through 

acknowledging the fact that deciding safe level of protection is a complex and 

difficult task, involving high uncertainty concerning when to sacrifice short-

term goals (e.g., risk of suicidal behaviour) for long-term goals (e.g., 

empowering and increased sense of independence).  

6.3 Individualised control  

Individualised control emphasises that treatment is adapted to help the 

individual re-establish a sense of control, which can create a personal sense of 

safety for the suicidal patient. Suicidal behaviour is characterised by 

aetiological heterogeneity both in terms of presentation and treatment [12]. 

Adaptations ensure that care is individualised [30] by addressing underlying 
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issues and adapting treatment and protection toward varying needs for control. 

Individualised control ensure that suicidal patients experience good health in 

various phases of their suicidal crisis, and demonstrate how non-linearity 

characterises the complexity of the suicidal inpatient context [29, 30]. 

A personal sense of safety through addressing underlying issues   

Individualised control highlights the fact that safe clinical practice for patients 

hospitalised during a suicidal crisis is related to re-establishing a sense of 

control. The psychological mechanism relates individualised control to safety 

through strengthening the patients’ internal locus of control, as described by 

Rotter [262]. Internal locus of control strengthens the perception that one’s 

environment, emotions and actions are under control [262]. Locus of control is 

relevant to safety, as it affects the perception of being responsible for one’s 

safety and being able to prevent adverse events, as opposed to believing that 

their safety is outside their control [263, 264]. Furthermore, the locus of control 

is related to health behaviour. Studies have found a clear association between 

locus of control and suicidal behaviour [265, 266]. This thesis suggests that by 

adapting treatments toward the underlying issues of the suicidal crisis, whether 

this involves medications and physical protection to hamper psychotic 

symptoms or getting economic issues solved to build hope and relief from 

depression, HCPs may strengthen the individual patient’s internal locus of 

control. Individualised control helps suicidal patients feel safe from self in the 

long term, making them feel that they can cope with their emotions and the 

difficulties in their environment without committing suicide.  

A personal sense of safety through external control  

Interestingly, a sense of safety is not always achieved through the patients’ 

internal locus of control. In the acute phases of their suicidal crisis, some 

patients feel safe through having external control over their suicidal impulses. 

Physical protection relieves emotional pressure by knowing that they cannot 

harm themselves. The need for external control during acute phases of the 

suicidal crisis correspond was also mentioned in Fredriksen et al. [130] who 

found that patients with psychotic depression and suicidal behaviour reported 

finding refuge behind locked doors; thus, their suicide attempts had to be 

physically interrupted or prevented. However, this thesis implies that the need 
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for external control during a suicidal crisis is not merely confined to patients 

having a psychotic episode. Besides the study of Fredriksen et al. [130], studies 

of patients who benefit from being behind locked doors, and when and why that 

is the case, are lacking.  

The finding supports a broader view of safety as something more than avoiding 

adverse events [25, 153], as also emphasised by other scholars. Plumb [21] 

argued that risk reduction should be seen as a by-product of therapeutic care, 

not the primary goal of care and Undrill [26] discussed that suicidal care is 

strongly related to the core tasks of mental healthcare, which is to address 

psychiatric risk through addressing the “manifestations of suffering.” The 

findings also imply that therapeutic care is sometimes not possible without 

preventing suicides through physical protection. Our findings suggest that 

suicidal individuals’ locus of control may vary between individuals and change 

during their hospitalisation, which are essential characteristics of the 

complexity of safe clinical practices for patients hospitalised during a suicidal 

crisis.  

6.4 Systems of trust  

Systems of trust emphasise that safe clinical practice is experienced when 

patients develop trust in the HCPs and the healthcare system, and HCPs have 

support to establish trusted relationships with the patients. Two characteristics 

make trust particularly necessary, vulnerability and uncertainty [267].  

Systems of trust for the patients 

When a patient trusts an HCP, the patient expects that the HCP will act in 

accordance with his or her interests [268]. This thesis found that feeling safe is 

experienced through the connection with HCPs; a phenomenon that is 

particularly related to interpersonal trust between patients and the HCPs who 

act in accordance with patients’ interest. They are recovering from their suicidal 

crisis with the help of other persons [269]. When patients describe they feel 

safe in the personal relationship with the HCPs, it is particularly important to 

establish trust. Trust shows up in any interpersonal relationship, but also in non-

interpersonal relationships, such as a social milieu [270]. In line with the 

findings of this thesis, a systematic review of trust in the patient-nurse 
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relationships revealed that patients expect the nurse to safeguard their interests 

and establish trust through providing predictability in treatment and 

empowerment, which allow them to feel safe, accepted and cared for [271].  

Trust involves the acceptance of a vulnerable situation [268]. When suicidal 

patients reach out for help, it is a particularly vulnerable situation. They may 

have lost trust in themselves and depend on others. Suicidal patients give away 

some of their power to an HCP or a healthcare system and expect them to act 

in accordance with their interest and respond to their suffering and 

vulnerabilities. Consequently, the power imbalance between the suicidal patient 

and the healthcare provider is inevitable, even before the HCPs interacts with 

the patient.  

The findings indicate that the organisation of the healthcare system in the 

context of mental health is a source of uncertainty for suicidal patients [267]. 

They are not always able to predict where they will be hospitalised or which 

HCP will be assigned to them when they go through the acute mental health 

ward. Patients who have experienced trust in the healthcare systems will 

naturally gravitate toward these places when seeking help in a suicidal crisis. 

Furthermore, the findings indicate that in the face of uncertainty, some patients 

will be sensitive to cues of whether the HCPs or the healthcare system will act 

in their best interest [272]. When patients are admitted for the first time, they 

do not have any experiences with HCPs and are particularly sensitive to cues 

of trust. This is emphasised in the patients’ experiences of different safety 

measures, such as barred windows, and walking through metal detections in 

sub-study II. In line with a systematic review of the literature patients 

experience disadvantages of locked doors because it reminds them of a prison 

and highlights the power of the HCPs, making them feel anxious and depressed 

[59]. This study adds to the knowledge that HCPs may alleviate these negative 

experiences for suicidal patients by explaining to them the rationale of such 

interventions. This helped them reduce uncertainty and build a sense of 

predictability that they were in a safe place, which is related to trusting that the 

healthcare system will act in their best interest [272].  

This thesis study support the findings of Ganzini et al. [100] documenting that 

trust is essential when talking about suicide, and adds to the knowledge that 
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HCPs adjust to prioritise trust during risk assessment. As patients share their 

vulnerability, they are expecting the HCPs to contain their emotions and to 

show understanding and dignity. Without this emotional validation of feelings 

[229], patients are left with feelings of shame and may withdraw from seeking 

help.  

Systems of trust for HCPs 

Likewise, the finding suggests that HCPs experience uncertainty in clinical 

practice. They are also in a vulnerable situation [272], as they fear a patient 

dying from suicide in their work practice, and they fear being held responsible 

for it. The need for support when caring for suicidal patients was emphasised 

during the interviews. This thesis study furthermore revealed that although 

informal support is valuable, HCPs need to know they have support available, 

and thus they favour formal arenas for collegial trust and support to ensure they 

can keep working with suicidal patients. Such formal support ensures that HCPs 

meet regularly and share experiences. Doing so helps build trust gradually over 

time and allows shared experience to grow [273]. The findings correspond with 

studies documenting that nurses often call for more formal support [73, 274], 

supervision and training when caring for suicidal patients [76, 112]. However, 

their needs differ, while the experienced HCPs may feel supported through 

getting feedback that patients are on the right track, novices may need to be 

continually reassured that they have support available to contain their reactions.  

This thesis found that adaptations in clinical practice are enacted in the form of 

emerging local interactions to create support systems. Safe clinical practice 

cannot rely solely on HCPs’ capacity to adapt without formal support systems. 

As HCPs’ ability to adapt vary, so do their level of vulnerability. Without 

reliable sources of trust, the system is brittle. HCPs’ adaptive capacities may be 

stretched with work overload and threaten the adaptive capacity of the system 

[275-277]. Defensive practices may arise and disrupt the efforts to build 

trusting relationships with the patients, which could threaten safe clinical 

practice for patients [26].  

Without formal support, HCPs may distance themselves from suicidal patients’ 

emotions to protect themselves from emotional discomfort [71, 79, 278]. In line 

with Plumb’s [21] study, this thesis found that without appropriate support that 
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could help HCPs embrace the uncertainty of working with suicidal patients, 

HCPs may attempt to efface uncertainty by turning to defensive practices based 

on fear to avoid blame and responsibility. These defensive practices may take 

time away from practising safe clinical practices, including establishing trust, 

which is crucial for suicidal patients’ safety perceptions. Thus, safe clinical 

practice does not merely depend on strengthening the HCPs abilities to establish 

trusting relationships with the patients but also on having systems of trust, 

ensuring that HCPs have reliable support systems. 
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7 Conclusion 

This thesis offers a deeper understanding of the complexity of safe clinical 

practices for patients hospitalised during a suicidal crisis by considering the 

experiences of patients and HCPs.  

When describing suicidal patients’ experiences, the safe clinical practice 

appears to be related to more than the absence of suicide risk and the need for 

physical protection. Safe clinical practice for the suicidal patient is highly 

dependent on patients’ perceptions of their connections with HCPs, the 

fulfilment of their needs during care and their psychological safety. 

Furthermore, suicidal patients are multifaceted with fluctuating suicidal 

behaviour, which highlights the importance of embracing personalised 

activities for safe clinical practice. Patients experience safe clinical practice also 

when being detected by mindful HCPs, being protected by adaptive practice 

and receiving tailor-made treatment.  

Based on HCPs’ experiences, safe clinical practice depends on using expertise 

to make sense of suicidal behaviour, individualising the therapeutic milieu and 

managing uncertainty. These are examples of capacities that help HCPs adapt 

to challenges and changes in clinical care, and they are vital to the complex 

dynamic work practices involved in safe clinical practice for patients hospitalised 

during a suicidal crisis. 

By looking across suicidal patients’ and HCPs’ experiences, the safe clinical 

practice involves a set of complex characteristics, such as collaborative 

detection, adaptive protection and individualised control, which all depend on 

having systems of trust. These complex characteristics demonstrate how non-

linearity and uncertainty characterise the complexity of suicide prevention in 

mental health wards. Additionally, the complexity in safe clinical practice is 

characterised by establishing psychological and relational safety, which is only 

created through personalised and trusted relationships.  

The inherent complexity of safe clinical practice for patients hospitalised during 

a suicidal crisis implies that there are unpredictable consequences of top-down 

safety interventions and that outcomes change over time and for each patient. 
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Thus, safe clinical practice cannot be ensured just by following standards; it also 

depends on adaptations.  

To improve safe clinical practices, efforts should be made to embrace rather 

than efface variability in clinical care. This includes supporting adaptive 

capacities that enable HCPs to cope with challenges and changes in clinical 

care. Strategies should be directed toward strengthening expertise development, 

feedback systems, and systems ensuring support and predictability.  

This PhD-thesis focuses on hospitalised patients who survived a suicidal crisis 

and safe clinical practices in mental health wards, as experienced by these 

patients and healthcare professionals. As such, the thesis’ conclusions do not 

pertain to patients dying from suicide or patients who were not admitted to 

hospital wards during their suicidal crisis. 

7.1 Implications for clinical practice  

7.1.1 Strategies at the hospital management level  

Strategies to improve clinical practice at the management level should be 

directed toward supporting adaptive capacities.  

Training in suicide risk detection  

Training directed toward suicide risk detection in hospital wards should focus 

on strengthening the expertise development of HCPs from novice to expert. 

Moving from relying on rules (checklists and forms) toward developing high 

situational awareness and integrating collaborative approaches along with risk 

assessment [182].  

Although novice HCPs may benefit from having context-free rules specifying 

what to look for and what information to obtain, the novice HCPs should be 

guided in how to consider context sensitivity, patients’ feelings and histories as 

well as individual risk factors. Moving towards a higher level of expertise, the 

novice HCPs also need to be guided in how to talk about suicide and how to 

collaborate and establish therapeutic alliances with diverse patients.  
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To develop expertise and higher levels of situational awareness, training needs 

to improve the comprehension and interpretation of the information obtained 

[170, 179]. HCPs need to be able to discuss their clinical judgement in everyday 

clinical practice with colleagues to increase their situational awareness [167, 

171]. Training can benefit from using real-life examples of successful clinical 

decision making. Since obtaining feedback from the healthcare team is 

essential, training in suicide risk detection can benefit from multidisciplinary 

training involving HCPs who regularly interact as a team to establish a shared 

vision, values and mental models [173, 174]. 

Guideline development  

Safe clinical practice for patients hospitalised during a suicidal crisis is 

characterised by uncertainty, dynamic interactions, and patient heterogeneity 

which demands high levels of sensitivity towards the context [32, 150, 151]. 

Clinical guidelines for suicide prevention in mental health wards should, 

therefore, to a lesser extent, simplify complexity. Clinical guidelines should be 

careful about reducing HCPs’ ability to adapt to safe clinical practice, as these 

adaptations are sources of safety [33, 34, 148].  

Nevertheless, guidance is needed for suicide prevention in hospital wards. 

Guidelines need to carefully balance general principles behind safety 

interventions with specific recommendations, as this might affect the context-

sensitive adjustment to the individual patient. It is of importance to adjust 

practice toward the individual patient as well as include the main principles for 

suicide prevention in hospital wards. 

Through making shared vision and principles behind safety interventions 

explicit, clinical guidelines for suicide prevention in mental health wards may 

support an integrated patient safety practice [145]. 

Feedback and support systems 

In a complex adaptive system, it is impossible for the HCPs to fully anticipate 

the consequences of adjustments of procedures and trade-offs [148, 279]. 

Feedback systems are needed to acquire knowledge of how to adapt [155]. 
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There is a need to create systems to provide feedback on safe clinical practice 

and to foster the confidence that colleagues will provide constructive support 

[148]. The ward needs various support systems, shared activities and spaces to 

reflect on scenarios from everyday clinical work.  

Shared activities support the development repertoire of scenarios and shared 

mental models, and they may improve shared situational awareness and clinical 

judgements, regarding a safe level of protection [172]. These activities need to 

involve all professional groups engaged in clinical care. Examples of such 

activities are clinical group supervision, group debriefing after stressful 

incidents, case-specific reflections, daily patient reports, and training in shared 

therapeutic approaches.  

Collect patient experiences 

During this study, we have experienced that it was safe to ask suicidal patients 

about their perception of inpatient care under conditions where the patients can 

express themselves without fearing any consequences for their treatment. 

Suicidal patients provide valuable feedback on what makes them feel safe or 

unsafe, and they can identify conditions that may cause adverse events, which 

also corresponds to findings in other domains of healthcare [280]. Collecting 

patient feedback should be considered as an essential part of clinical practice. 

7.1.2 Strategies for healthcare professionals  

The relational component of patient safety is considered the most vital aspect 

of care from the suicidal patients’ perspective, and HCPs can strengthen 

patients’ feeling of safety through acknowledging them as human beings, 

confirm their feelings and ensure they meet someone who cares. Furthermore, 

feeling safe is also related to having a sense of control. HCPs may strengthen 

patients’ feeling of safety through addressing underlying issues and mental 

illnesses during hospitalisation and adapting protection to meet each 

individual’s needs.  

More specifically, during suicide risk assessment, patients need to feel that they 

are understood as individuals and receive help to manage risk by relieving 

emotional pressure. Furthermore, protection is a matter of being sensitive to the 
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context. Safe clinical practice involves being watchful and sensitive to the 

patient’s cues of deterioration.  

During constant observation, it is important to tune into the patient’s needs, 

engage with the patient and establish trusting bonds, approaching patients with 

dignity and hope along with constant physical presence.  Protecting the patient 

from suicidal impulses should always go along with supporting the patient. 

Patients may benefit from being supported and understanding the rationale 

behind locked doors, barred windows and elimination of lethal means. When 

suicidal patients give away their power to the HCPs or a healthcare system, they 

need to be assured that HCPs are acting in accordance with their interests.  

7.2 Implications for further research 

Including sensemaking in the conceptual development of resilience  

Rea et al. [281] called for more empirical, real-life case studies, rather than 

studies verifying theoretical models, to move safety science forward [281]. This 

thesis is based on an empirical case study which has explored experiences of 

safe clinical practice using an inductive approach. Through the abductive 

approach, the synthesis of findings offered additional insights to inform the 

theory development.   

Hollnagel [156] developed the four resilience potentials (anticipating, 

monitoring, responding, learning); however, as Anderson et al. [143] addressed, 

little research has examined how they relate to improving the quality and safety. 

While the four resilience potentials do not include sensemaking [156], this 

study implies that sensemaking should be considered a resilience potential in 

the conceptual development of resilience. This study demonstrated the use of 

sensemaking in dynamic work settings of a complex adaptive system in mental 

health. The study supports that, to know what to look for and how to respond, 

we must make sense of what is happening, in particular when working in ill-

defined and unclear situations, as described by Klein [169].  

This study was limited to studying sensemaking at the micro-level in the 

system. To improve the conceptual understanding of the role of sensemaking 

in resilience, future studies can focus on sensemaking at ward and hospital 
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management level and on the ways to support the sensemaking process at the 

micro-level in the system.  

Understanding complexity in mental healthcare 

To date, little is known about how to understand complexity in mental 

healthcare. In line with Ellis et al. [30], this thesis supports that adaptations, 

individualisations and the need for shared visions characterise complexity in 

mental healthcare, supporting the complex adaptive system perspective. 

Furthermore, this thesis adds that sensemaking and systems of trust are 

distinctive characteristics of complexity in safe clinical practice in mental 

healthcare. However, they may also relate to other healthcare settings.  

Future research applying a resilient healthcare framework to study mental 

healthcare practices and processes may further explore 

• HCPs’ adjustment to patients’ variable needs (observation study); 

• the link between interpersonal trust, management, shared common 

ground and adaptive capacities; and 

• the ways in which the mental healthcare organisation can facilitate 

sensemaking and successful adaptation during an acute crisis.  

Using patient experiences as a source of knowledge about work-as-done  

A distinction is often made between work-as-done and work-as-imagined in 

complex adaptive systems [154]. Nevertheless, little is known about patients as 

a source of knowledge of resilience in healthcare [36]. This thesis did not find 

a major contrast between what the patients’ experienced as safe clinical practice 

and what HCPs aimed to achieve through their adaptations of safe work 

practice. However, patients provided new insight into how HCPs work 

practices affected them. As such, patients should be considered as a valid source 

of knowledge about work-as-done in healthcare. 

Safety for suicidal patients 

This study cannot provide evidence about the efficacy of interventions or safety 

measures. To study the efficacy of strengthening system performance in clinical 

practice for suicidal inpatients, future studies are needed to explore this topic 
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by focusing on expertise building strategies, expanding feedback and support 

systems and using patient experiences to improve safety. 

More studies are needed on safe clinical practice at different system levels (e.g., 

management, primary care, outpatient care) as well as on the processes in safe 

clinical practice for suicidal inpatients, e.g., expert decision-making strategies, mental 

models used in suicide risk assessment and collaborative detection. Accordingly, 

these studies should explore differences between patients in their discussions of 

suicide and about adaptations during the conversation that could facilitate honest 

disclosure of suicide ideations and positive patient experiences.  Increased insight 

about adaptations can be obtained by employing non-participant observation of HCP 

interactions and strategies.  
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Background: In-patient suicide prevention is a high priority in many countries, but its practice remains poorly
understood. Patients in a suicidal crisis who receive psychiatric care can provide valuable insight into understanding
and improving patient safety. The aim of this paper was therefore to summarize the qualitative literature regarding
suicidal patients’ in-patient care experiences. The following question guided the review: How can we describe
suicidal patients’ experiences regarding safety during psychiatric in-patient care?

Methods: Systematic searches were conducted in the MEDLINE, Academic Search Premier, CINAHL, SOCINDEX and
PsycINFO databases, identifying 20 qualitative studies on suicidal patients and their psychiatric in-patient care
experiences. These studies were systematically reviewed using the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) guidelines, synthesized via thematic analysis and subjected to quality appraisals.

Results: Patients described safety as “feeling safe”, and three components, i.e., connection, protection and control,
were vital to their experiences of safety. Fulfilling these needs was essential to patients recovering from suicidal
crises, feeling safe during encounters with health care professionals and feeling safe from suicidal impulses. Unmet
needs for connection, protection and control left patients feeling unsafe and increased their suicidal behaviour.

Conclusion: Our review addresses the importance of adopting a wider perspective of patient safety than
considering safety solely in technical and physical terms. Safety for the suicidal patient is highly dependent on
patients’ perceptions of their psychological safety and the fulfilment of their needs. The three patient-identified
factors mentioned above – connection, protection and control – should be considered an integral part of patient
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Background
Suicide is a particular concern in mental health settings
because of its strong association with mental illness [1].
Although suicides rarely occur during in-patient care,
these events are clinically important and are among the
most concerning patient safety incidents in the mental
health sector [2–4]. Suicide prevention is one of the pri-
mary tasks of health care professionals practicing in psy-
chiatric wards [4]. In-patient suicide prevention is a
high-priority in many countries [5–7]; however, its prac-
tice remains poorly understood.
The ethical and pragmatic problems posed by includ-

ing suicidal patients in research have contributed to the
currently limited research regarding the treatment of
high-risk and hospitalized suicidal patients [8]. To
understand safety in health care services, information
must be obtained from multiple sources, including the
patient’s perspective. As such, patients can provide
insight regarding care and can contribute important in-
formation when other sources of evidence are limited
[9]. Patients can also provide unique information on ad-
verse events in hospitals [10, 11] as well as useful de-
scriptive feedback regarding safety, in particular sensitive
safety-related topics [12]. Patient experiences are consid-
ered one of the three pillars of health care quality, along
with clinical safety and effectiveness of outcomes [13].
Qualitative studies of patient experiences with psychi-

atric in-patient care have been reviewed within certain
areas, such as involuntary hospitalizations [14], physical
restraint [15], acute wards [16], seclusion practices [17],
locked doors [18] and service user expectations [19].
However, no reviews to date have examined studies re-
garding suicidal in-patients. Therefore, this review aimed
to summarize empirical qualitative studies by exploring
suicidal patients’ psychiatric in-patient care experiences
to better understand their perspectives toward safety.

Review question
A literature review was conducted to answer the follow-
ing review question: How can we describe suicidal
patients’ experiences regarding safety during psychiatric
in-patient care?

Methods
The selected studies were systematically reviewed using
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) guidelines [20]; the arti-
cles were then synthesized using thematic analysis [21]
and assessed further via quality appraisal [22]. The ob-
jectives, inclusion criteria, analysis methods and search
strategy were specified and documented in a protocol
reviewed by the three authors prior to the database
search. The authors are researchers with backgrounds in

psychology (SHB), mental health nursing (KR) and safety
science (SHB and KAA).

Inclusion and exclusion criteria
The eligibility criteria for inclusion in the review pertained
to the following three characteristics: Type of study: Quali-
tative peer-reviewed studies in English with empirical data
on patients’ experiences regarding safety were eligible.
Participants: Studies examining a sample of suicidal in-
patients who were interviewed during their hospitaliza-
tions or after discharge were eligible. “Suicidal in-patients”
included patients hospitalized after a recent suicide at-
tempt, described as suicidal during hospitalization or with
serious suicidal thoughts or ideations; self-harming behav-
iour was excluded. The final criteria related to Setting: Ex-
periences regarding care in psychiatric hospital wards,
including psychiatric emergency wards and psychiatric
long-term in-patient care, were eligible. Studies in mul-
tiple hospital settings were included if information regard-
ing psychiatric in-patient care experiences could be
extracted. Patient experiences pertaining to outpatient
clinics, community mental health care, home care, foren-
sic psychiatric services, emergency care and medical care
were excluded. Studies describing patient experiences with
adverse side effects from pharmacological treatment were
excluded. Studies with mixed patient samples and studies
involving health care professionals’ experiences were in-
cluded if information regarding patient experiences could
be extracted.

Search strategy and study selection
To increase sensitivity, limitations on publication date
were not imposed during the database search. The selec-
tion of databases, search terms and search methodology
were determined in collaboration with a university li-
brarian. The databases included in the systematic search
were MEDLINE and the Academic Search Premier,
CINAHL, SocINDEX with Full-Text and PsycINFO Ovid
databases. Systematic database searches were conducted
between June and December 2014 and in July 2016.
Search terms were identified in relevant studies during

the planning of the systematic review. The terms were
selected from qualitative studies of patient experiences
in mental health care and from qualitative studies of sui-
cidal patients’ experiences. All identified search terms
were included to increase search sensitivity. The full
electronic search strategy for PsycINFO is outlined in
Additional file 1. We also screened reference lists and
conducted author searches in EMBASE and Google
Scholar.
We systematically searched all of the above databases

using the following terms: patient* satisfaction*, patient*
preference*, in-patient* experience*, patient* experi-
ence*, patient* perception*, patient* view*, patient*
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perspective*, patient* opinion*, user* experience*, con-
sumer* experience*, consumer participation, suicide, sui-
cidal, feeling safe and feeling unsafe.
The study selection process was conducted according

to the eligibility criteria displayed in the flow diagram in
Fig. 1. First, all titles were screened, and the abstracts
were read by one author (SHB). Ineligible studies were
excluded. Full-text articles were obtained for the eligible
studies. Two authors (SHB and KR) independently
assessed the full-text articles for eligibility in a standard-
ized manner. A third author (KAA) validated the assess-
ments. The level of agreement was generally high;
however, setting was often discussed, as the studies were
conducted in mixed settings. Agreement was reached by
re-reading the articles to determine whether information
on patient experiences with psychiatric in-patient care
could be extracted from the studies in question. All au-
thors were in agreement regarding the final inclusion

and exclusion of all articles. A data extraction sheet was
developed to guide study selection. Information from all
full-text articles was added to the sheet. All studies were
assessed based on the abovementioned eligibility criteria
and colour-coded as red (no), orange (maybe) or green
(yes).

Synthesis of results
Thematic analysis, as proposed by Thomas and Harden
[21] and Braun and Clarke [23], was used to facilitate
the synthesis of the results of the included studies. The
thematic synthesis consisted of two stages. The first
stage entailed coding the text “line by line”, condensing
the meaning units and developing descriptive themes.
An inductive approach was used in which the descriptive
themes remained close to the original findings of the
studies [23]. The second stage developed relationships
between the descriptive themes and patient safety to

Fig. 1 PRISMA (2009) flow diagram
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generate analytical themes [21]. Thematic mapping was
used to identify relationships between meaning units,
descriptive themes and analytical themes [21, 23]. Con-
nections between patients’ needs, expectations, experi-
ences, reported outcomes (such as experiencing
increased or decreased suicidal behaviour) and use of
the term ‘safety’ were studied in the analytical stage.
Coding and preliminary theme development were con-
ducted by one author (SHB) and reviewed by all three
authors. The analysis yielded 83 meaning units, nine de-
scriptive themes and three analytical themes (“Connec-
tion”, “Protection” and “Control”). Forty-nine of the 83
meaning units were found in the “Connection” theme,
which was thus considered the most comprehensive
theme. An example of theme condensation is presented
in Table 1. A full overview of the meaning units and
themes is provided in Additional file 2.
Two authors (SHB and KR) independently assessed

the methodological quality of the included studies
and rated the studies based on Malterud’s [22] check-
list for qualitative research. Malterud’s guidelines for
assessing qualitative studies and an example of a
scored article are provided in Additional file 3. An
overview of the quality assessment of the included pa-
pers is presented in Additional file 4.

Results
Study selection
The study selection process utilized the PRISMA guide-
lines [20] (Fig. 1) and identified a total of 1,097 records
through database searches. Additional searches yielded
29 records. After removing duplicates, the remaining
984 records were screened. Title screening and abstract
reading resulted in the exclusion of 904 records that did
not meet the eligibility criteria. Eighty full-text articles
were read, and relevant information was extracted and
entered into the information sheet, assessed according
to the inclusion criteria and coded (yes/maybe/no). Sixty

records were excluded for not meeting the inclusion cri-
teria, and we ultimately included the remaining 20 stud-
ies in the systematic review (Table 2).

Study characteristics
The review consisted of 20 articles published between
1999 and 2016. The patients’ ages ranged from 16 to
63 years. The most frequently occurring diagnoses in the
sample were affective disorders, of which major depres-
sion was the most prevalent, followed by schizophrenia
spectrum diagnoses and personality disorders. Patients
reported different experiences and needs depending on
their symptoms and level of functioning; however, these
parameters could not be analysed because of the pres-
ence of mixed samples. All patients had experienced sui-
cidal crises, and the majority had attempted suicide
prior to hospitalization. The studies originated primarily
from Western mental health care settings, with the ex-
ception of studies by Sun et al. [24, 25], which were con-
ducted in Taiwan.

Themes representing patients’ experiences regarding
safety
The results of the 20 studies were synthesized and orga-
nized under analytical and descriptive themes (Table 3).
The results of this synthesis are described in greater de-
tail in the following text.

Connection
The “Connection” theme illustrates how connections
with health care professionals were vital for patient re-
covery and feelings of safety. A lack of connection was
also experienced by the patients and had potentially fatal
consequences. The sample of suicidal patients included
in this review reported multiple and diverse causes of
their suicidal crises [26, 27], but all patients experienced
feelings of overwhelming suffering and increased vulner-
ability [27–31]. Patients experienced increased emotional

Table 1 Example of theme condensation

Example of extracted data Meaning units Descriptive theme Analytical
theme

Lack of acknowledgment from observers; these perceptions sometimes
overlapped with perceptions of a lack of empathy. Such behaviors
included observers’ reading books, appearing distracted or uninterested
in the participant, and acting like the participant was a burden [40].

61. Lack of observer support manifests
as lack of empathy and
acknowledgement

Receiving support
from the
observers

Protection

Feelings of objectifications in formal observation without interpersonal
engagement…It’s a scary thing going somewhere where you feel like
you’re isolated and locked away. (Claire)…Being watched like that; it’s
freaky…a bit invasive…that separation, that ‘us and them’. It’s a bit tricky.
(Kate) [26].

62. Feeling objectified and detached
without observer support

“They don’t care. You get that feeling quite often. It just kind of supports
that hopeless kind of feeling that life isn’t worth living and nobody cares
about anything.” Such encounters did little to alleviate hopelessness, and
six participants noted that they increased their anxiety or aggravated their
dysphoria [40].

63. Feeling objectified increases stress
and hopelessness
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sensitivity regarding how they were perceived and
approached by health care professionals, and this sen-
sitivity affected their perceptions of themselves, their
recent suicide attempt, their therapeutic relationships
[26, 32, 33] and their feelings of safety in the hospital
[31, 34, 35]. Patients’ connections with health care
professionals enabled them to feel valued as human
beings by meeting someone who cares; to feel under-
stood by receiving a confirmation of feelings; and to
feel respected and trusted by being acknowledged as a
human being.

Meeting someone who cares
Suicidal patients expressed feeling lonely, being alone
with their despair, being separated from the external
world and feeling a need to be connected with others
[28–30, 34]. A sense of being cared for could be
achieved by meeting the patient’s basic needs, such as
bodily contact, fresh air, food, hygiene, sleep and rest
[34]. Patients also felt cared for when they engaged with
health care professionals who were active and empath-
etic listeners, who spent time with them, and who
showed interest in them as well as compassion for their
situation [26, 28, 34, 36–38]. These interpersonal inter-
actions and the physical presence of the health care pro-
fessionals helped patients feel that they were valuable
[30, 34, 39] and that they mattered and belonged in the
world [30, 36]; these feelings reduced their suicidal idea-
tions [36] and made them feel safe in the psychiatric
ward [34, 35]. Cutcliffe ([36], s. 797) described this re-
covery process as a “re-connection with humanity”
driven by connecting with and feeling cared for by
nurses.
Some patients felt that their health care providers had

neither time nor compassion for them [25, 34, 37], and
these feelings had potentially fatal consequences. These
patients experienced that their health care providers
spent little time with them because the providers were
busy performing other tasks or were interrupted during
patient visits. Some patients experienced having no one
to talk to, feeling ignored or feeling that they were being
stored away as though they were an object [34, 39].
When met with a lack of interest and disengagement

from health care professionals, patients lost confidence
in their providers [34], refrained from seeking help and
felt unsafe in the ward [35]. The experience of being iso-
lated and alone on the ward raised feelings of hopeless-
ness and worthlessness [39]. Some patients felt
redundant and started to plan ways to take their lives on
the ward [34].

Receiving a confirmation of feelings
Patients indicated that they needed someone who could lis-
ten to and understand their story and situation [29, 32, 34]
and provide confirmation of their feelings [24, 34, 36]. They
also expressed a need to be taken seriously in their suffer-
ing, to be allowed to express their feelings [33–35] and to
be able to talk about their suicidality [28, 32]. The patients
positively described their experiences being asked directly
about their suicidal thoughts and plans, as they longed for
opportunities to talk about difficult questions [32]. Patients
felt confirmed when they perceived that their mental health
providers understood their situation and their need to step
away from the demands of their lives [33] and supported
their need for hospitalization [35]. The quality of the
patient-physician relationship depended on patients’ experi-
ence of this confirmation, as it enabled them to feel safe
and understood [34, 36] and mitigated the despair and
shame elicited by their suicide attempts [30, 33, 34].
Patients experienced a lack of confirmation when health

care professionals denied their feelings, neglected their ill-
ness, diverged from topics that the patients wanted to ad-
dress, did not address difficult feelings [33–35], merely
emphasized their positive resources [32], or did not pro-
vide adequate or empathetic responses when they dis-
closed sensitive issues [33]. Some patients reported that
their health care professionals did not spend sufficient
time with them to properly understand the reasons for
their suicide attempts or that the professionals avoided
talking about their suicide attempt [34, 39]. Other patients
felt that their nurses were concerned only about their
symptoms or the effects of their medications and thus did
not allow them opportunities to share their thoughts and
feelings [34, 39]. Patients perceiving these types of non-
responsive attitudes with respect to sensitive or important
topics experienced worsening feelings of shame and hu-
miliation [32, 33] that exacerbated their suicidal ideations
and, in some cases, resulted in subsequent suicide
attempts [32, 35].

Being acknowledged as a human being
Patients stated that it was important for providers to meet
them on equal ground in order for them to feel acknowl-
edged as a human being [26, 33, 34]. This meant being
treated non-judgementally [24, 28, 33, 36] – being
empowered and understood as individuals rather than as
objects, cases or diagnoses [30, 31, 33]. When the patients

Table 3 Analytical and descriptive themes

Analytical theme Descriptive theme

Connection Meeting someone who cares
Receiving a confirmation of feelings
Being acknowledged as a human being

Protection Being protected from death
Receiving support from the observers

Control Gaining insight
Coping with difficulties and symptoms
Attaining discharge readiness
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felt that they were achnowledged as a human being, they
were able to feel trusted, respected, and safe in the ward
and were thus receptive to help [26, 30, 31, 35]. Through
these feelings, patients regained their sense of human
dignity and thereby felt that it was worthwhile to be
alive [26, 33, 36].
Not being seen as a human being was related to

feelings of inequality [32, 34], e.g., patients whose
providers overused medical jargon or limited their
visits to discussions about medications and diagnoses
[31, 34], as well as the feeling of being punished by
health care professionals through the use of ward
rules, verbal expressions or body language to exert
their power [33]. Not being seen as a human being
was also related to feelings of disempowerment, e.g.,
being talked about when they were present [32], not
being informed about ward routines [33] or who their
primary nurse was [25, 37], not being informed about
their own arrangements [35], or experiencing that
their opinions, information or histories were not con-
sidered important [32, 39]. Suicidal patients with bor-
derline personality disorder experienced that they
were able to recover by experiencing feelings of safety
and trust during their encounters with health care
professionals. However, when treated as inferior, the
patients did not feel safe in the hospital [31].

Protection
The “Protection” theme pertained to patients’ experi-
ences when under constant observation and their strug-
gles to feel safe from themselves and their invasive
suicidal impulses [31, 40]. Patients felt safe from them-
selves and their suicidal impulses and protected from
death during constant observation. Receiving support
from the observers was the most important aspect during
constant observation, as patients lacking these relation-
ships felt detached and objectified, and their anxiety and
symptoms worsened [26, 40].

Being protected from death
During constant observation, some patients experi-
enced a state of mind in which they continually
searched for available means to attempt suicide. Some
experienced feeling powerless against their suicidal
thoughts, whereas others experienced command hallu-
cinations related to suicide [40]. Patients perceived
constant observation as a means of altering their sui-
cidal ideations and self-destructive behaviour. Patients
considered this practice life-saving because of the
presence of vigilant observers, the limited availability
of objects to use for suicide attempts, the passage of
time [40] and the distraction and escape from the
outside world [24]. Patients struggled to feel safe
from themselves and to assume responsibility for their

own lives when they lacked protection during acute
suicidal crises [31, 41]. Adequate protection was also
related to their perceptions of the hospital as a safe
place [41, 42]. Accordingly, patients who easily found
ways to attempt suicide in the ward and those who
did not receive safety searches or monitoring often
felt unsafe in the hospital [25].
However, one patient explained that not being able to

end his life actually increased his suffering, as he be-
lieved that being able to end his suffering in the event
that it became unbearable was a source of comfort that
helped him cope with his situation [29]. Patients experi-
enced a lack of freedom and privacy under constant ob-
servation [25, 40, 41], and most were happy when it was
discontinued because of its invasiveness. Some patients
even lied about their suicidality to discontinue their
observation [40].

Receiving support from observers
Cardell and Pitula [40] concluded that the relation-
ship with care providers was at the heart of constant
observation and highlighted the importance of pa-
tients having supportive observers as opposed to im-
personal and detached observers. Patients experienced
observer support as vital for decreasing their suicidal-
ity during constant observation [36, 40], as these
relationships facilitated reduced suicidality. It was im-
portant for the observers to have an optimistic atti-
tude, encourage problem-solving, enable patients to
gain self-esteem, acknowledge patients as unique and
meaningful human beings [40], and try to understand
patients by talking with them about their feelings
[43]. By interacting with supportive observers, the pa-
tients internalized what the observers projected and
felt worthy as human beings and thus worthy of
being alive [40].
Some patients experienced a lack of acknowledge-

ment and a lack of interpersonal engagement under
constant observation, in which the observers appeared
disinterested or distant or behaved as though their
patients were a burden [26, 40]. When attempting to
start a conversation, the observers either did not respond
or displayed hostile facial expressions, which was per-
ceived as a lack of empathy [40]. Lees [26] observed that
having minimal interpersonal engagements limits the
therapeutic potential of interventions, such as formal ob-
servation and medications. Patients deprived of interper-
sonal engagement felt objectified and separated from their
health care professionals [26] or that nobody was there for
them or acknowledged their existence [40]; these experi-
ences exacerbated their feelings of anxiety and hopeless-
ness and supported their perceptions that nobody cared
about them and that their lives were not worth living [40].
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Control
The “Control” theme involved patients’ need to re-
establish a feeling of control over their lives [27]. Sui-
cidal patients experienced a sense of not being in con-
trol, a desire to regain control and a sense of losing
control during suicidal crises [26, 27], which they often
described as periods of overwhelming emotional suffer-
ing that left them unable to cope with life [27–31]. Pa-
tients whose health care professionals enabled them to
gain insight and cope with difficulties and symptoms
were able to regain control of themselves. This sense of
control was important for attaining discharge readiness
and feeling safe from themselves. Patients without this
sense of control experienced increased suicidal thoughts.

Gaining insight
Gaining insight into their illnesses enabled patients to
regain control after their suicide attempt [27, 31, 41]; pa-
tients who understood themselves were able to address
the difficulties in their life without attempting suicide
[27] and also felt safer from themselves [31], which
helped them feel in control of their lives [41].

Coping with difficulties and symptoms
Patients felt that a sense of control could be achieved by
being able to manage difficulties and by learning new
problem-solving and help-seeking skills, as well as by re-
ceiving adequate treatment for mental health problems
and obtaining assistance for social and economic prob-
lems. Patients who were able to manage difficulties were
able to visualize a way back to their lives [27, 36, 37].
Variations in coping strategies related to different sup-
port and independence needs were described, as some
patients expressed a need for others to “fix” their prob-
lems, some expressed a need for a break from any type
of demand, and others emphasized a need to strengthen
their self-efficacy to more effectively cope with their life
situations [27, 33, 41]. Some patients experienced that
their problems were best addressed through one-on-one
conversations with health care professionals [35, 37],
whereas others preferred group support [25, 28, 37], spirit-
ual support [25], or family or friend support [25, 38]. Pa-
tients needed health care professionals who could adapt to
their needs and coping strategies [38].

Attaining discharge readiness
Patients expressed the expectation that their admission
would result in a cure for or solution to their problems;
this belief represented a major disconnect between pa-
tients’ expectations and the treatment provided during
short-term hospitalization [41]. At discharge, some pa-
tients felt that their problems were unsolved [37] and
that they lacked the skills and tools for coping with their
problems and their unchanged circumstances; this

feeling resulted in increased distress and suicidal thoughts
[41, 42]. At discharge, patients experienced unaddressed
problems related to their suicidality [32, 37, 41]. Thus,
they did not feel prepared for discharge and feared that
leaving the hospital would lead to subsequent suicide at-
tempts [41]. These patients experienced the feeling that
the system was failing them and indicated that they did
not know where to seek support in the event that formal
mental health services could not help [41].
Patients’ sense of control was strengthened by having a

post-discharge support plan and by being able to contact
the ward after discharge if necessary [27, 35, 41], as well
as by being prepared for the upcoming change in their
freedom by feeling empowered and supported prior to
discharge [31, 41]. Thus, it was important for patients to
be allowed to participate in decision making regarding
their post-discharge support, as this reduced their fears
and anxieties at discharge when being sent “back to the
lion’s den” ([41], s. 24).

Discussion
This paper posed the following review question: “How
can we describe suicidal patients’ experiences regarding
safety during psychiatric in-patient care?” Suicidal pa-
tients’ experiences with safety during psychiatric in-
patient care were described in 20 studies that addressed
whether their needs were met during their
hospitalization. This review argues that patients define
safety in terms of “feeling safe” and that connection, pro-
tection and control play vital roles in their safety-related
experiences. Fulfilment of these needs are experienced
as essential for recovery from their suicidal crises, in
addition to the ability to feel safe during their encoun-
ters with health care professionals and to feel safe from
their suicidal impulses. When experiencing unmet
needs, the patients not only felt unsafe but also exhibited
increased suicidal thoughts and feelings. For some pa-
tients, these experiences were characterized as triggers
for another suicide attempt.
The patient experiences discussed in our review are re-

lated to the relational and emotional aspects of hospital
care and are consistent with the findings of other studies
regarding patient experiences [10, 13]. Our findings also
resonate with those of psychiatric in-patient care studies,
in which patients identified psychological safety as the
most common safety issue [44]. The connection and pro-
tection components discussed herein emphasize the im-
portance of the therapeutic relationship in not only
establishing feelings of safety but also optimizing patient
outcomes, such as those related to increases or de-
creases in patient suicidality. The suicidal patients in this
review addressed the vital importance of the therapeutic
relationship in helping patients both feel safe and be
safe. These findings are consistent with those of studies
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highlighting the therapeutic alliance in effective suicidal
patient assessments and management [45–47] and stud-
ies identifying the staff–patient relationship as important
to patients’ feelings of safety [44, 48, 49]. Poor staff-
patient relationships were found to play key roles in
preventable suicides and were attributed to poor com-
munication and relationship quality [50].
This review highlights the importance of addressing

the control component to enable suicidal patients to feel
and be safe after discharge from the hospital ward. The
control component demonstrates the importance of sup-
porting external and internal processes that help suicidal
patients feel a sense of control and of understanding the
individual from an ideographic point of view. Consistent
the results of this review, Connell [51] found that, for
mental health patients, a sense of control was linked to
feelings of safety. The level of desired dependence or in-
dependence varied according to each patient’s current
circumstances and differed over time.
Undrill [52] stated that psychiatric risks should be per-

ceived as manifestations of suffering. Thus, maintaining
high-quality core activities during care and acknowledg-
ing suicidal patients’ suffering through trust and thera-
peutic closeness should be the primary methods of
addressing patients’ suicide risk and improving their
safety. In accordance with Undrill’s [52] findings, our re-
view indicates that ensuring patient safety entails ad-
dressing patients’ therapeutic needs and psychological
safety in addition to their physical safety. Although inte-
grating relational and technical patient safety measures
into psychiatric care is challenging [53, 54], safety is
dependent on this integration. The link between feeling
safe and being safe is vital for suicidal patients; suicidal
patients’ physical safety cannot be ensured if they do not
feel safe. A system that is designed to physically prevent
patients from committing suicide but that neglects their
need for a connection with health care professionals
may not be successful, as patients may exhibit increased
suicidality despite the implementation of procedures to
prevent this outcome. Furthermore, patients may not
only feel unsafe, but they may also be unsafe because of
an increased suicide risk imposed by the complex dy-
namics between emotionally vulnerable patients and
their health care professionals. A broader perspective re-
garding patient safety that integrates therapeutic needs,
psychological safety and physical safety is therefore
needed.

Limitations
There were a few limitations to this review. There is a
risk of missed studies due to a lack of common nomen-
clature. To address this limitation, the search terms and
strategy were designed to increase the sensitivity to rele-
vant literature. Furthermore, the systematic search

included only published peer-reviewed studies, resulting
in the exclusion of possibly valuable grey literature and
unpublished papers. Although there is a risk of reviewer
bias, efforts were made to minimize this bias by applying
systematic search methods and by following the
PRISMA guidelines for systematic reviews.
The review was limited to studies regarding psychiatric

in-patient care. Studies examining the experiences of sui-
cidal patients when receiving emergency care and out-
patient treatment were excluded, as were studies
regarding the experiences of patients without access to
psychiatric care. These types of studies should be included
in future reviews that aim to explore patient pathways and
continuity of care, as poor continuity of psychiatric care
has been associated with preventable suicides [50].

Implications for research and practice
The literature included a diverse group of patients char-
acterized by suicidal behaviour. These different patient
groups may present distinct experiences, thus limiting
the general understanding of suicidal patients as a group.
To account for the diversity of patients in suicidal crises,
more studies involving the elderly, youths, low-income
countries and non-Western health care settings are ne-
cessary. There is also a need to explore the experiences
of suicidal patients in different diagnostic groups, such
as suicidal in-patients with/without psychotic symptoms
and patients with/without chronic suicidality or border-
line personality disorder. The similarities and differences
between the experiences of suicidal patients and non-
suicidal patients must be elucidated to identify the gen-
eric versus group-specific characteristics that determine
patient safety in psychiatric care. Additionally, patients
may have different needs during different stages of their
suicidal crises. For example, Rise et al. [55] observed that
patients indicated different safety-related needs depend-
ing on their symptoms. However, this distinction was
not addressed in the studies included in our review and
represents a direction for further research.
We recommend the following changes regarding in-

patient care practices for suicidal patients based on the
results of our systematic review:

� Patient experiences should be considered an integral
part of suicidal patients’ safety to guide clinical
practice and the design of patient safety measures.

� Suicidal patients’ need for connection with health
care personnel indicate that the relational
component of patient safety is considered the most
vital aspect of care and should thus be integrated
into measures such as constant observation, suicide
risk assessments, clinical supervision, ward
therapeutic environments and encounters with
health care personnel groups.
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� Suicidal patients’ need for protection highlights the
importance of constant observation in suicidal crises
and the need for skilled professionals in close
proximity to patients.

� Suicidal patients’ need for control emphasizes the
need for therapeutic interventions that increases the
patient’s insight and problem-solving skills as well as
shared decision making regarding treatment plans,
crisis plans, support systems and post-discharge
follow-up activities.

Conclusion
Our review addresses the importance of having a
broader view of safety for suicidal patients rather than
merely understanding safety in technical terms. When
considering suicidal patients’ experiences, safety appears
to be related to more than the absence of suicide risk
and the need for physical protection. Safety for the sui-
cidal patient is highly dependent on patients’ perceptions
of their connections with health care professionals, the
fulfilment of their needs during care and their psycho-
logical safety. To be safe, patients must feel safe through
their connections with health care professionals; they
must be protected against their suicidal impulses and
they must have a sense of control over their lives. These
components should serve as the basis of future efforts
designed to understand the ontology of safety for sui-
cidal patients during in-patient psychiatric care.
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Abstract 

Aim: The aim of this study was to explore suicidal patients’ experiences of safe clinical 

practice during hospitalisation in mental healthcare. The study was guided by the following 

research question: How do suicidal patients experience safe clinical practice during 

hospitalisation in mental health wards? 

Design, setting and participants: A qualitative design with semi-structured individual 

interviews was applied. Eighteen patients hospitalised with suicidal behaviour in specialised 

mental healthcare for adults at a Norwegian hospital participated in the study. Data were 

analysed thematically and inductively using qualitative content analysis. 

Results: Patients in a suicidal crisis experienced safe clinical care in mental health wards 

characterised by the following three themes: (1) being detected by mindful healthcare 

professionals, (2) receiving tailor-made treatment and (3) being protected by adaptive 

practice.  

Conclusion: This study illuminates the experiences of safe clinical practice for patients in a 

suicidal crisis. The patient group was multifaceted with fluctuating suicidal behaviour, which 

highlights the importance of embracing personalised activities. Safe clinical practice needs to 

recognise rather than efface patients’ variability.     

Key words: patient safety, suicidal behaviour, suicide prevention, patient experiences 
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Strengths and limitations of this study 

• This study used qualitative interviews to provide rich and variable in-depth data of

inpatients with suicidal behaviour, which is an under-researched group.

• Patient experience consultants were involved in the design of the study.

• The study results are suitable for analytical generalisations regarding the suicidal

patients’ perspectives on safe clinical practice.

• The patient sample provided rich variability regarding diagnoses, symptom/function

level, sex, number of previous hospital admissions and compulsory/voluntary

admissions.

• The qualitative methodological approach is not suited for assessing the effects of

interventions.
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Background 

Patients in mental health wards are a population at particular risk of suicide [1, 2]. Inpatient 

suicide constitutes a proportionately small but clinically important fraction of suicides, and it 

is a major issue for patient safety in mental inpatient care [3]. How to define and understand 

patient safety in mental inpatient care has been rarely explored [4, 5]. Patient safety in mental 

healthcare is commonly described in physical terms [5]. However, other topics emerge when 

suicidal patients’ experiences are considered. In a systematic review [6], we found that 

suicidal inpatients felt safe due to their connection with healthcare professionals (HCPs), 

being protected against their suicidal impulses and through having a sense of control over 

their lives. No studies have specifically explored what suicidal patients emphasise as vital for 

their experiences of safety during inpatient care, and the literature on suicidal patients’ 

experiences of safe clinical practice is limited. Although asking patients at high risk of suicide 

about suicidal ideations is not associated with increased suicidal ideation [7], knowledge of 

how suicidal patients experience suicide risk assessments is limited. Suicidal patients’ 

experiences of being behind locked doors [8] and under constant observation [9, 10] have 

been sparsely documented in the literature. Although robust evidence supports restricting 

access to lethal means [11], no studies have explored patients’ experiences of lethal means 

restriction in hospital wards. 

Preventing suicides in wards is a challenging task. Similar to most healthcare 

activities, safe clinical practice for patients with suicidal behaviour is complex and 

unpredictable, as knowledge of its underlying principles is incomplete, which often leads to a 

high degree of uncertainty [12]. Expert clinicians cannot predict which patients will commit 

suicide [13-15], and some patients do not communicate their suicidal ideation to HCPs [8, 16-

18]. The aetiological heterogeneity of suicidal behaviour further complicates the creation of 

an all-encompassing model of best treatment practices. Consequently, each patient is 
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understood and approached differently [19]. More knowledge on the variability of safe 

clinical practice from suicidal patients’ perspectives is needed. Thus, this article aims to 

explore suicidal patients’ experiences of safe clinical practice during hospitalisation in mental 

healthcare. The study was guided by the following question: How do suicidal patients 

experience safe clinical practice during hospitalisation in mental health wards?  

Methods 

A qualitative design with a phenomenological-hermeneutic approach [20] based on semi-

structured individual interviews [21] was applied. 

Setting 

The study was conducted at a university hospital in Norway that provides specialised mental 

health services for patients with mental illness. The hospital treats approximately 10,000 

patients per year. Patients were recruited from seven mental health wards for adults: one 

locked acute ward, one locked specialised ward for affective disorders, four open general 

mental health wards and one short-term open crisis ward. A national patient safety 

programme for suicide prevention was taking place at the hospital wards during the data 

collection. The national programme included a checklist to document whether a patient had 

been assessed for suicide risk, had received an assessment by a specialist on the first day and 

had received a safety plan and follow-up appointment at discharge as well as whether the 

next-of-kin had been contacted [22]. 
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Participants 

The study used a purposeful sampling strategy that aimed to recruit patients with serious 

suicidal behaviour and/or active suicide ideation who were admitted to open or locked wards 

in specialised mental health settings for adults. Patients admitted with non-suicidal self-injury 

were not included in the study [23]. The participants were recruited by their therapists at the 

study sites and self-identified with “being in a suicidal crisis”. The sample consisted of seven 

men and eleven women (n=18) aged 18-57 years (mean age 40 years). All but one of the 

participants were of Western origin. See Table 1 for details regarding the participants’ 

characteristics. A sample size of 18 participants was considered an adequate size to offer 

sufficient information power to respond to the study aim and ensure participant variability 

[24]. 

Table 1 Participants’ characteristics 

Insert table 1 here 

Ethical considerations 

All participants provided voluntary and informed consent to participate in the study. They 

were guaranteed that the information they provided would not be passed on to healthcare 

professionals in the ward. The interviews were performed before discharge. The timing of the 

interviews was determined in collaboration with the participants and their therapists to ensure 

that the participants were sufficiently stable to engage in the interview and without acute 

suicidal ideation. The study protocol is provided in supplementary file 1 [25]. The participants 

have been given fictitious names here.  
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Data collection 

The interviews were conducted by the first author (SHB) between September 2016 and 

January 2017. The interviews were semi-structured and followed an interview guide 

(supplementary file 2) designed to explore safe clinical practice from different angles. The 

interview guide was developed in collaboration with an advisory panel and tested in a pilot 

interview. The pilot interview was included in the study. The interviews focused on the 

patients’ experiences in the context of daily practices in mental health wards. Of particular 

interest were interactions with HCPs and experiences of safe clinical practice. A 

phenomenological-hermeneutic approach was applied during the interviews [20], which 

implied being sensitive to openness during the interviews by following up with the 

participant’s responses to the guided questions [20]. The interviews lasted for a median of 70 

min. The first author (SHB) transcribed the interviews verbatim.  

Analysis 

The data were analysed using a phenomenological-hermeneutic approach to content analysis, 

which guided a systematic move from the manifest content towards a higher level of 

abstraction and interpretation [26, 27]. Each interview transcript was read several times by 

SHB to gain an overall understanding of what the participant expressed. Collaborative 

discussions of first impressions were conducted with all authors. The unit of analysis was 

related to experiences of safe clinical practice across the entire data set. These units were 

marked and condensed by SHB. In an attempt to understand the life world of each individual, 

the meaning units pertaining to each participant were condensed and coded separately before 

moving to more general codes across the data set [20]. At this stage of analysis, the manifest 

content was coded [27]. The codes were sorted into five content areas that shed light on 

specific aspects (talking about suicide, recognising acute suicidality, relational interactions 

and the therapeutic milieu, protection and treatment). Categories representing a thread through 
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the codes were created using tables and abstracted into three themes and seven sub-themes. 

The analytical process constantly moved between the whole and the parts [20]. The authors 

read and reread the text to grasp the meaning in relation to the study’s aim and to determine 

the meaning of the data for the participants. The interpretations and findings were 

continuously discussed by the authors, and feedback on the themes was provided by the 

advisory panel, which increased reflexivity and allowed interpretations to be contested and 

nuanced [28].  

Results 

All participants had active suicidal ideation during inpatient care, and nine had recently 

attempted suicide prior to their admission to mental healthcare. Safe clinical practice for 

suicidal inpatients was described by three themes with nine sub-themes, as displayed in Table 

2.  

Table 2. Themes and sub-themes 

Themes Being detected by 

mindful HCPs 

Receiving tailor-made 

treatment  

Being protected by 

adaptive practice 

Sub-

themes 
Struggle to 

communicate suicidal 

ideations 

Sensitivity towards 

deterioration 

Understood in trusted 

and familiar 

relationships   

Relieved emotional 

pressure 

Collaborative dialogue 

Withdrawing from and 

mastering the outside 

world  

Internal and external 

control 

Closeness and distance 

during observation  
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Being detected by mindful HCPs 

Patients experienced safe clinical practice when being detected by mindful HCPs during acute 

suicidal deteriorations. As they struggled to communicate their suicidal ideation, they were 

recognised by HCPs, who showed sensitivity towards their deterioration. Their suicidal 

behaviour was better understood in trusted and familiar relationships.  

Struggle to communicate suicidal ideations 

Several participants found it difficult to verbalise their suicidal ideation, which they 

experienced as more profound during episodes of severe mental illness. This experience was 

related to losing the ability to articulate their inner thoughts when mentally ill, a fear of being 

locked inside a mental ward, being fixated on death, or having suicidal impulses with sudden 

deteriorations and acting on impulse without telling anyone. They depended on others to 

recognise and express their psychological needs when they deteriorated. Family members 

fulfilled this function before admission, and HCPs did so in the ward:  

“I did not say so much (about my suicidal ideation) at the beginning. It was them 

(parents and girlfriend) who explained most of it because I did not manage to talk. I 

was completely broken down.” (Nathan) 

Because they were limited by fear, mental illness and difficulty with verbal expression, many 

of the participants stated that the severity of their suicidal ideation was never detected during 

formal risk assessments. 

Many participants felt unsafe when they were hospitalised through the emergency 

room and the centralised acute ward because of reduced predictability in terms of whom they 

would meet and where they would be transferred next. For some of the participants, in 

particular those admitted for the first time, this insecurity prevented them from verbally 
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communicating their suicidal ideation and reaching out to HCPs for help, as they feared being 

misunderstood, misinterpreted or mistreated in the form of punishment or seclusion. 

Sensitivity towards deterioration   

Participants experienced that HCPs showed sensitivity towards their acute suicidal state, 

which saved them from an impending suicide attempt. The HCP who responded was not 

always the participant’s contact person. The situations were described as “being picked up” or 

“being read” by someone who was mindful, who cared about them as an individual, who was 

vigilant and who was able to immediately make sense of changes in their mental state by 

reading their body language, signs of instability or signs of withdrawal. Patients experienced 

being seen beyond spoken words by HCPs who acted as lifeguards; they noticed and heard 

everything:  

“There is one nurse who reads me like an open book. She picked me up and managed 

to read me so clearly and get hold of me. Her presence prevented suicide…She says 

that she can see it in my face, my eyes and my body posture and that I start tightening 

my fists.” (Aina) 

The participants experienced that the HCPs immediately understood how to change 

their suicidal mind-set through, among other strategies, talking about casual everyday topics, 

addressing sleep problems, connecting and showing genuine interest, thus helping them to 

regulate their emotions.   

Some participants also described that they required HCPs to interpret their spoken 

words as they struggled to use the term “suicidal” when communicating suicidal ideations, 

e.g., “I am in pain; I need to go out for a walk” (Aina) and “My life is truly hard to live”

(Ester). In another example, when Patricia said, “Just send me home; there is nothing here 

that works for me”, she planned to go home and take pills to commit suicide, but a nurse 
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understood her communication and told her that she had been neglected in the ward and that 

she should be taken seriously. Patricia expressed that this understanding saved her from an 

impending suicide attempt. 

Understood in trusted and familiar relationships 

The participants sought trusted and familiar relationships in the healthcare system because 

such relationships gave them predictability in terms of how their suicidal behaviour would be 

understood and treated. Participants who had been hospitalised previously described active 

strategies for being admitted to a familiar ward milieu. The safety plan helped them to be 

hospitalised in a familiar place. Being in a familiar place was emphasised as vital for the 

detection of acute deterioration because such familiarity meant that the participants were close 

to HCPs who knew from experience how the patient deteriorated and how to intervene:  

“They know me, and that is why I think it is important to be admitted to the same 

ward. They have seen it in the change in my mental state, the things I say and do not 

say, my facial expressions. They have read me when I get truly, truly silent; then I am 

ill, and they watch me extra carefully… I have survived because they have watched me 

like hawks. They have given me my personal freedom, but not too much.” (Gunn) 

The participants described the active strategies that they used to cope with their 

suicidal deteriorations when they did not have access to HCPs who they perceived as being 

able to read their suicidal behaviour fluctuations. Turid described how she was saved from 

suicide attempts by fellow patients who detected her behaviour and called ward personnel at 

times when she deteriorated and by ensuring that she used medications to fall asleep in order 

to keep her safe from her impulses at night. These strategies were experienced as unfortunate 

and made the participants feel unsafe, as they were used to compensate for the lack of trusted 

HCPs in the ward. 
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Receiving tailor-made treatment 

Safe clinical practice was experienced when receiving tailor-made treatment, which relieved 

emotional pressure through targeting underlying stressors and mental health issues. A 

collaborative dialogue was preferred during suicide risk assessment.  

Relieved emotional pressure 

The participants presented diverse reasons for their suicidal behaviour, which were 

approached with equally diverse interventions. When treated as an individual their underlying 

issues and stressors could be addressed, enabling them to re-establish a feeling of internal 

emotional control that allowed them to cope with their lives without committing suicide, at 

least in the short term. Experiences of safe clinical practice were highly related to whether the 

treatment efficiently relieved emotional pressure. The emotional pressure could be due to 

chaos in their inner worlds, e.g., difficult feelings, delusions, existential issues and sleep 

deprivation, and/or the outer world, e.g., relational and economic issues and lack of a place to 

live. For Eva, her emotional pressure was relieved when she was eventually medicated with a 

mood stabiliser and her delusions telling her to die faded. For Hannah, her emotional pressure 

was relieved when she received practical support that helped her cope economically with her 

new life after surviving a suicide attempt:  

“I was very miserable in my job. You are in a prison and they have thrown away the 

key. The key was the assurance that I would never go back to that job. It gave me hope 

to live and took away my suicidal thoughts… I felt safe when the social worker guided 

me in the outer world, because I knew how to take hold of my new life.” (Hannah). 

Their underlying issues were targeted by unique combinations of helpful and 

lifesaving care at the wards that was tailored to the individual (e.g., psychotherapy, 

medications, rest, isolation, having a strict daily structure, group therapy and activities) by 
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diverse professionals (e.g., social workers, psychologists, nurses and psychiatrists). When 

these issues were not addressed, the participants experienced being a great risk to themselves 

after discharge.  

Tailor-made treatment was important to ensuring safe clinical practice for patients 

with complicated mental health issues, as exemplified by Janet. Janet had a history of trauma 

due to abuse and felt out of control of her suicidal impulses and flashbacks. She managed to 

find hope and to cope with her flashbacks by talking about her trapped emotions with a 

psychologist. However, during acute phases she exhibited a severe lack of self-control, and 

any attempt to restrain her worsened her flashbacks and suicidality. She managed to gradually 

improve through treatment with sedatives during acute phases and the presence of HCPs who 

stayed with her in the bathroom in the dark, as this made her feel safe because no one could 

find her.  

Feeling that the conversation relieved emotional pressure was important when talking 

about suicide. The participants longed for confirmation that their suffering and suicidal 

ideation were understandable. Many participants experienced HCPs asking about suicidal 

ideation, but their pain was not alleviated when they opened up.  

“They do not have the time, they are looking at their watch, as if they would rather be 

somewhere else. When they do not take my suicidal ideation seriously, I think I am 

worthless and should instead keep these thoughts to myself” (Aina).  

Opening up about difficult emotions and suicidal ideation involved being in a 

vulnerable position, as described by Gunn: “elaborating on my suicidal thoughts is extremely 

personal for me. It is worse than undressing and being naked. It is like going to the 

gynaecologist”. A lack of emotional confirmation elicited feelings of hopelessness, shame 

and withdrawal from disclosing suicidal thoughts.   
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Collaborative dialogue  

The participants had positive experiences of being assessed for suicide risk when the 

questions appeared to occur naturally as part of a collaborative dialogue in which they were 

perceived as individuals and HCPs validated their feelings. Merely asking questions about 

suicidal ideations was described as “ticking off boxes”, “being a part of a machine”, and 

“being interrogated”, leading to the impression that their personal experiences, stories and 

feelings were not important:  

“They should ask other questions than just about suicidality, such as what is your life 

situation like... It is meaningless to be asked about suicidal thoughts and plans when 

they do not understand the context of why I do not want to live.” (Kate) 

The participants said that when addressing suicidal ideation, the HCPs should tailor 

their responses and adjust the conversation about suicide towards topics that matter instead of 

giving only general advice. One example of what was perceived as generic advice was 

reminding patients to think of their children. However, having children was not necessarily a 

protective factor for keeping the patients alive at different stages of their suicidal crisis. The 

participants said that they had periods when they struggled with guilt and felt like a burden 

and thought that their children would manage better without them. Whether the participants 

experienced a need to elaborate on their suicidal ideation also varied. While some experienced 

less suicidal ideation when they shared their inner suicidal thoughts and feelings, others 

improved by focusing on different topics (e.g., finding hope through coping with economic 

issues and coping with delusions).  
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Being protected by adaptive practice 

Safe clinical practice was experienced when being protected by adaptive practice as their 

suicidal behaviour fluctuated, and the need for protection varied between the participants. 

Safe clinical practice was experienced as a balance between withdrawing from and mastering 

the outside world, internal and external control and closeness and distance during observation. 

Withdrawing from and mastering the outside world 

The participants experienced being protected from suicidal impulses during inpatient care by 

being removed from the overwhelming stressors and demands of the outside world that 

triggered their suicidal ideation. However, withdrawal was described as a short-term strategy, 

and they clearly stated they needed to cope with the outside world:  

“I struggle with guilt about not coping with things at home. When I am hospitalised, I 

do not get these reminders all the time and I have fewer episodes of suicidal ideation. 

At home, I have so much to cope with that the suicidal thoughts are triggered. 

However, the experience is two-sided: I feel guilty about the fact that I am not with my 

family and I feel defeated when I do not deal with my home situation because my life 

should not be here.” (Ida) 

The participants felt safe during discharge when HCPs balanced their need to 

withdraw from and master the outside world. They needed to feel able to cope with both their 

symptoms and their life situations to be ready to leave the ward. Safety was also experienced 

when the participants were involved in the discharge process of finding the right balance 

between activity and peace, testing this balance during ward leaves and receiving support 

when the balance failed. The patients emphasised the need for predictability regarding follow-

up after discharge for their own safety. They experienced severe anxiety about being 

discharged without feeling prepared:  
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“To be notified about discharge on the same day is like hitting the pavement at 100 km 

per hour. I was discharged without being prepared, and I became very confused and 

even more of a danger to myself.” (Gunn) 

Internal and external control 

The participants described experiencing safety from their suicidal impulses through either 

internal or external control, which changed during their suicidal crisis, as described by 

Magnus:  

“To feel safe from myself, I needed to get out of that psychosis where I believed that I 

was completely bound to kill myself because I had let everything and everyone down. 

Because I did not truly want to kill myself.... I lost my sense of self, my motor control, 

my sight and my concentration during the psychosis. I thought this was the way my life 

had become…I needed rest, isolation and medication, and with time I understood that 

I would get better and then I needed to experience that I could function normally 

again and trust that I wold not kill myself” (Magnus).  

When experiencing safety through external control, the participants felt safe by being 

physically held back from suicidal impulses, delusions or hallucinations commanding them to 

commit suicide or moments of overwhelming agitation or despair. Locked doors or restraints 

replaced their sense of no control, and the lack of such protection placed greater demands on 

their own self-control. In the aftermath, they perceived that they were being saved from death 

when they received proper protection:  

“Being restrained has a calming effect on me. I can hand control over to others and 

relax because I know that I cannot do any harm. My suicidal thoughts fade because I 

know that I am totally without control... When you are so intensely agitated, nothing 
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stops you... Being hospitalised by force has been crucial for not committing suicide.” 

(Klaus) 

When feeling safe through experiencing internal control, participants had the freedom 

to experience that nothing happened as a result of their ideations. Barred windows, locked 

doors and having to walk through metal detectors increased their anxiety regarding losing this 

freedom and provoked thoughts such as being a prisoner, a child, or “having passed the point 

of no return”, which was especially evident among those who were admitted for the first time. 

In such cases, locked wards could result in feelings of claustrophobia, panic attacks and 

increased suicidal ideation. Patients’ anxiety was reduced when they understood that the 

physical barriers and procedures were intended to help them.  

Being deprived of personal belongings was experienced as a necessary protection for 

all participants during an acute suicidal crisis, and the procedure was easily accepted and 

intuitively understood as necessary for their own safety. The participants emphasised the 

importance of not having access to any potentially lethal items, such as belts or medications, 

in both open and closed wards to prevent suicide during moments of deterioration. 

Closeness and distance during observation 

Due to the invasiveness of observations, the participants emphasised the need to 

balance closeness and physical distance. They needed a balance between being acknowledged 

and seen and being left in peace, having their privacy respected without being given too much 

freedom: “Firm but soft, but not too much freedom,” The participants’ ability to establish 

relational contact during constant observation varied. Their needs and their ability to connect 

altered as their mental state fluctuated. Some participants needed active support and dialogue 

with the HCPs, while others wanted to be left in peace but needed confirmation that the HCPs 

were present (i.e., outside the room with the door open) if required. Participants experiencing 
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a psychotic episode reported being in a mental state that left them unable to communicate and 

establish relationships with the HCPs. In this state, they indicated that they simply needed the 

HCPs to show that they genuinely cared for them, keeping them within sight and recognising 

their fluctuations. They described being fixated on death and constantly thinking about suicide 

and therefore experienced the constant presence of HCPs as lifesaving.  

Although constant observation was experienced as invasive, in the aftermath of their 

crisis the participants perceived this practice as safe and necessary to preventing suicide:  

“I still hate being followed everywhere when I have a suicide plan, but they watch all 

the time because they care; it is a sign of humanity. They have saved me many times.” 

(Janet). 

However, observation was experienced as unsafe when the patients’ need for connection and 

acknowledgement was neglected and they felt left on their own and ignored. It was important 

that the HCPs established relationships with the patients and asked how they were doing 

rather than just “checking whether they were alive” and acting as though they were 

“guardians of a prison”. Such practices increased the participants’ suicidality, and for some, 

this had devastating effects on trust. 

When under intermittent observation, patients felt safe by having relationships with 

HCPs based on trust rather than control. Trusting relationships were established when the 

participants felt they were treated as valuable and equal human beings. Such encounters could 

be in the form of simple informal contact, which made the participants feel that the HCPs 

were available and genuinely cared about them as individuals and were not just doing their 

job. It made them feel safe knowing that the HCPs would intervene during a suicidal crisis if 

they were unable to call for help themselves. 
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Discussion 

This article aimed to explore the experiences of safe clinical practice among patients 

hospitalised during a suicidal crisis. There was rich variation in the participants’ experiences 

of safe clinical practice expressed in the following themes: “being detected by mindful 

HCPs”, “receiving tailor-made treatment” and “being protected by adaptive practice”. 

“Being detected by mindful HCPs” highlights the experiences of struggling to verbally 

communicate suicidal ideation, which was more profound during severe mental illness. The 

connection between the severity of mental illness and the lack of verbal communication of 

suicidal ideation has been described among patients with depressive disorder [17]. Levi-Bels 

et al. [29] found that suicide attempters who did not verbally communicate suicidal ideation 

were characterised by higher levels of suicide ideation, distress and victimization than those 

who did communicate their ideations. An inability to identify and communicate suicidal 

ideation has also been documented in a sample of patients with psychotic depression [8]. 

Furthermore, the findings of the present study are in line with other findings in the literature 

that shame and trust issues inhibit honest communication during suicide risk assessment [18, 

30]. Nevertheless, knowledge regarding how patients who do not communicate their suicidal 

ideation are saved by others is limited. In the present study, HCPs’ observation of patient 

behaviour enabled detection of suicidal behaviour in the participants. The study emphasises 

the importance of understanding warning signs among inpatients [31], in particular for those 

who struggle to participate in a collaborative dialogue about suicidal ideations. As warning 

signs vary among the participants in the present study and across time, the success of such 

understanding seems to be dependent on HCPs who are familiar with and vigilant about 

changes in a patient’s mental status, irrespective of whether they were that participant’s 

contact person in the ward. These findings emphasise the importance of a high level of 
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expertise among all HCPs who interact with patients, enabling them to connect with each 

patient and make sense of her/his situation.  

The findings also highlight the importance of being informed about a clear pathway on 

admission to hospital. The importance of suicidal patients having trust in their HCPs [32-36] 

has been well documented in the literature. Familiar and trusted relationships are important 

for enabling suicidal patients to feel safe because they provide predictability in how their 

suicidal behaviour is understood and approached. Considering that the suicide risk is highest 

in the first week after psychiatric hospitalisation [37], immediate admission to familiar places 

that patients trust may be one strategy to employ during re-admissions, as highlighted in the 

current study.  

“Receiving tailor-made treatment” highlights the rich variation in underlying issues 

and associated treatment paths for patients with suicidal behaviour, emphasising that practice 

is characterised by differing treatment strategies across participants as opposed to practices 

with high similarity [38], emphasising that suicidal behaviour is characterised by aetiologic 

heterogeneity [19]. The findings indicate that tailor-made treatment efficiently relieved the 

patients’ emotional pressure through addressing the individuals’ need to re-establish a feeling 

of control regarding their suicidal impulses. Individualised care and tailored services are 

highly central topics of patient experiences in healthcare [39]; however, their relevance to 

suicidal patients’ experiences of safety has been less explored. The findings support the 

assumption that a sense of safety for the individual patient can be achieved through 

addressing her/his manifestations of suffering, as discussed by Undrill [40]. Furthermore, for 

the suicidal patient, experiences of safety relate to re-establishing a feeling of control, as 

found by Berg et al. [6].  

This study also addresses the how patients experiencing suicide risk assessments as 

safe. Through the collaborative dialogue and relieving emotional pressure during suicide risk 
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assessment, harm may be avoided, and HCPs may help patients to re-establish a feeling of 

control. The emphasis on the role of a collaborative assessment of suicide risk that accounts 

for the suicidal patients’ individual drivers has been described elsewhere [41]. Patients have 

stressed the importance of trust and support to verbally communicate their suicidal thoughts 

[30, 42]. Consequently, this study supports the recommendations provided by the British 

NICE guidelines [43] to avoid using tools and scales to predict suicide; to manage risk and 

not merely assess it; and to identify and agree with patients regarding their specific risks [43]. 

Experiencing safety during suicide risk assessments involves a collaborative dialogue, 

establishing a therapeutic alliance that includes trust, confirmation of feelings and tuning into 

the patient’s issues to manage emotional pressure. Nevertheless, some patients have 

difficulties participating in a collaborative dialogue.  

The theme “being protected by adapted practice” adds knowledge regarding the 

dynamic, fluctuating and interactive nature of experiencing protection as a means of safe 

clinical practice. Patients have utterly different experiences of safety in relation to locked 

doors, barred windows, restraints and involuntary commitment. This finding is in accordance 

with other descriptions in the literature, e.g., locked doors have been experienced as both 

“being admitted to prison” and “having access to shelter” [44], while involuntary commitment 

has been experienced as both “necessary” and “being cared for” and as “unjust” or a 

“restriction of autonomy” [45, 46]. However, this does not imply that protective interventions 

are entirely good or bad; it depends on what works for whom [47]. It is not a matter of 

whether doors should be locked but rather which patients need to be behind locked or open 

doors along with when and how. Locking all wards as a means of safety may have 

consequences for help-seeking behaviour, compliance and recovery for patients experiencing 

being safe with internal control. To ensure that healthcare can adjust to the patients’ need for 

control, it is necessary to have both open and locked wards. Furthermore, identifying patients 
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who suffer emotionally when they are physically protected is important to minimising their 

catastrophic thoughts and emotional reactions. To our knowledge, this is the first study of 

patients’ experiences of being deprived of lethal means in hospital wards. There is robust 

evidence for the preventive effect of not having access to any lethal means in hospital wards 

[11], and this study provides evidence that patients do not perceive this procedure as invasive 

when they understand its purpose.  

Safe clinical practice was additionally a matter of having a balance between closeness 

and distance during observation. The importance of supportive HCPs who acknowledge 

patients during constant observation [48-50] and interchange between control and building the 

therapeutic relationship [51] has been described in previous research. This study adds to the 

importance of understanding the dynamic relationship during observation. Patients’ needs 

change throughout a suicidal crisis, so to their capability to connect with others.  Safe clinical 

practice involves a flexible relationship during observations, where HCPs tune into patients’ 

need for closeness and distance. During this complex endeavour, HCPs can make a difference 

between life and death. Both experiencing inattentive HCPs and feeling ignored can 

potentially increase suicidal behaviour and cause patients to feel unsafe. Accordingly, this 

study supports the perspective of Cutcliffe and Barker [52] that observation should be 

regarded as a dynamic relational practice, without neglecting the vitality of being watchful 

and physical present.  

Strengths and weaknesses of the study 

A phenomenological-hermeneutic approach was employed with a sample of 18 participants. 

While the methodological approach cannot study the effects of interventions, it can provide a 

deeper understanding of how safe clinical practice is experienced and how it varies among 

patients. Credibility is strengthened by including a sample that covered significant variations, 
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and participants with relevant experiences with the phenomenon under study [26], and 

through providing a sample size with sufficient information power [24]. The findings cannot 

be generalised to the entire population of patients hospitalised in mental health wards during a 

suicidal crisis. Nevertheless, analytical generalisations can be made regarding the suicidal 

patients’ perspectives on safe clinical practice [53]. 

Conclusion 

This study contributes to the understanding of how suicidal patients experience safe clinical 

practice. Safe clinical practice is experienced by patients hospitalised during a suicidal crisis 

when they are detected by mindful HCPs, receive tailor-made treatment and are protected by 

adaptive practice. The patient group was multifaceted with fluctuating suicidal behaviour, 

which highlights the importance of embracing personalised activities. Safe clinical practice 

needs to recognise rather than efface patients’ variability. This requires expert knowledge 

from HCPs in terms of interpersonal skills, competence and experience with understanding 

mental illness and how to adapt practices to the individual patient. 
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Table 1  – Participants’ characteristics 

Gender Occupation Hospitali

zations* 

Age Protection level Main ICD 10 diagnoses at discharge 

1. pilot F Social secured 2 31-40 Open, voluntary F31.3 Bipolar affective disorder, current episode mild or moderate 

depression 

2. F Social secured 22 41-50 Locked, voluntary F31.5 Bipolar affective disorder, current episode severe depression with 

psychotic symptoms 

3. M Employed 2 51-60 Open, voluntary F32.2 Severe depressive episode without psychotic symptoms 

4. M Unemployed 2 18-30 Open, voluntary F33.2 Recurrent depressive disorder, current episode severe without 

psychotic symptoms 

5. M Unemployed 2 41-50 Locked, voluntary F32.2 Severe depressive episode without psychotic symptoms 

6. M Unemployed 1 18-30 Closed, 

involuntary 

F33.3 Recurrent depressive disorder, current episode severe with psychotic 

symptoms 

7. F Social secured 80 18-30 Open, voluntary F60.3 Emotionally unstable personality disorder 

F33.2 Recurrent depressive disorder, current episode severe without 

psychotic symptoms 

8. F Social secured 93 41-50 Open, involuntary F20.0 Paranoid schizophrenia 

9. F Social secured 56 51-60 Open, voluntary F60.3 Emotionally unstable personality disorder 

F33.1 Recurrent depressive disorder, current episode moderate 

F. 10.1 Mental and behavioural disorders due to use of alcohol, Harmful use



10. F Employed part-time 3 41-50 Open, voluntary F31.3 Bipolar affective disorder, current episode mild or moderate 

depression 

F. 10.0 Mental and behavioural disorders due to use of alcohol, Acute

intoxication

F90.0 Disturbance of activity and attention 

11. M Social secured 6 51-60 Open, voluntary F33.1 Recurrent depressive disorder, current episode moderate 

F 10.1 Mental and behavioural disorders due to use of alcohol, harmful use 

12. F student 5 41-50 Open, voluntary F31.3 Bipolar affective disorder, current episode mild or moderate 

depression 

F90.0 Disturbance of activity and attention 

13. F Social secured N.A. 31-40 Locked, 

involuntary 

F31.5 Bipolar affective disorder, current episode severe depression with 

psychotic symptoms 

14. M Unemployed 1 18-30 Locked, voluntary F32.2 Severe depressive episode without psychotic symptoms 

15. M Employed 5 51-60 Locked, voluntary F31.6 Bipolar affective disorder, current episode mixed 

16. F Social secured 19 18-30 Open, involuntary F43.1 Post-traumatic stress disorder 

F33.2 Recurrent depressive disorder, current episode severe without 

psychotic symptoms 

17. F Employed 1 51-60 Locked, voluntary F33.1 Recurrent depressive disorder, current episode moderate 

F 19.0 Mental and behavioural disorders due to multiple drug use and use 

of other psychoactive substances, acute intoxication 

18. F Student 1 31-40 Open, voluntary F31.9 Bipolar affective disorder, unspecified 

* Number of hospitalizations* in adult inpatient care
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Abstract

Background: Safe clinical practice for patients hospitalised in mental health care during a suicidal crisis is situated
within a dynamic, non-linear and uncertain context. Under such complex conditions, the adaptive capacity is
considered vital to handling challenges and changes in clinical care. This study aimed to explore safe clinical
practice for suicidal patients hospitalised in mental health wards through understanding healthcare professionals’
(HCPs’) capacities to adapt to challenges and changes in clinical care.

Methods: This study applied a qualitative design with focus group and individual interviews. Twenty-five HCPs
participated in the focus groups, and 18 participated in individual interviews. The study was conducted in open and
locked wards in a university hospital in Norway providing specialised mental health services for patients with
mental illness.

Results: HCPs described their adaptive capacities for clinical practice relative to three themes. 1) HCPs used expertise
to make sense of suicidal behaviour to support complex decision making. Their strategies included setting aside
forms and checklists to prioritise trust and making judgements based on more than just patients’ spoken words.
They improved their understanding by seeking others’ perspectives through collaborative sense-making processes
involving the healthcare team and patient. 2) HCPs individualised the therapeutic milieu to address the diversity of
patients with suicidal behaviour by creating individual clinical pathways, making trade-offs between under- and
over-protection and adjusting observations. 3) HCPs described managing uncertainty as necessary for providing safe
clinical practice. They managed uncertainty as a team by developing mutual collegial trust and support and
creating a shared understanding.

Conclusion: HCPs’ adaptive capacities are vital to the complex set of practices involved in safe clinical practice for
patients hospitalised during a suicidal crisis. By using expertise, individualising the therapeutic milieu, and managing
uncertainty, HCPs individually and collectively develop their capacities to adapt to challenges and changes in
clinical care. HCPs cannot easily ensure safe clinical practice by following standards; safe clinical practice depends
on HCPs’ adaptations. Ward systems that ensure collegial trust and support, as well as arenas that foster shared
understanding and situational awareness, are needed.
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Background
Suicide is a particular concern for patient safety in men-
tal health wards. However, knowledge to support an un-
derstanding of safety for patients hospitalised during a
suicidal crisis is lacking [1, 2]. Despite the growing body
of literature on patient safety research, knowledge on pa-
tient safety in mental health settings is limited [3]. Stud-
ies have documented that different safety practices are
simultaneously enacted in mental health care. The per-
sonalised- psychological safety and therapeutic safety are
created in the personal contact with patients, and health-
care professionals (HCPs) attempt to manage risk by en-
suring that suicidal patients feel safe [4–6]. Technical
safety and disciplinary safety attempt to reduce risk
through implementing barriers and control systems,
such as physical infrastructure and the documentation of
suicide risk [5–7].
Preventing suicides in wards is undoubtedly a complex

and challenging task. It is well documented that HCPs
who care for suicidal patients carry an emotional burden
and experience fear of blame [8–11]. Clinical suicide risk
instruments and risk scales do not enable HCPs to predict
which patients will die by suicide [12–15], and clinical de-
cision making in hospital wards often involves a high de-
gree of uncertainty. Suicidal behaviour is characterised by
aetiological heterogeneity both in terms of presentation
and treatment [16]; thus, each patient needs to be under-
stood and approached differently. In particular, being de-
tected by mindful HCPs who show sensitivity toward the
individual during acute suicidal deteriorations, receiving
tailor-made treatment and being protected by adaptive
practice are vital for suicidal patients’ experiences of safe
clinical practice [17].
Safe clinical practice for a patient during a suicidal cri-

sis is situated within a dynamic, non-linear and uncer-
tain context [18, 19]. Under such complex conditions,
the adaptive capacity is considered vital to handling chal-
lenges and changes in clinical care [20–22]. To ensure for
good outcomes for patients HCPs make adaptations by
relying on their skills, knowledge and experience [20], and
they go beyond their assigned tasks and roles to adapt in
everyday practice [23, 24]. Although adaptability is per-
ceived as a source of safety in complex practices, it is ac-
knowledged that adaptability may also have negative
consequences [20, 25–27].
Studies of clinical decision making in complex care

settings have found that HCPs constantly make trade-
offs between competing goals, adjust procedures to
complete their work, and apply sense-making skills to
increase their situational awareness of ill-structured situ-
ations. These are all examples of adaptive capacities that
HCPs exhibit in different healthcare contexts [27]. Such
adaptive capacities also apply to suicide risk detection
and response in clinical care practices. A study among

community-based mental health workers in the UK re-
vealed a complex decision-making process involving un-
certainty and trade-offs regarding patient clinical needs,
patient desires, legal and procedural obligations, and re-
source considerations [28].
What particularly distinguishes an expert from a nov-

ice is the ability to make sense of comprehensive and
complex information through situational awareness [29].
These abilities are essential for adaptation [20]. Cur-
rently, there is a lack of literature regarding how HCPs
use their expertise to improve clinical decision making
in mental health [30], how they experience challenges
and changes, and how they adapt to ensure safe clinical
practice for patients hospitalised during a suicidal crisis.
Inpatient care settings for suicidal patients involve clin-
ical decision making about multiple aspects of safe care,
e.g., acute and long-term risk management, physical pro-
tection and coordination of multi-professional care. This
study aimed to explore safe clinical practice for suicidal
patients hospitalised in mental health wards through un-
derstanding healthcare professionals’ (HCPs’) capacities
to adapt to challenges and changes in clinical care. The
specific research question was as follows: How can we
describe the adaptive capacities that HCPs use to ensure
safe clinical practice for patients hospitalised during a
suicidal crisis?

Methods
Study context
The study was conducted at a university hospital in
Norway that provides specialised mental health services
for patients with mental illness. The hospital treats ap-
proximately 10,000 patients per year. A national patient
safety programme for suicide prevention was ongoing in
the hospital wards during data collection. This national
programme included a checklist to document whether
the patient had been assessed for suicide risk, had re-
ceived an assessment by a specialist within the first day,
and had received a safety plan and follow-up appoint-
ment at discharge and whether the next of kin had been
contacted [31, 32]. In addition, the hospital had devel-
oped its own forms for documenting risk factors and
warning signs for suicide risk. National guidelines for
the prevention of suicide in mental health care systems
were also implemented [33].

Study design
The study applied a qualitative design with focus group
interviews and individual interviews [34, 35]. The pur-
pose of the use of multiple, complementary methods
was to increase the understanding of the studied
phenomenon of safe clinical practice [36, 37]. We ap-
plied sequential triangulation to integrate the data into a
comprehensive whole, as described by Morse [38, 39].

Berg et al. BMC Psychiatry          (2020) 20:316 Page 2 of 12



First, we conducted focus group interviews to explore
and identify the relevant values and perspectives on safe
clinical practice. Then, we performed individual inter-
views to study in depth the themes that emerged in the
focus group interviews [38, 39].

Data collection
We employed a purposeful sampling strategy, aiming to
recruit HCPs who were working in open or locked wards
in specialised mental health care settings for adults and
who had different levels of expertise and diverse profes-
sional backgrounds [40]. We recruited HCPs from nine
wards. The locked wards specialised in psychosis (n = 1),
affective disorders (n = 1) or acute care (n = 2), and the
open wards specialised in rehabilitation (n = 3) or short-
term stabilisation during crisis (n = 2). The sample in-
cluded nurses (registered nurses with and without a spe-
cialisation in mental health), social educators, a social
worker, medical doctors (physicians and consultant psy-
chiatrists), and consultant clinical psychologists (with
and without a specialisation in clinical adult psychology).
The participants were of both genders (7 males and 28
women) and had one to 24 years of work experience in
mental health wards. We considered participants who
had one to two years of experience to be novices and
those who had more than five years of experience and a
specialisation in mental health to have a high level of ex-
pertise. A sample of sufficient size was needed to repre-
sent the variation among HCPs involved in the provision
of safe clinical practice [41]. We prioritised the represen-
tation of variations in gender, expertise and experience,
professional backgrounds, and open/locked wards in the
sample [42]. We evaluated the sample size continuously
during the research process and considered the final
sample to provide adequate information power [41]. To
be included in the focus group interviews and the indi-
vidual interviews, HCPs had to voluntarily consent to
participate. None of the participants dropped out of the
study. The interviews took place at a location close to
the HCPs’ workplace. The interviews were performed
face to face and were audio-recorded. The researchers
explained that the purpose of the study was to under-
stand, not to evaluate, the participants’ practices. Data
were collected from May to December 2016.

Focus group interviews
Five focus group interviews were performed [34, 43],
and a total of 25 HCPs from eight open and locked
wards were included in the groups (Table 1). The inter-
views followed a semi-structured interview guide that
was developed in collaboration with the advisory panel
and pilot tested (additional file 1). Either SHB or KR mod-
erated the interviews, and SHB or Marie Anbjørnsen co-
moderated the interviews (see Acknowledgements). We

made modifications to the interview guide after each
interview to continuously improve the understanding of
safe clinical practice in the mental health wards. During
the interviews, we asked open-ended questions about ex-
periences working with suicidal patients in wards, contin-
gencies for good outcomes and safe clinical practice, and
experiences with safety measures. The interviews lasted
90min and yielded data about the participants’ emotions,
opinions and challenges related to safe clinical practice.

Individual interviews
We conducted individual interviews [34] with 18 HCPs
from seven mental health wards (Table 2). Eight of the
participants had participated in a focus group interview,
which allowed us to follow up on specific issues from
the focus groups with some of the participants while also
including participants who were not influenced by the
focus group discussions and thus could provide more in-
tuitive reflections. SHB conducted the individual inter-
views utilising a semi-structured interview guide that
had been developed and pilot tested (additional file 1).
The interview guide aimed to elicit participants’ elabor-
ation on in-depth topics related to the five themes gener-
ated by the focus group interviews: making sense of
suicidal behaviour, creating a shared understanding, hand-
ling emotional burdens, providing treatment and protec-
tion and learning from practice. The individual interviews
lasted approximately 60min and yielded data about each
participant’s feelings, experiences and strategies.

Data analysis
We analysed the data material from the focus group in-
terviews and individual interviews sequentially [38] using
Graneheim and Lundman’s method for qualitative con-
tent analysis [44]. Consistent with a phenomenological
hermeneutic point of view, we aimed to be open to the
meanings presented by the participants and the relation-
ships between the parts and the whole [34]. The analysis

Table 1 Participants in the focus group interviews

Group nr. Participants Setting

1. (pilot) 5 nurses 1 open ward

2. 2 psychologists, 4 medical doctors 3 locked wards

3. 3 psychologists, 2 medical doctors 2 open wards

4. 4 nurses 3 locked wards

5. 5 nurses 3 open wards

Table 2 Participants in the individual interviews

Participants Setting

3 psychologists 1 locked ward and 2 open wards

4 medical doctors 1 locked ward and 1 open ward

11 nurses 2 locked wards and 3 open wards

Berg et al. BMC Psychiatry          (2020) 20:316 Page 3 of 12



involved systematic movement from the manifest con-
tent towards a higher level of abstraction and interpret-
ation, as well as movement back and forth between the
content and interpretation to elicit meaning [45]. SHB
read each interview transcript to gain an overall under-
standing of the participants’ expressions. KR and KAA
read a selection of the interviews and collaborated in
discussions of their first impressions. SHB marked and
condensed meaning units, generated codes that repre-
sented the manifest content, and developed categories
across the data set that unified the codes. In the next
stage, SHB sorted the categories into content areas and
then abstracted them into sub-themes and themes. All
authors collaborated analytically in the generation of
themes. Finally, we triangulated the results from the
focus groups and the individual interviews to generate
integrated sub-themes and themes [34]. The integration
of the data provided a more comprehensive picture and
a fuller understanding than we could have been achieved
by analysing the data collected with each method indi-
vidually [38].

Results
In the analysis, we identified a set of eight sub-themes
and organised them into three major themes, each
representing an adaptive capacity for safe clinical prac-
tice, as displayed in Table 3.

Using expertise to make sense of suicidal behaviour
HCPs described their use of expertise to make sense of
suicidal behaviour during risk assessment. They accom-
plished this by setting aside forms and checklist aside to
prioritise trust, making judgements based on more than
just patients’ spoken words, and improving their under-
standing by seeking others’ perspectives.

Setting aside the forms and checklist to prioritise trust
The participants emphasised the importance of estab-
lishing a trusting bond with patients during suicide risk
assessment. They created a safe atmosphere and a trust-
ing bond by engaging in a dialogue with the patient
about his or her situation as a whole and by asking
about suicidal ideations as a normal part of the dialogue.

A female medical doctor described these practices as
follows:

“I start off easy and ask why they are here, and the
more the patient talks about their challenges, the
more you can go into the things he talks about, and
then in a way, it leads to a natural transition to
‘when you have this struggle that you describe, have
you ever had thoughts that it would have been easier
to die or thoughts of taking your own life?’ I try to
make a natural transition and create some trust
during the conversation so the patient feels it’s safe
to open up and talk about things along the way” (1
year of experience, locked wards).

HCPs ensured that employing checklists and forms did
not compromise the therapeutic relationship. Thus, they
completed the checklist and the form for suicide risk as-
sessments after talking with the patient. As patients
opened up about their emotions, HCPs affirmed their
feelings and approached them with non-judgemental
and exploratory attitudes, providing hope and signalling
that they were able to and had time to listen. They con-
sidered trust to be essential to obtaining honest answers.
Through relational contact with patients, the HCPs
made sense of patients’ spoken words and their individ-
ual ways of behaving and thinking when suicidal.

Making judgements based on more than patients’ spoken
words
HCPs knew they could not always trust what patients re-
ported and often paid attention to their “gut feelings”.
They described the “gut feeling” as an unpleasant sense
of uncertainty that made them worry that a patient was
at immediate risk of suicide. The “gut feeling” was some-
thing they felt but could not express verbally, as de-
scribed by a female medical doctor:

“It’s often a gut feeling you get, and that is what
makes it difficult. You should be able to document
this in a suicide risk assessment. But it is, in a way,
what happens in a meeting with the patient, their
spoken and unspoken words, their background, their

Table 3 Themes and sub-themes derived from the focus group and individual interviews

Themes Sub-themes

Using expertise to make sense of suicidal behaviour Setting aside the forms and checklists to prioritise trust
Making judgement based on more than patients’ spoken words
Improving understanding by seeking others’ perspectives

Individualising the therapeutic milieu Creating individual clinical pathways
Making trade-offs between under- and over-protection
Adjusting observations

Managing uncertainty Building mutual collegial trust and support
Creating a shared understanding
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history, everything, in a way, the overall picture” (1
year of experience, locked wards).

HCPs described their decision to trust a “gut feeling” as
depending on the level of expertise and the quality of
the therapeutic relationship with the patient. The experi-
ence of a “gut feeling” varied across situations and was
related to a) a lack of contact and connection (e.g., lack
of eye contact, withdrawal, lack of communication about
suicidal ideations, poor mental state and/or lack of
trust); b) a mismatch between a patient’s observed be-
haviour and his or her spoken words (e.g., saying she felt
fine while showing signs of withdrawal and stress); and
c) an unpredictable or sudden change in behaviour (e.g.,
acting drugged, agitated, or withdrawn or exhibiting sud-
den contempt or happiness):

“Something happens with us when there are
patients whom we are not familiar with; its feels
more uncertain. Knowing how to ensure their safety
is more challenging. We don’t know their signals
and cues; we don’t know what we can use to keep
them alive during crisis…. we don’t have the
connection” (Female social educator, 11 years of
experience, open rehabilitation ward).

However, HCPs noted that they did not base their judge-
ment solely on the “gut feeling”. Experienced medical
doctors and psychologists described looking at the whole
picture when trying to understand each patient’s suicid-
ality and considering multiple sources of information.
Experience increased the complexity of the information
sources that were taken into account to understand the
overall picture. Triangulating multiple sources of infor-
mation improved HCPs’ situational awareness. Looking
at the whole involved everything from considering the
observed behaviour and what the patient did not report,
including their ability to connect and make eye contact,
to reviewing their previous medical history and mental
health diagnosis.
The experienced HCPs felt that the checklist could

not help them during assessment because it did not ac-
count for the information obtained from observing the
patient’s behaviour, warning signs and current mental
state. The novice HCPs preferred to follow the formal
procedures and relied on risk factors, information from
the patient’s medical journal, and the patient’s spoken
words to assess suicide risk. They felt that the forms and
the checklist helped them remember what to ask about.
HCPs perceived the “gut feeling” as fallible, as some

had experienced patient suicide during inpatient care
without sensing anything in advance. A male nurse de-
scribed his thoughts after a young patient with schizo-
phrenia died by suicide on leave from the ward:

“He was a man of few words; he kept mostly to
himself and did not talk about his emotions. He was
hard to get through to, but few HCPs in the wards
had a gut feeling that he was feeling so much pain.
In the aftermath, we could see some warning sings,
but no one anticipated it happening” (4 years of
experience, open rehabilitation ward).

While the medical doctors’ and psychologists’ suicide
risk assessments were often restricted to consultations in
a consultation room, the nurses’ practices were not tem-
porally or spatially restricted. A female mental health
nurse described the lack of restrictions as follows:

“I can feel it just by being with them, and many
times, especially if I know the patient, I can feel it
before they can express it with words… She can tell
me to leave and say everything is fine, and I will tell
her that I feel I don’t want to leave you; I will stay.
And often, after a while, she can explain she had sui-
cide plans at that moment” (24 years of experience,
open rehabilitation ward).

The nurses were constantly alert to changes in suicidal
behaviour.

Improving understanding by seeking others’ perspectives
HCPs improved their understanding of suicide risk by
discussing cases with more experienced colleagues, their
teams or professionals with other backgrounds.

“We always talk with the patient together when asses-
sing suicide. Then, we are two persons who can cali-
brate each other’s experience afterwards, to talk about
it and assess the risk together” (female nurse, 1.5 years
of experience, short-term stabilisation ward).

Some HCPs reflected on their subjective clinical judge-
ments together with the patient to make sense of the pa-
tient’s suicide risk. This strategy improved their situational
awareness.
In particular, HCPs made difficult decisions, such as

whether a suicidal patient was ready for reduced protec-
tion, in collaboration with their colleagues and the pa-
tient. However, they experienced that attempting to
understand patients’ states of mind required face-to-face
contact with them. Thus, there was limited value in con-
sulting with the on-call doctors, as they had not seen the
patients face to face and considered only the information
they were given.

Individualising the therapeutic milieu
HCPs described individualising the therapeutic milieu
for the delivery of safe clinical practice. They achieved
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such individualisation by developing individualised clin-
ical pathways, making trade-offs between under- and
over-protection and making adjustments to be watchful
and connected to provide protection.

Creating individual clinical pathways
HCPs considered suicidal patients to be a heterogeneous
group: they believed there was no such thing as a typical
“suicidal patient”. Safe clinical practice for these patients
was therefore dependent on HCPs’ diverse approaches
to the individual patients. An HCP’s approach to creat-
ing individual clinical pathways varied according to his
or her professional perspective. The nurses emphasised
the importance of patient involvement for the re-
establishment of a sense of hope and dignity for the indi-
vidual patient. The medical doctors emphasised the im-
portance of individualised approaches that addressed
underlying mental health disorders. The psychologists
emphasised the need to explore what suicidality meant
for each individual, the feelings behind the suicidal be-
haviour, the patient’s logic, the patient’s despair, and
unique warning signs and triggers. A psychologist ex-
plained how he helped patients feel safe from suicide by
helping them gain insight and emotional control:

“I work with the individual patients’ underlying feel-
ings about suicidality… Through gaining insight, the
patients find other ways to express their emotions”
(male psychologist with specialisation, 15 years of
experience, open rehabilitation ward).

The therapeutic milieu had a calming effect on pa-
tients with “chaotic and acute suicidal behaviour”
through its daily structure for activities, rest and meals.
However, to ensure safe clinical practice for the patients,
HCPs needed the flexibility to individualise the thera-
peutic milieu within the frames of this predictable struc-
ture, which again depended on their expertise:

“You need good people who have the expertise to
interact with people; without that, you won’t benefit
from any structure, systems or forms to fill out”
(female consultant psychiatrist, 10 years of experience,
locked ward).

Individualised approaches were considered essential for
making a safety plan. However, safety planning did not al-
ways emphasise individualisation. All patients were of-
fered a safety plan consisting of a list of individual
warning signs, coping strategies, and sources of support.
To make these plans effective for patient safety, HCPs
co-created them with the patient so that they reflected
the patient’s conditions and coping strategies. Develop-
ment of the safety plan was dependent on the therapeutic

relationship with the patient and the patient’s capability
to reflect and gain insight. The creation of the plan some-
times was delayed due to the patient’s mental condition
and other times was delayed because HCPs were over-
loaded with discharge tasks. The safety procedure fo-
cused on documenting whether a plan had been created.
Thus, HCPs often hastily created a plan without patient
engagement just to “get the job done”. Without individu-
alisation, the safety plan lost its function as a safety tool
for the patient, as it was not actively used during a crisis:

“The safety plan, it’s stressful. We must start early to
make it count, but sometimes, I see patients standing
in the hallway with their luggage ready for discharge,
and a stressed nurse runs after them and says,
‘Wait, this is a safety plan’” (nurse, 8 years of
experience, locked ward).

HCPs considered therapeutic and individualised ap-
proaches to be essential in conversations about suicidal
ideations; however, the procedures focused merely on
documenting suicide risk assessment and not on how to
talk about suicide. Medical doctors and psychologists
were supposed to complete a form and a checklist for
suicide risk assessment to ensure that risk factors were
taken into account. HCPs described competing goals:
documenting risk vs. approaching patients’ feelings and
understanding them as individuals. Their strategy to
achieve safe clinical practice was to prioritise the thera-
peutic conversation with the patient, eliminating ques-
tions about risk factors that they considered irrelevant.
They completed the forms and checklist for suicide risk
assessments after talking with the patient.

Making trade-offs between under- and over-protection
HCPs’ considered making judgements about a safe level
of protection to be a difficult and complex task. Making
these judgements was a dynamic process that required
constant monitoring of the level of suicide risk and con-
tinuous adjustments to the level of protection. A safe
level of protection also depended on the individual pa-
tient’s underlying mental health problems and therefore
needed to be individualised. A female consultant psych-
iatrist illustrated the complexity of the task:

“I feel damned if I do and damned if I don’t. Society
criticises us (specialised mental health care) for using
too many physical constraints and calls for more
autonomy (for the patient), but at the same time, we
are made accountable for the suicides and are told
that we should have done more to prevent them.
They (members of society) don’t truly comprehend
the complexity of this task” (10 years of experience,
locked ward).
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To cope with this complexity, HCPs made trade-offs be-
tween under-protection and over-protection for each pa-
tient. They used some rough categories to distinguish
suicidal patients’ need for protection. They often cate-
gorised patients with affective disorders and psychotic
disorders as “acute suicidal” and categorised patients
who constantly struggled with suicidal ideations and
often used suicidality as an approach to communicate
hopelessness or a need for something else as “chronic
suicidal”. For participants with acute suicidal behaviour,
the greatest fear among HCPs was the under-protection
of the patient (e.g., access to lethal means when hospita-
lised in an open ward), particularly during psychotic
phases. In these cases, HCPs prioritised physically pre-
venting the patient from attempting suicide, with the
risk of over-protection (e.g., loss of autonomy).
HCPs perceived both under-protecting and over-

protecting (e.g., constant observation for a long period)
patients with chronic suicidal behaviour to be harmful.
Therefore, the HCPs constantly assessed patients’ suicid-
ality and made daily trade-offs. They had to decide
whether to empower the patient to take responsibility
for his/her own safety, despite the risk of suicide attempts,
or to increase protection for a brief period at the risk of
worsening the suicide risk and reducing the patient’s sense
of independence. A nurse described the complexity of
making such judgements in daily practices:

“If there is a chronic suicidal patient, one should not
talk about suicidality all the time. Therefore, I don’t
want to ask if the patient has thoughts of suicide
before I let that patient out unless the patient says
very clearly that he or she has suicidal plans. If I see
that the patient struggles, I would ask the patient,
‘Do you think it is okay for you to go out now?’, and
then you will get some gut feeling about this. It has
been difficult at times to risk locking out patients,
especially at night and on weekends, when you are
alone there. However, there is an assessment the
therapist has done, and we have to stick to the plan,
especially with emotionally unstable patients with
chronic suicidality. You have to give them responsibility
back, and it is challenging” (female mental health
nurse, 4 years of experience, locked acute ward).

Safe clinical practice for patients with chronic suicidal
behaviour involves a delicate balance between under-
and over-protection.

Adjusting observation
Although the procedures distinguished between constant
and intermittent observation with specified intervals,
HCPs reported taking individualised approaches to en-
sure patient safety with multiple considerations: they

aimed to ensure connection with the patient without
neglecting the need to be watchful and to take the pa-
tient’s need for privacy into account while still physically
protecting him or her from a suicide attempt. HCPs
noted that all patients had their own ways of connecting
and feeling safe, for example, some patients wanted to
talk, while others just needed to be assured that HCPs
were present if they needed them:

“I understood that he had a desire to talk, but then
there is almost a kind of rejection when you go out
again. Then, you come back again after 5 minutes,
look in and go out again. It’s like, ‘I just have to
check that you are still alive’; it’s not an act of
kindness. I always try to get them out of the
room, so it becomes less forced, and I can give
more attention to them” (male nurse, 1 year of
experience, locked ward).

Keeping patients safe during observation involved mak-
ing adjustments in observations of the individual and
finding ways to re-establish the patient’s sense of dignity
while still being watchful.

Managing uncertainty
HCPs described managing personal uncertainty by build-
ing mutual trust and support and a creating a shared un-
derstanding of safe practice.

Building mutual collegial trust and support
HCPs felt constantly alert and worried about suicide in
their daily work, despite knowing that such incidents
rarely happen. They often left work with a feeling of un-
certainty, and they knew that when caring for suicidal
patients, it was not possible to be 100% certain that the
patient would not die by suicide. Furthermore, HCPs
often felt driven by a fear of being held accountable for a
suicide and being responsible for an adverse event. They
applied strategies to avoid blame and responsibility in
the case of a suicide, such as excessively documenting
information in the patient’s journal, ensuring that some-
one else was involved in decisions about suicide risk or
simply transferring responsibility for the patient to
someone else or to another ward. They perceived these
strategies as threats to patient safety because they com-
promised HCPs’ ability to fulfil patients’ therapeutic
needs. HCPs felt that their focus shifted from doing their
best for the patient to making sure they were “covering
their backs”. HCPs believed that they lacked the agency
to address these issues, which elicited feelings of hope-
lessness and shame.
To address uncertainty, HCPs needed a climate of mu-

tual trust and support in which they felt safe enough to
be vulnerable and unsure. Such a climate allowed them
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to discuss their doubts and uncertainties with the ability
to express disagreement within the team while also tak-
ing a coordinated approach to caring for the patient, as
described by a male nurse:

“If we have good communication within the team,
we will be able to spread it and take a safe approach
to the patients. However, if we have a poor climate
in the ward, it will reflect on the patients. There will
be disagreements and aggression” (1 year of
experience, locked ward).

Managing uncertainty also involved doing the right thing
and not having to complete difficult tasks alone. Thus,
when the ward supported patient-centred care and pro-
vided arenas for support, case reflection and learning,
HCPs were able to address the emotional burden of car-
ing for suicidal patients.
Support mechanisms needed to be adaptive and sup-

port ad hoc responses to immediate needs for feedback.
After suicides and suicide attempts, HCPs needed to be
assured that they would not be used as a scapegoat by
the clinical team or the organisation as a whole. In this
context, leadership support and team debriefings were
perceived as important. While psychologists and medical
doctors described multiple structures for support, nurses
often described lacking formal support systems in the
wards.

“Many times, you don’t want to open that door
alone. You never know what you will find behind
that door, so you go together in pairs. It is safe to
have someone with you because many times when
you enter, they (patients) have tried to strangle
themselves or cut their wrists... It’s an emotional bur-
den to find them in all these situations” (female so-
cial educator, 3 years of experience, locked ward).

The nurses self-organised and conducted nurse obser-
vations together to ensure they did not carry the burden
alone. Instead of receiving formal supervision, they had
informal conversations after work. They supported each
other by making difficult decisions together to avoid one
person becoming the scapegoat for adverse events.

Creating a shared understanding
Considering how to approach suicidal behaviour often
generated feelings of uncertainty. HCPs had different
understandings of suicidality and often disagreed on
how to approach it. These disagreements were often re-
lated to determining the safe level of protection for pa-
tients in acute phases. In particular, patients often talked
about their suicidality differently with different HCPs. In
addition, nurses, psychologists and medical doctors had

different tasks, responsibilities, and degrees of familiarity
and therapeutic relationships with the patient, which af-
fected their perceptions of risk and the acceptable level
of uncertainty for each patient. Safe clinical practice for
suicidal patients was seen as dependent on reducing un-
certainty through feeling capable in his or her profes-
sional role.
Diverse approaches influenced by different psycho-

therapeutic schools served to create common ground in
three of the nine wards included in this study. By apply-
ing the same therapeutic approach, all the professional
groups shared multiple arenas for training, supervision,
and education using the same patient-directed tools and
language. Having common ground helped them ap-
proach the patient as a team.

Discussion
The current study documents three main adaptive cap-
acities used by HCPs to provide safe clinical practice for
patients in mental health wards during a suicidal crisis.

Using expertise
The theme using expertise to make sense of suicidal be-
haviour describes an adaptive capacity involving strat-
egies to deal with uncertainty. The findings indicate that
experts use intuition and detect warning signs for sui-
cidal behaviour to make sense of uncertainty and to
manage complex and high-risk decision making [46].
This finding corresponds with a previous study by
Waern et al. [47] that found that few HCPs used check-
lists but translated non-verbal cues into a “gut feeling”,
which was essential to the assessment process. This
study adds to the knowledge that intuition is not the sole
source of information in an assessment; rather, it supple-
ments multiple sources of context-specific and general
information, which together improve situational aware-
ness [48].
The findings also reflect the importance of collabora-

tive sense-making processes and the improvement of ex-
pertise through teamwork. As such, there is a need to
directly support the creation of shared situational aware-
ness that involves both healthcare teams and patients.
Training in suicide risk assessment can benefit multidis-
ciplinary training for HCPs who regularly interact as a
team to establish a shared vision and values [49, 50]. In
addition, training can benefit from the use of real-life ex-
amples of clinical decision making [51] and educating
HCPs in collaborative approaches to suicide risk assess-
ment that involve patient perspectives [52, 53].
Consistent with studies on expertise, this study indi-

cates that novice HCPs focus on patients’ verbal reports,
written information in patients’ journals, and formal risk
factors, while experienced HCPs rely more on non-
verbal information, cues and their intuition to
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understand what constitutes critical suicide behaviour
[20, 54]. This finding suggests that HCPs require differ-
ent guidance at different stages of expertise develop-
ment, which is in accordance with the findings of Benner
et al. [55, 56]. These authors claimed that novice HCPs
need context-free rules to guide their task performance,
while experts’ decision making cannot be captured in ex-
plicit formal steps because they no longer use rules to
guide their practice; instead, they use past concrete experi-
ences [55, 56]. However, a fallacy is that the novice HCP
may be over-focused on rules at the expense of being in-
sensitive to the context and the individual patient, while
the expert HCP may be overconfident, relying on intuition
and taking pride in risk-taking [20]. Working together as a
team to make sense of suicidal behaviour improves HCPs’
comprehension and interpretation of the information ob-
tained and might thus improve situational awareness for
both novice and expert HCPs [57].

Individualising the therapeutic milieu
The theme individualising the therapeutic milieu de-
scribes both an adaptive capacity and conditions in
which adaptations are vital to ensure safe clinical
practice.
A number of studies have shown that patients experi-

ence constant observation as non-therapeutic due to,
e.g., the lack of acknowledgement, lack of privacy and
lack of empathy [58–62]. Studies have reported the im-
portance of having experienced staff [63] who are thera-
peutically engaged with the patient [58] and interchange
between exerting control and building the therapeutic
relationship during constant observation [64]. The find-
ings reflect that HCPs cope with the complexity of safe
protection by making trade-offs between higher- and
lower-level goals [65] and by ensuring that protection is
individualised by taking multiple considerations into
account for each patient through adaptations [66].
Guideline development should acknowledge the expertise
needed to provide protection safely for each individual.
In accordance with the literature, the finding reflects

that patient involvement and the individualisation of
safety plans [67] and suicide risk assessments [52, 68]
are essential for effective safe clinical practice. HCPs in
this study described their attempts to involve the patient
in and individualise the safety plan, but they did not al-
ways succeed. The intention of a safety plan is to help
patients cope with symptoms at an early stage, and inter-
ventions emphasise patient involvement [67]. These pre-
requisites might not have been communicated properly
when the checklist was introduced as part of the na-
tional patient safety programme for suicide prevention
[31, 32]. Some patients might also be in a mental state
that hinders them from being involved in making their
own safety plan.

The findings imply that therapeutic measures and
safety measures are not necessarily separate entities that
are driven by distinct logics: they rely on individualisation
and the therapeutic relationship. Efforts to better integrate
safe clinical care across the technical-disciplinary perspec-
tive and the therapeutic and individualised perspective [5,
10] may benefit from the development of expertise in sui-
cide risk assessment, constant observation, and the creation
of safety plans, as well as requirements for documenting
practice.

Managing uncertainty
The theme managing uncertainty describes an adaptive
capacity that corresponds with the findings of previous
studies that caring for suicidal patients involves dealing
with uncertainty [8, 9, 69]. The findings reflect that ward
systems that ensure mutual trust and support and a
shared understanding help HCPs deal with the uncertainty
surrounding suicide risk and provide essential support for
safe clinical practice. Having common ground is related to
the development of shared mental models and shared
situational awareness in teams [70, 71], which is a strategy
to reduce uncertainty in ambiguous situations by making
HCPs able to improve their comprehension of the situ-
ation [72]. Furthermore, as uncertainty is managed
through mutual collegial trust and collegial support, there
is a need to create systems that ensure feedback on safe
clinical practice and to foster HCPs’ trust that their
colleagues will provide constructive support [20, 73]. The
findings also reflect that a lack of support systems to ad-
dress uncertainty can lead to the emergence of counter-
productive behaviour among HCPs to protect themselves
from punishment. These findings support Undrill’s [7]
arguments that unintended consequences may arise in
suicide prevention if HCPs are put in a position in which
they feel a greater need to protect themselves than to pro-
tect patients. This study finds that to counteract such
mechanisms, HCPs must address uncertainty as a team,
and management responsibility should be emphasised
through the establishment of formal support structures in
wards. These findings correspond with previous study
findings that nurses often call for formal support arenas
[9, 74], supervision and training when caring for suicidal
patients [8, 60]. These formal support arenas are often
guaranteed for psychologists during their specialisation in
clinical adult psychology and for medical doctors during
their specialisation in psychiatry. This study reflects the
importance of support structures for all professional
groups to achieve safe clinical practice. Relying too heavily
on individual HCPs’ capacities to adapt without providing
support to maintain these capacities will eventually cause
overload and burnout and leave the system brittle to
adverse events [21, 27].
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Strengths and limitations
This study applied two different data collection methods
to develop a comprehensive understanding of safe clin-
ical practice. Multiple researchers participated in the
data collection and analysis, adding various perspectives
and breadth to the study of the phenomenon of interest
[36]. We did not conduct member checks; instead, the
advisory panel and co-authors helped test the coherence
and plausibility of the interpretations [34]. The use of
triangulation and the variety of the study settings
strengthened the internal validity of the study. The ex-
ternal validity of the study is limited, as we conducted
the study within a single hospital, and the local organisa-
tional culture therefore affected the study. However, the
study findings support analytical generalisations regard-
ing safe clinical practice for patients hospitalised during
a suicidal crisis [75]. The focus of this study was limited
to safe clinical practice at the micro level within hospital
ward settings. Researchers could gain increased insight
into adaptive capacities by applying a meso-macro per-
spective (e.g., hospital management, government and
regulators) to study adaptive capacities at the interface
between primary and secondary care and by employing
multiple methods, particularly direct observation of HCP
interactions and strategies.

Conclusions
HCPs’ adaptive capacities are a vital component of the
complex set of practices involved in safe clinical practice
for patients hospitalised during a suicidal crisis. By using
expertise, individualising the therapeutic milieu, and
managing uncertainty, HCPs develop their capacity to
adapt to challenges and changes in clinical care, both in-
dividually and collectively. HCPs cannot easily ensure
safe clinical practice simply by following standards; safe
clinical practice depends on HCP adaptations. However,
individual HCPs cannot hold the responsibility for safe
clinical practice alone. Ward systems that ensure colle-
gial trust and support, as well as arenas that support
shared understanding and shared situational awareness,
are needed.
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ABSTRACT
Introduction: Suicide prevention in psychiatric care is
arguably complex and incompletely understood as a
patient safety issue. A resilient healthcare approach
provides perspectives through which to understand
this complexity by understanding everyday clinical
practice. By including suicidal patients and healthcare
professionals as sources of knowledge, a deeper
understanding of what constitutes safe clinical practice
can be achieved.
Methods: This planned study aims to adopt the
perspective of resilient healthcare to provide a deeper
understanding of safe clinical practice for suicidal
patients in psychiatric inpatient care. It will describe
the experienced components and conditions of safe
clinical practice and the experienced practice of patient
safety. The study will apply a descriptive case study
approach consisting of qualitative semistructured
interviews and focus groups. The data sources are
hospitalised patients in a suicidal crisis and healthcare
professionals in clinical practice.
Ethics and dissemination: This study was approved
by the Regional Ethics Committee (2016/34). The
results will be disseminated through scientific articles,
a PhD dissertation, and national and international
conferences. These findings can generate knowledge to
be integrated into the practice of safety for suicidal
inpatients in Norway and to improve the feasibility of
patient safety measures. Theoretical generalisations
can be drawn regarding safe clinical practice by taking
into account the experiences of patients and healthcare
professionals. Thus, this study can inform the
conceptual development of safe clinical practice for
suicidal patients.

INTRODUCTION
Although mental illness is the second most
important predictor of suicide (behind only
past suicide attempts),1 suicides occur rarely
in psychiatric inpatient care. From 2004 to
2014 in England, 28% of suicides in the
general population were patient suicides;
that is, the person had been in contact with
mental health services in the 12 months
prior to death. Inpatient suicides accounted
for 9% of all patient suicides.2 Statistically

speaking, inpatient suicides are uncommon,
which makes research on suicide highly chal-
lenging.3 Nevertheless, suicide is among the
most concerning patient safety issues in psy-
chiatric care.
A common understanding of patient safety

is the avoidance, prevention and amelior-
ation of adverse outcomes or injuries stem-
ming from the process of healthcare.4 This
approach to safety has been characterised as
a linear model of risk in which hazards are
perceived as phenomena that can be assessed
and controlled by implementing different
barriers of defences in the system. The linear
model of risk represents events in terms of
linear causality, where adverse outcomes
occur due to combinations of active failures,
unsafe acts, and latent conditions and
hazards in the system. In the linear approach
to safety, safety is achieved when procedures
are well implemented in practice without
deviations from the standard.5

The background for the linear approach
to safety is found in well-understood, well-
tested and well-behaved systems and has
some limitations when applied to complex
systems in which the risk is incompletely
understood.6

Healthcare organisations, including psychi-
atric hospital wards, are examples of complex
organisations with multiple stakeholders who
interact with each other in a changeable
context and make decisions that often
involve a high degree of uncertainty.7 Suicide
prevention in psychiatric care is arguably
complex and incompletely understood as a
patient safety issue. First, suicidal behaviour
is multifaceted and differs across sexes, age
groups, geographic regions and sociopolitical
settings, and it is variably associated with
different risk factors, suggesting aetiological
heterogeneity.3 Second, there is a lack of
clear means to assess and treat patients at risk
of suicide, which complicates efforts to design
safety systems to treat patients in suicidal
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crises in hospital wards.8–12 There is a need for a deeper
understanding of safety for suicidal patients in clinical
practice that embraces the complexity and uncertainty of
everyday clinical practice.
Resilient healthcare (RHC) is a major discipline that

embraces complexity in healthcare. RHC applies non-
linear methods to understand and describe how systems
work in complex contexts. The main methods used are
qualitative case studies. The heart of RHC studies is the
collection of knowledge of how everyday clinical work is
performed at the sharp end of the system.7 13 RHC is
defined by Wears et al14 as follows:

…the ability of the health care system (a clinic, a ward, a
hospital, a county) to adjust its functioning prior to,
during, or following events (changes, disturbances or
opportunities), and thereby sustain required operations
under both expected and unexpected conditions (pp.
xxvii).

According to the RHC perspective, the purpose of
safety management is to ensure that ‘things go right’
and not only to ‘prevent things from going wrong’.
Thus, there is a need to learn from successes in clinical
practice, in addition to learning from errors. This knowl-
edge is gained by learning about what happens regularly
in clinical practice to ensure successful outcomes,
including a better understanding of the core business of
clinical practice.15

RHC applies a safety II perspective. This perspective
acknowledges that healthcare systems are incompletely
understood and that their conditions vary. To deal with
complexity, healthcare professionals need to adjust their
performance to perform the job successfully, and their
approach may deviate from standard procedures.15 This
approach applies a broader perspective than the trad-
itional linear approach to safety, and it embraces the
need to understand why healthcare professionals adapt
and what contributes to successes and failures in every-
day clinical work. In this sense, knowledge about safe
clinical practice for suicidal patients can be collected
from the sharp end of the system, which can inform
patient safety efforts.16

Aims and research questions
This descriptive study aims to provide a deeper un-
derstanding of safe clinical practice for patients hospita-
lised in a suicidal crisis from an RHC perspective. The
specific research questions for the study are as follows:
1. How does existing literature describe suicidal

patients’ experiences regarding safety during psychi-
atric in-patient care?

2. How do patients and healthcare professionals
describe the components and conditions of ensuring
good patient outcomes for suicidal patients in clinical
practice?

3. How do patients and healthcare professionals experi-
ence safe clinical practices for suicidal patients?

METHODS
Methodological design
The study applies a descriptive case study approach.17

The case is defined as safe clinical practice for patients
hospitalised in a suicidal crisis within specialised psychi-
atric inpatient care.

Study setting
The study setting will be one Norwegian university hos-
pital. Studies of hospitalisation in Norway have found
that suicidal behaviour accounts for 70% of all hospitali-
sations,18 54% of first-time admissions and 62% of rehos-
pitalisations in psychiatric acute wards.19 There are a
considerable amount of activities directed to patient
safety for suicidal patients in Norwegian hospital wards.
Since 2008, national guidelines for preventing suicide in
psychiatric hospital wards have been implemented in
practice,20 and in 2015, a patient safety campaign for
preventing suicide in hospital wards was implemented at
a national level.21

Data collection will take place in four psychiatric hos-
pital wards, two specialised (sites A and B) and two
decentralised wards (site C and D). The study sites are
selected due to their different structures, staffing levels
and tasks. Multiple embedded units of analysis at differ-
ent levels are included in each ward, consisting of
patients and healthcare professionals (see figure 1).

Data collection methods and sources
This case study will conduct qualitative interviews to
collect information on the experiences of patients and
healthcare professionals. See table 1 for detailed infor-
mation on the methods, data sources and timing of the
data collection.
Data on patients’ experiences will be collected

through semistructured interviews that are specifically
designed to collect in-depth information on their experi-
ences and descriptions of the topics of interest. A system-
atic review of qualitative studies of suicidal patients has

Figure 1 Case study design.
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been conducted to inform the development of the inter-
view guide. In addition, an advisory panel consisting of
two service user consultants and two key informants on
suicide prevention will help develop the interview guides
and provide reflections about ethical considerations for
the study. Follow-up interviews will be conducted during
hospitalisation or after discharge when there is a need
for more in-depth information.
Data on healthcare professionals’ experiences will be

collected through focus group interviews and semistruc-
tured individual interviews. The focus groups will
provide an opportunity to explore and identify relevant
categories and perspectives and for the professionals to
correct one another.22 The individual interviews will
focus on the professionals’ individual sense of making
safe and successful practice and will aim to describe in
depth the themes that emerge in the focus groups.

Sampling strategy and inclusion criteria
To be included in the study, patients must be hospita-
lised in specialised psychiatric care for adults, assessed as
suicidal during hospitalisation, and able to provide vol-
untary and informed consent to participate in the study.
The therapists (psychologists or physicians) at the study
sites will select patients to be recruited to the interviews.
As there is no support for the risk categorisation of
suicidal patients, any tools or instruments used to clearly
define suicidal patients in this study will be of limited
value.10 In this study, patients will be considered
seriously suicidal if they have presented active suicide
ideations or have recently attempted suicide.23

The study will follow a purposeful sampling strategy24

that aims to include patients who have recently been in
suicidal crisis and are hospitalised in psychiatric
inpatient care. The patients will be enrolled in the study

consecutively by ward clinicians. Clinicians’ assessment
of patients and patients’ identification with the topic
of interest will determine whether the patient will be
included in this study, as shown in box 1. Different
experiences of safety are expected to emerge within dif-
ferent levels of hospital protection; thus, this study aims
to sample patients in open and locked hospital wards
and those admitted both voluntarily and involuntarily.
Both men and women and all age groups within adult
psychiatry are considered for inclusion (18–65 years).
This study seeks to describe the safety of hospitalised

patients in a suicidal crisis by embracing the complexity
and diversity that characterise this phenomenon and
the patient group at large. Thus, patients within varying
diagnostic groups will be included. The sample

Table 1 Data sources, methods, topics and time schedule

System

level Data collection methods Data sources

Timing for data

collection

Micro

level

Systematic review Qualitative studies (completed 2017)

Semi-structured interviews Patients

Approximately 20 patients from study sites

A, B, C and D

September 2017–

February 2017

Focus group interviews

5 focus groups with 6 health

care professionals in each

group.

Health care professionals

Approximately 30 health care professionals

(psychologists, physicians, nurses) from closed and

open wards at different sites at the hospital.

May-June 2016

Semi-structured interviews Health care professionals

Approximately 18 health care professionals

(psychologists, physicians, nurses) from study sites

A, B, C and D.

September 2016 to

January 2017

Meso

level

Review of documents

Conversations and context

mapping

Procedures, patient safety measures

Ward managers at site A, B, C and D

January 2016

Macro

level

Review of documents National patient safety programme, national guidelines

and laws

January 2016

Box 1 Patient inclusion and exclusion criteria

Inclusion criteria. The interview subject must:
▸ Be hospitalised in an open or closed ward for adults in specia-

lised mental healthcare during the first interview.
▸ Have access to a therapist in specialised mental healthcare

during the interviews.
▸ Have been regarded as seriously suicidal by a psychologist or

psychiatrist during hospitalisation, but at the time of the inter-
view, patients must be considered sufficiently stable to engage
in the interview.

▸ Self-identify as ‘being in a suicidal crisis’.
▸ Voluntarily consent to participate.
Exclusion criteria:
▸ Presenting self-harming behaviour without a desire to die.
▸ Being unable to provide consent, which includes presenting

severe psychotic symptoms, severe cognitive deficits or
ongoing symptoms of being in a state of crisis with high
suicide risk.
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description will contain clinicians’ diagnoses at dis-
charge, which will be extracted from patients’ journals.
The healthcare professionals will be recruited through

a purposeful sample strategy.24 The sampling will aim to
recruit healthcare professionals with different levels of
experience and professional backgrounds. Psychologists,
physicians, nurses and social workers at the study sites
will be included.
To be included in the semistructured interviews,

healthcare professionals must be willing to talk about
their experiences with clinical practice and be able to
provide voluntary consent to participate in the study.
Some participants will participate in the focus groups
and the semistructured interviews.
In addition, local procedures and national guidelines

and political strategies for suicide prevention in hospital
wards will be collected as contextual information.

Researchers’ background
SHB is a PhD scholar in risk management and societal
safety and a clinical psychologist. SHB has clinical
experience with the treatment and assessment of
patients at risk of suicide and has a background in safety
science. KA is a professor and serves as head of the
research group ‘quality and safety in healthcare systems’
at the University of Stavanger. KA has a background in
safety science and has conducted multiple studies of
patient safety, including studies of patient experiences
and RHC studies. KR has a PhD and serves as a mental
health nurse and has applied qualitative methods to
studies of patient experiences. FAW is a consultant
clinical psychologist with extensive work experience
in inpatient psychiatry as well as suicide research
and national prevention initiatives and guideline
development.
The qualitative interviews will be conducted by SHB

and KR, who have connections at the university hospital
as healthcare professionals and researchers. Their con-
nections to the study site constitute both strengths and
dilemmas related to balancing closeness to and distance
from participants and studying the sites. These dilemmas
will be reflected in all stages of the research process,
such as sampling, recruitment, data collection, ethical
considerations, analysis and dissemination.

ETHICS AND DISSEMINATION
Ethical considerations
Considering the limited amount of evidence on how to
provide safe practices for this vulnerable group of
patients, access to valid knowledge is of vital importance.
Patients can provide insights regarding care and can
contribute important information when other sources of
evidence in suicide research, particularly feedback
regarding sensitive safety-related topics, are limited.25

It is well known that talking about suicide and talking
with suicidal patients do not induce harm for patients;26

thus, this study is not considered to induce harm or

risk to patients during the study or in the future.
Participation in this study empowers patients’ voice and
may provide benefits to the patient group at large.
However, as patients at risk of suicide represent a vulner-
able group, patients will be interviewed while they are in
the care of specialised healthcare professionals, enabling
those in need of additional support to be referred to the
therapist in their hospital ward or in their outpatient
unit.
Ward psychologist/physicians will assess patients as suf-

ficiently stable to participate in the interviews, and they
will determine the appropriate timing of the interviews.
The hospital will have full responsibility for managing

the suicide risk according to ordinary established proce-
dures, and no new procedures or interventions will be
implemented as part of this study.
All participants in this study will receive written and

oral information about the study and will sign an
informed consent form to participate. Patients who are
unable to provide informed and voluntary consent will
not be included in this study. Information will be col-
lected for research purposes only. Information will be
stored unidentified, and all participants will be made
unidentifiable in publications.

Dissemination
This study protocol presents preliminary research ques-
tions, theories, methods and analytical strategies con-
sidered adequate for this purpose. By sharing this
information, we aim to address reflexivity in this case
study.27

The results of this study will be published in inter-
national journals, and presentations will be conducted at
national and international conferences. Triangulation of
research methods and data sources will be applied to
create a viable understanding of safe clinical practices
for suicidal patients in psychiatric inpatient care. A lit-
erature review will be used as the basis for conducting
individual interviews with suicidal patients. Focus group
interviews with professionals will be used to describe
their experiences with safe clinical practices and as a
basis for conducting individual follow-up interviews.
Altogether, data from professionals and patients will be
integrated in a framework for safe clinical practices for
suicidal patients. Details on results from the study are
provided in table 2 (planned scientific articles).
The quality of this study is dependent on its validity.

Internal validity is often translated into credibility in
qualitative research.28 In this study, credibility will be
achieved if the findings of the study make sense for
patients and healthcare professionals in clinical practice
in psychiatric wards. By including multiple sources of
information and methods, this study strives for a
nuanced description of the phenomenon of interest,
increasing the credibility of the study.
The use of feedback to validate the themes will

enhance the credibility and authenticity of this study.
Feedback will be collected in the stage of planning and
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analysis using the advisory panel and presentations in
clinical practice and conferences.
The study’s external validity is often translated into

transferability in qualitative research,28 which indicates
the applicability of the findings in other contexts. The
use of multiple study sites in the hospital strengthens the
external validity in this study. However, the findings of
this study are not expected to be valid for the practice of
this field overall but rather as descriptions of experi-
ences and meaning within the specific setting of clinical
practice for suicidal patients in psychiatric hospital wards
in one university hospital in Norway. These findings can
generate knowledge to be integrated in the practice of
patient safety for suicidal inpatients in Norway and can
improve the feasibility of patient safety measures. The
findings can further generate knowledge of important
topics for safe clinical practice in psychiatry and can
inform the future development of structured surveys to
measure patients’ experiences regarding safety in mental
health. Theoretical generalisations can be made regard-
ing what constitutes safe clinical practice while taking
into consideration patients’ and healthcare professionals’
experiences and meanings. Thus, this study can inform
the conceptual development of safe clinical practice for
suicidal patients.
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during psychiatric inpatient care: a systematic review of

qualitative studies
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Individual in-depth interviews with patients

Article 3 Healthcare professionals experiences with the practice of
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Participants’ characteristics 

Gender Occupation Hospitali

zations* 

Age Protection level Main ICD 10 diagnoses at discharge 

1. pilot F Social secured 2 31-40 Open, voluntary F31.3 Bipolar affective disorder, current episode mild or moderate 

depression 

2. F Social secured 22 41-50 Locked, voluntary F31.5 Bipolar affective disorder, current episode severe depression with 

psychotic symptoms 

3. M Employed 2 51-60 Open, voluntary F32.2 Severe depressive episode without psychotic symptoms 

4. M Unemployed 2 18-30 Open, voluntary F33.2 Recurrent depressive disorder, current episode severe without 

psychotic symptoms 

5. M Unemployed 2 41-50 Locked, voluntary F32.2 Severe depressive episode without psychotic symptoms 

6. M Unemployed 1 18-30 Closed, 

involuntary 

F33.3 Recurrent depressive disorder, current episode severe with psychotic 

symptoms 

7. F Social secured 80 18-30 Open, voluntary F60.3 Emotionally unstable personality disorder 

F33.2 Recurrent depressive disorder, current episode severe without 

psychotic symptoms 

8. F Social secured 93 41-50 Open, involuntary F20.0 Paranoid schizophrenia 

9. F Social secured 56 51-60 Open, voluntary F60.3 Emotionally unstable personality disorder 

F33.1 Recurrent depressive disorder, current episode moderate 

F. 10.1 Mental and behavioural disorders due to use of alcohol, Harmful use



10. F Employed part-time 3 41-50 Open, voluntary F31.3 Bipolar affective disorder, current episode mild or moderate 

depression 

F. 10.0 Mental and behavioural disorders due to use of alcohol, Acute

intoxication

F90.0 Disturbance of activity and attention 

11. M Social secured 6 51-60 Open, voluntary F33.1 Recurrent depressive disorder, current episode moderate 

F 10.1 Mental and behavioural disorders due to use of alcohol, harmful use 

12. F student 5 41-50 Open, voluntary F31.3 Bipolar affective disorder, current episode mild or moderate 

depression 

F90.0 Disturbance of activity and attention 

13. F Social secured N.A. 31-40 Locked, 

involuntary 

F31.5 Bipolar affective disorder, current episode severe depression with 

psychotic symptoms 

14. M Unemployed 1 18-30 Locked, voluntary F32.2 Severe depressive episode without psychotic symptoms 

15. M Employed 5 51-60 Locked, voluntary F31.6 Bipolar affective disorder, current episode mixed 

16. F Social secured 19 18-30 Open, involuntary F43.1 Post-traumatic stress disorder 

F33.2 Recurrent depressive disorder, current episode severe without 

psychotic symptoms 

17. F Employed 1 51-60 Locked, voluntary F33.1 Recurrent depressive disorder, current episode moderate 

F 19.0 Mental and behavioural disorders due to multiple drug use and use 

of other psychoactive substances, acute intoxication 

18. F Student 1 31-40 Open, voluntary F31.9 Bipolar affective disorder, unspecified 

* Number of hospitalizations* in adult inpatient care
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Vi vet alt for lite om pasienters erfaringer med å være innlagt når man sliter med  
selvmordstanker, uansett om tankene skyldes depresjoner, psykoser, bipolare  
lidelser, livskriser eller annet.  Vi trenger kunnskap om dette for å skape en helse 
tjeneste som ivaretar pasientens behov. Derfor ber vi om dine erfaringer til studien 
”sikkerhet for inneliggende pasienter i selvmordskrise”.  

Vil du dele dine erfaringer med å være innlagt?  
Vi søker pasienter som er innlagt ved psykiatriske sengeposter ved SUS til  å delta i 
forskningsintervju. Intervjuet (ca. 1 time) utføres av Siv Hilde Berg mens du er innlagt. 

All informasjon er taushetsbelagt. Ingen personopplysninger om deg vil være   
tilgjengelige for andre– heller ikke din faste behandler.  

Vil du vite mer? 

Snakk med din behandler, som kan sette deg i kontakt med Siv Hilde Berg, som vil gi 
deg mere informasjon om studien og avtale intervju.   

Velkommen til et viktig prosjekt, vi trenger din kunnskap og erfaring! 

Hva er viktig for at du skal oppleve god hjelp 

når du er innlagt og er i en selvmordskrise?  

Prosjektleder Siv Hilde Berg 

Psykolog og doktorgradsstipendiat 

Telefon: 900 22 463  

E-post: siv.hilde.berg@sus.no 

Studien er finansiert av Helse Vest RHF, og utføres av 

Stavanger Universitetssykehus i samarbeid med 

programområdet for kvalitet og sikkerhet i 

helsesystemer, Universitetet i Stavanger og Nasjonalt 

senter for selvmordsforskning og forebygging  
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Guide for interviewing patients 

Demographics 

- Age, employment, social status

Current hospitalization 

- Main cause of admission, diagnosed during admission

- Length of admission

- Patient pathway

- Voluntary/ involuntary commitment

- First-time, multiple hospitalizations

- Suicidal behaviour during admission

1. How do you experience being hospitalized?

2. What has been important for feeling safe during the suicidal crisis?

Prompts: Conditions affecting feeling safe/unsafe.

3. What has been done during the hospitalization that was important for staying alive?

4. What does it mean to be treated well by healthcare professionals when you are

suicidal?

5. Have you experienced increased suicidal ideation during hospitalization?

Prompts: What do you relate these deteriorations to? What did the healthcare

professionals do to understand your deterioration? How did you communicate your

deterioration?

6. Can you describe a conversation regarding suicide that was beneficial?

Prompts: What made this conversation beneficial/not beneficial for you?

7. How did you experience being asked about suicidal ideation and plans during

hospitalization?

8. Did you experience being deprived of objects or medications during hospitalization?

Prompts: What function did this have for preventing suicide?

9. What is your experience of being under observation when you are suicidal?

10. What makes you feel safe with yourself after discharge?

Prompts: Do you feel prepared for discharge? The importance of a crisis plan, follow-

up, next of kin
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Guide for interviewing the health care professionals. Focus groups 

Opening question 

1. How do you experience working with suicidal patients?

o How to you cope with the challenges?

Contingencies for good outcomes 

2. What ensures good outcomes for suicidal patients during hospitalization?

o at system, ward, individual levels

o any harmful conditions?

3. What does the suicidal patient need during hospitalization to ensure good outcomes?

o What do you do to ensure good outcomes?

Patient safety and contingencies for safe care 

4. How do you experience implementing the measures in the patient safety campaign?

o Which safety measures ensure safe care for suicidal patients?

o Which do not?

o What do you do to ensure safe care?

5. Do you think there is something else that should be included in the safety procedures?

o What else is of importance for safe care?

o What would be the ideal patient safety campaign?
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Guide for interviewing the health care professionals. Individual interviews 

Making sense of suicidal behaviour 

1. What characterizes patients who are hospitalized with suicidal behaviour in the ward?

2. What challenges do you encounter when working with suicidal patients?

a. How do you solve these?

3. How do you assess suicide risk?

a. What do you do to make the assessment useful?

b. How do you identify whether the patient is acutely suicidal/deteriorating?

c. What do you do to cope with it?

Providing treatment and protection 

4. What’s in place in the ward when you experience good patient care for suicidal patients?

5. What are the contingencies for a good conversation about suicidality?

a. When and where do you have these conversations with the patient?

6. What do you do to ensure good discharge processes?

Creating shared understanding 

7. How do you work across different professional groups with suicidal patients?

a. What arenas are of importance? Explain the function of the arena.

b. What challenges arise? How are these solved?

c. How do you ensure shared understanding?

Handling emotional burden 

8. How do you experience uncertainty in encounters with suicidal patients?

a. What is the uncertainty related to?

b. How do you cope with the uncertainty?

9. How do you need to be taken care of on a daily basis when working with suicidal

patients?

Learning from practice 

10. How do you learn from good patient care?

a. When and where does the learning take place?
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Forskningsprosjekt: SIKKERHET FOR INNELIGGENDE PASIENTER I SELVMORDSKRISE 

Beredskapsplan ved behov for psykisk helsehjelp 

Denne studien omfatter ikke behandling av psykisk lidelse og ingen nye prosedyrer eller 

intervensjoner vil bli implementert som en del av dette studien. Det er nødvendig at pasienter 

som deltar i studien følger behandling som normalt. Sykehuset har det fulle ansvaret for 

behandling og vurdering av selvmordsrisiko ifølge de ordinære etablerte prosedyrer. Følgende 

prosedyrer tiltak og prosedyrer følges for å ivareta pasienter som har behov for økt støtte eller 

helsehjelp i intervjusituasjonen og i etterkant av intervjusituasjonen: 

a) Behandlende lege/psykolog rekrutterer og vurderer pasientens mentale helse i forkant

av studien for å ekskludere pasienter som ikke vurderes å være stabilisert nok psykisk

eller ikke har samtykkekompetanse. Ved oppfølgingsintervju etter innleggelse vil

oppfølgende behandler vurdere at pasient er stabilisert til å være deltakende i

oppfølgingsintervju.

b) Intervjuene av pasienter utføres av Siv Hilde Berg (SHB), som er autorisert psykolog

med NPFs spesialistkurs i selvmordsrisikovurdering og har erfaring med vurdering og

behandling av suicidale pasienter. Klinisk kunnskap om pasienter i selvmordsfare

bidrar til å beskytte pasientene ved at SHB kan gi støtte i intervjusituasjonen og sette

pasienter med behov for helsehjelp i kontakt med helsetjenesten.

c) Alle pasienter får informasjonsskriv om kontaktpunkter ved behov for helsehjelp

utdelt i forkant av intervjuet.

d) Pasienter som har behov for økt støtte eller psykisk helsehjelp under/ etter intervjuet

vil settes i kontakt med ansvarlig behandler i sengeposten. Ved behov for økt støtte

eller psykisk helsehjelp ved oppfølgingsintervju etter innleggelse settes pasient i

kontakt med oppfølgende behandler.

e) Pasienter som tar kontakt med SHB og har behov for psykisk helsehjelp etter

datainnsamling er avsluttet, vil settes i kontakt med helsetjenesten. Pasientens faste

behandler kontaktes i første omgang for ø-hjelps time på dagtid. Hvis pasientens faste

behandler ikke nås, vil ambulant akutt team, fastlege eller Stavanger legevakt benyttes

avhengig av hastegrad og alvorlighetsgrad.

f) Oppstår det tilfeller hvor det er behov for øyeblikkelig hjelp jf. Helsepersonell-loven §

7, vil SHB ivareta nødvendig helsehjelp, og sette pasienten i kontakt med

helsetjenesten.



Forskningsprosjekt: SIKKERHET FOR INNELIGGENDE PASIENTER I SELVMORDSKRISE 

Informasjonsskriv til deltakere i studien: Kontaktpunkter ved behov for 

psykisk helsehjelp 

Dette er et forskningsintervju, og intervjuers rolle i denne samtalen er som forsker. Det vil si 

at deltakelse i ikke omfatter behandling av psykisk lidelse, men mange vil oppleve at det gjør 

godt å kunne prate om sine egne opplevelser, både positive og negative i forskningsintervjuet. 

Skulle du ha behov for psykisk helsehjelp eller støtte hjelper intervjuer deg med å sette deg i 

kontakt med helsetjenesten.  

 Er du innlagt er kontaktpersonen din faste behandler (lege/psykolog) og ditt

behandlingsteam ved sengeposten.

 Etter utskrivelse fra sengepost vil fast behandler på poliklinikk kunne kontaktes for

hastetime/øyeblikkelig hjelp. Er du ikke i behandling ved poliklinikk eller ikke

kommer i kontakt med din behandler kan fastlege/Stavanger legevakt kunne tilby

hastetime/øyeblikkelig hjelp. Stavanger legevakt telefon 51 51 02 02

 Ambulant akutt team kan kontaktes uansett årsak når som helst på døgnet uten

henvisning. Teamet vil kunne tilby støttende samtaler, veilede deg til rett instans, og

kunne sette deg i kontakt med øyeblikkelig hjelp ved behov. Teamet avtaler samtale pr

telefon, i hjemmet eller på DPSet. Ambulant akutt team, Stavanger. Telefon 51 51 45

45 / 957 45 203

 Ved behov for anonym samtaletjeneste: Kirkens SOS telefon 22 40 00 40. 24 timer i

døgnet. Hjemmeside: www.kirkens-sos.no

 Kontaktinformasjon til intervjuer: Siv Hilde Berg. Tlf (egen tlf nr)

http://www.kirkens-sos.no/
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Informasjonsskriv til behandlere: Rekrutteringsprosedyre pasienter 

Takk for at du deltar i rekrutteringen av pasienter til denne studien. Jeg ber behandlende lege 

og psykolog lese informasjonsskrivet forespørsel om deltakelse i forskningsprosjektet for å få 

et innblikk i hva studien omhandler. Rekruttering av pasienter til studien foregår ved at 

behandlende lege eller psykolog velger ut pasienter ut i fra studiens eksklusjon og 

inklusjonskriterier.  

Inklusjonskriteriene er: 

1. Pasientene må være i innlagt ved sengeposten ved førstegangsintervju. Dette er

nødvendig for å sikre at ordinær helsehjelp ivaretas, da dette ikke er en

intervensjonsstudie som tilbyr behandling. Pasientene skal intervjues mot slutten av

innleggelsen før utskrivelse til hjemmet eller overføring til annen sengepost. Kun

pasienter som har oppfølging av behandler i poliklinikk/sengepost (lege/psykolog) kan

delta i oppfølgingsintervju etter utskrivelse.

2. Pasientene skal ha vært vurdert med moderat til høy selvmordsrisiko i løpet av

innleggelsen i form av selvmordstanker, selvmordsplaner eller selvmordsforsøk

før/under innleggelse. Ulike grader av alvorlighet i den suicidale atferd er relevant, da

det er ønskelig med pasienter som har ulikt funksjons- og symptomnivå i løpet av

innleggelsen.

3. Pasienten må være vurdert av lege eller psykolog til å være stabilisert i den suicidale

krisen, og må være i stand til å forlate sengeposten og delta i samtale på

intervjutidspunktet. Ved oppfølgingsintervju etter utskrivelse må pasientene være

vurdert av oppfølgende behandler til å være stabilisert i den suicidale krisen og i stand

til å delta i samtale på intervjutidspunktet.

4. Må kunne gi et frivillig og informert samtykke til å delta i studien.

Eksklusjonskriteriene er: 

1. Pasienter som ikke har samtykkekompetanse skal ikke inkluderes. Dette omfatter

pasienter med alvorlig nedsatt kognitiv fungering enten i form av psykisk

utviklingshemming eller kognitiv svikt. Pasienter som har alvorlige psykotiske

symptomer, eller pasienter med pågående krisereaksjoner, akutt suicidal atferd og med

høyt symptomtrykk skal ikke rekrutteres til studien.

2. Pasienter med selvskading uten suicidal hensikt inkluderes ikke i studien
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Variasjon i informantgruppen 

Studien vil inkludere om lag 20 pasienter fra totalt fire sengeposter, men antallet er noe 

avhengig av hvorvidt det oppnås en god nok variasjon i pasientgruppen som inkluderes. Alle 

pasienter som inkluderes til studien må oppfølge inklusjon og eksklusjonskriteriene. Utover 

disse kriteriene søkes det etter variasjon i informantgruppen med hensyn til følgende 

karakteristika: 

A) Omsorgsnivå: Frivillig innleggelse, tvungen innleggelse, innleggelse med åpne og

lukkede dører og pasienter som har hatt tilsyn under innleggelse (med det menes

intervall/kontinuerlig observasjon, også omtalt som tilsyn/fastvakt),

B) Kjønn: Menn og kvinner

C) Alder: Alle aldersgrupper innen voksenpsykiatri (18-65 år).

D) Diagnose og problematikk

Rekruttering til studien 

Når behandler har selektert pasienter som passer til studien gis pasienten informasjonsskrivet 

forespørsel om deltakelse i forskningsprosjektet. På informasjonsskrivet er det oppgitt 

kontaktinformasjon til Siv Hilde Berg (SHB), som utfører intervjuene og er prosjektleder for 

studien. Pasienten settes i kontakt med SHB hvor informasjonsskrivet gjennomgås. 

Samtykker pasienten til å delta i intervjuet vil tidspunkt for intervju settes. 

Førstegangsintervju må utføres mens pasienten er innlagt, helst mot slutten av innleggelsen. 

Enkelte pasienter kan bli forespurt om å delta i et oppfølgingsintervju i etterkant av 

utskrivelse.  

Personvern 

Informasjonen som deles i intervjuet ikke vil bli delt med helsepersonell ved sengeposten, og 

at det ikke vil være mulig å gjenkjenne pasienten i offentliggjøring av resultatene. Det 

innhentes ikke ytterligere informasjon om pasienten (slik som pasientjournal, informasjon fra 

behandler, spørreskjemaundersøkelser), enn det pasienten selv oppgir under intervjuet. For 

videre informasjon om personvern i studien se informasjonsskrivet forespørsel om deltakelse i 

forskningsprosjektet. 
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FORESPØRSEL OM DELTAKELSE I FORSKNINGSSTUDIE: PASIENTER 

SIKKERHET FOR INNELIGGENDE 
PASIENTER I SELVMORDSKRISE 
Dette er et spørsmål til deg om å delta i en forskningsstudie for å få kunnskap om sikkerhet 
for inneliggende pasienter i selvmordskrise. Studien tar for seg både helsepersonells og 
pasienters beskrivelse av hva sikker og usikker behandling innebærer, samt erfaringer med 
selvmordsrisikovurdering, tilsyn og forberedelser til utskrivelse. Du er forespurt om å delta i 
denne studien da du er innlagt ved en sengepost ved psykiatrisk divisjon, Stavanger 
Universitetssykehus, og vi er interessert i å innhente dine erfaringer til denne studien. 
Stavanger Universitetssykehus er ansvarlig virksomhet for studien. Prosjektleder er Siv Hilde 
Berg (SHB). Tlf 900 22 463, siv.hilde.berg@sus.no. 

HVA INNEBÆRER STUDIEN? 

Samtykker du til å være med i denne studien vil det settes opp en tid for intervju med Siv 
Hilde Berg. Intervjuet vil foregå som en samtale omkring temaer som: trygghet, møtet med 
helsepersonell, behandling, tilsyn og forberedelser til utskrivelse. Intervjuet vil vare i om lag 
en og en halv time. Intervjuet vil tas opp på båndopptaker for å sikre nøyaktige gjengivelser 
av dine beskrivelser. Intervjuet finner sted mens du er innlagt i sengeposten. Har vi behov for 
mer tid, setter vi opp ny avtale, slik at vi får muligheten til å beskrive dine erfaringer godt nok 
i dybden. Eventuelt oppfølgingsintervju vil finne sted under innleggelse eller i nær tid etter 
utskrivelse.   

Informasjonen du deler vil ikke bli delt med helsepersonell ved din sengepost. Det bes om 
samtykke til å innhente følgende informasjon fra din journal: alder og diagnose ved 
utskrivelse, kontaktinformasjon (adresse og telefonnummer) og navn på ansvarlig behandler 
under innleggelse og i det polikliniske forløp. Kun overnevnte informasjon vil innhentes fra 
din journal.  

MULIGE FORDELER OG ULEMPER 

Det er ingen forventede positive eller negative effekter på din mentale helse ved å delta i 
studien og mange vil oppleve at det gjør godt å kunne prate om sine egne opplevelser med å 
være innlagt. Du vil støttes i intervjusituasjonen, og har du behov for støtte i etterkant av 
intervjuet vil du settes i kontakt med din behandler ved sengeposten.  

Deltakelse i studien gir ingen fordeler eller ulemper for ditt behandlingsforløp mens du er 
innlagt. Deltakelse i studien innebærer ingen endringer i din ordinære behandling og 
deltakelse i forskningsstudien regnes ikke som behandling av psykisk lidelse. Din ordinære 
behandling ivaretas ved sengeposten du er innlagt.  

Dette er den første studien internasjonalt som undersøker sikkerhet for den suicidale pasient i 
dybden, sett i pasientenes perspektiv. Din deltakelse i studien vil være viktig bidrag for å 

mailto:siv.hilde.berg@sus.no
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skape en bedre forståelse av pasientenes perspektiv på sikkerhet, som vil være viktig for 
videre utforming av pasientsikkerhetstiltak for den selvmordstruede pasient, samt i 
utviklingen av systemer og instrumenter for å innhente pasienterfaringer. Ved å delta gir du 
nyttig kunnskap, som kan benyttes i forbedringen av kvalitet og sikkerhet for inneliggende 
pasienter i selvmordskrise.  

FRIVILLIG DELTAKELSE OG MULIGHET FOR Å TREKKE SITT SAMTYKKE 

Det er frivillig å delta i studien. Dersom du ønsker å delta, undertegner du 
samtykkeerklæringen på siste side. Du kan når som helst og uten å oppgi noen grunn trekke 
ditt samtykke. Dette vil ikke få konsekvenser for din videre behandling. Dersom du trekker 
deg fra studien, kan du kreve å få slettet innsamlede opplysninger, med mindre opplysningene 
allerede er inngått i analyser eller brukt i vitenskapelige publikasjoner. Dersom du senere 
ønsker å trekke deg eller har spørsmål til studien kan du kontakte SHB. 

HVA SKJER MED INFORMASJONEN OM DEG? 

I studien vil vi innhente og registrere opplysninger om deg. I etterkant av intervjuet vil 
samtalen bli skrevet ned i tekstform, som blir lagret på et dataområde. Alle opplysningene vil 
bli lageret og behandlet uten navn og fødselsnummer eller andre direkte gjenkjennende 
opplysninger. En kode knytter deg til dine opplysninger gjennom en navneliste og det er kun 
SHB som har adgang til navnelisten og som kan finne tilbake til deg.  

Datainnsamling (intervjuer) er planlagt å være ferdig innen 2017. Data vil deretter analyseres 
og sluttproduktet vil fremkomme i vitenskapelige artikler. Prosjektet avsluttes innen 
01.01.2019, hvor offentliggjøring av resultater kan forventes innen denne tid.  

Det vil det ikke være mulig å identifisere deg i resultatene av studien når disse publiseres. I 
offentliggjøring av resultater fra studien vil dine svar bli sammenfattet med svar fra andre 
deltakere, og det vil også kunne forekomme eksempler på individuelle svar. Din identitet vil 
imidlertid bli beskyttet så godt som mulig slik at det ikke vil være mulig å gjenkjenne deg i 
studien. Identifiserbare karakteristika som navn, yrke, bosted vil ikke fremkomme, og du vil 
bli tildelt et pseudonym ved sitatgjengivelser.  

SHB har ansvar for den daglige driften av forskningsstudien og at opplysninger om deg blir 
behandlet på en sikker måte.  Informasjon om deg vil slettet senest fem år etter prosjektslutt. 
Informasjonen som registreres om deg skal kun brukes slik som beskrevet i hensikten med 
studien. Du har rett til innsyn i hvilke opplysninger som er registrert om deg og rett til å få 
korrigert eventuelle feil i de opplysningene som er registrert. 

UTDYPENDE FORKLARING AV HVA STUDIEN INNEBÆRER 

Studien er finansiert av Helse-Vest-RHF, og inngår i Siv Hilde Bergs doktorgradsavhandling i 
risikostyring og samfunnssikkerhet. Siv Hilde Berg er ansatt ved Stavanger 
Universitetssykehus som psykolog, og har tidligere arbeidet med mennesker med ulike 
psykiske lidelser og selvmordsproblematikk. Hovedveileder er Karina Aase, som er professor 
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i sikkerhet og leder for programområdet kvalitet og forskning og helsesystemer. Metoden for 
studien er en kvalitativ case studie, som tar for seg fire sengeposter ved psykiatrisk divisjon 
(to spesialiserte sengeposter, og to sengeposter ved distriktpsykiatriske sentere). Intervjudata 
vil innhentes i 2016.  

INFORMASJON OM UTFALLET AV STUDIEN 

Du har rett på å få informasjon om utfallet av studien. Resultatet fra studien vil publiseres i 
artikler i internasjonale tidsskrifter og formidles på konferanser nasjonalt og internasjonalt. 
Ved å ta kontakt med SHB vil du kunne få dette materialet tilsendt når det foreligger.  

GODKJENNING 

Studien er godkjent av Regional komite for medisinsk og helsefaglig forskningsetikk, 2016/34 
hos REK 22.02.2016.  

SAMTYKKE TIL DELTAKELSE I STUDIEN 

JEG ER VILLIG TIL Å DELTA I STUDIEN 

Sted og dato Deltakers signatur 

Deltakers navn med trykte bokstaver 

Jeg bekrefter å ha gitt informasjon om studien 

Sted og dato Signatur 

Prosjektleder  

Siv Hilde Berg 
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FORESPØRSEL OM DELTAKELSE I FORSKNINGSSTUDIE: PASIENTER 

SIKKERHET FOR INNELIGGENDE 
PASIENTER I SELVMORDSKRISE 
Dette er et spørsmål til deg om å delta i en forskningsstudie for å få kunnskap om sikkerhet 
for inneliggende pasienter i selvmordskrise. Studien tar for seg både helsepersonells og 
pasienters beskrivelse av hva sikker og usikker behandling innebærer, samt erfaringer med 
selvmordsrisikovurdering, tilsyn og forberedelser til utskrivelse. Du er forespurt om å delta i 
denne studien da du er innlagt ved en sengepost ved psykiatrisk divisjon, Stavanger 
Universitetssykehus, og vi er interessert i å innhente dine erfaringer til denne studien. 
Stavanger Universitetssykehus er ansvarlig virksomhet for studien. Prosjektleder er Siv Hilde 
Berg (SHB). Tlf (telefon i eie av psyk divisjon vil opprettes), siv.hilde.berg@sus.no. 

HVA INNEBÆRER STUDIEN? 

Samtykker du til å være med i denne studien vil det settes opp en tid for intervju med Siv 
Hilde Berg. Intervjuet vil foregå som en samtale omkring temaer som: trygghet, møtet med 
helsepersonell, behandling, tilsyn og forberedelser til utskrivelse. Intervjuet vil vare i om lag 
en og en halv time. Har vi behov for mer tid, setter vi opp ny avtale, slik at vi får muligheten 
til å beskrive dine erfaringer godt nok i dybden. Intervjuet vil tas opp på båndopptaker for å 
sikre nøyaktige gjengivelser av dine beskrivelser. Intervjuet finner sted mens du er innlagt i 
sengeposten, i nær tid til utskrivelse/overføring.  

Informasjonen du deler vil ikke bli delt med helsepersonell ved din sengepost. Det innhentes 
ikke ytterligere informasjon om deg (slik som pasientjournal, informasjon fra din behandler, 
spørreskjemaundersøkelser), enn den du selv oppgir under intervjuet.  

MULIGE FORDELER OG ULEMPER 

Det er ingen forventede positive eller negative effekter på din mentale helse ved å delta i 
studien og mange vil oppleve at det gjør godt å kunne prate om sine egne opplevelser med å 
være innlagt. Du vil støttes i intervjusituasjonen, og har du behov for støtte i etterkant av 
intervjuet vil du settes i kontakt med din behandler ved sengeposten.  

Deltakelse i studien gir ingen fordeler eller ulemper for ditt behandlingsforløp mens du er 
innlagt. Deltakelse i studien innebærer ingen endringer i din ordinære behandling og 
deltakelse i forskningsstudien regnes ikke som behandling av psykisk lidelse. Din ordinære 
behandling ivaretas ved sengeposten du er innlagt.  

Dette er den første studien internasjonalt som undersøker sikkerhet for den suicidale pasient i 
dybden, sett i pasientenes perspektiv. Din deltakelse i studien vil være viktig bidrag for å 
skape en bedre forståelse av pasientenes perspektiv på sikkerhet, som vil være viktig for 
videre utforming av pasientsikkerhetstiltak for den selvmordstruede pasient, samt i 
utviklingen av systemer og instrumenter for å innhente pasienterfaringer. Ved å delta gir du 

mailto:siv.hilde.berg@sus.no


Sikkerhet for inneliggende pasienter i selvmordskrise, 17.03.2016 

Side 2 / 3 (samtykkeskjema pasienter 17.03.2016) 

nyttig kunnskap, som kan benyttes i forbedringen av kvalitet og sikkerhet for inneliggende 
pasienter i selvmordskrise.  

FRIVILLIG DELTAKELSE OG MULIGHET FOR Å TREKKE SITT SAMTYKKE 

Det er frivillig å delta i studien. Dersom du ønsker å delta, undertegner du 
samtykkeerklæringen på siste side. Du kan når som helst og uten å oppgi noen grunn trekke 
ditt samtykke. Dette vil ikke få konsekvenser for din videre behandling. Dersom du trekker 
deg fra studien, kan du kreve å få slettet innsamlede opplysninger, med mindre opplysningene 
allerede er inngått i analyser eller brukt i vitenskapelige publikasjoner. Dersom du senere 
ønsker å trekke deg eller har spørsmål til studien kan du kontakte SHB. 

HVA SKJER MED INFORMASJONEN OM DEG? 

I studien vil vi innhente og registrere opplysninger om deg. I etterkant av intervjuet vil 
samtalen bli skrevet ned i tekstform, som blir lagret på et dataområde. Alle opplysningene vil 
bli lageret og behandlet uten navn og fødselsnummer eller andre direkte gjenkjennende 
opplysninger. En kode knytter deg til dine opplysninger gjennom en navneliste og det er kun 
SHB som har adgang til navnelisten og som kan finne tilbake til deg.  

Datainnsamling (intervjuer) er planlagt å være ferdig innen 2017. Data vil deretter analyseres 
og sluttproduktet vil fremkomme i vitenskapelige artikler. Prosjektet avsluttes innen 
01.01.2019, hvor offentliggjøring av resultater kan forventes innen denne tid.  

Det vil det ikke være mulig å identifisere deg i resultatene av studien når disse publiseres. I 
offentliggjøring av resultater fra studien vil dine svar bli sammenfattet med svar fra andre 
deltakere, og det vil også kunne forekomme eksempler på individuelle svar. Din identitet vil 
imidlertid bli beskyttet så godt som mulig slik at det ikke vil være mulig å gjenkjenne deg i 
studien. Identifiserbare karakteristika som navn, yrke, bosted vil ikke fremkomme, og du vil 
bli tildelt et pseudonym ved sitatgjengivelser.  

SHB har ansvar for den daglige driften av forskningsstudien og at opplysninger om deg blir 
behandlet på en sikker måte.  Informasjon om deg vil slettet senest fem år etter prosjektslutt. 
Informasjonen som registreres om deg skal kun brukes slik som beskrevet i hensikten med 
studien. Du har rett til innsyn i hvilke opplysninger som er registrert om deg og rett til å få 
korrigert eventuelle feil i de opplysningene som er registrert. 

UTDYPENDE FORKLARING AV HVA STUDIEN INNEBÆRER 

Studien er finansiert av Helse-Vest-RHF, og inngår i Siv Hilde Bergs doktorgradsavhandling i 
risikostyring og samfunnssikkerhet. Siv Hilde Berg er ansatt ved Stavanger 
Universitetssykehus som psykolog, og har tidligere arbeidet med mennesker med ulike 
psykiske lidelser og selvmordsproblematikk. Hovedveileder er Karina Aase, som er professor 
i sikkerhet og leder for programområdet kvalitet og forskning og helsesystemer. Metoden for 
studien er en kvalitativ case studie, som tar for seg fire sengeposter ved psykiatrisk divisjon 
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(to spesialiserte sengeposter, og to sengeposter ved distriktpsykiatriske sentere). Intervjudata 
vil innhentes i 2016.  

INFORMASJON OM UTFALLET AV STUDIEN 

Du har rett på å få informasjon om utfallet av studien. Resultatet fra studien vil publiseres i 
artikler i internasjonale tidsskrifter og formidles på konferanser nasjonalt og internasjonalt. 
Ved å ta kontakt med SHB vil du kunne få dette materialet tilsendt når det foreligger.  

GODKJENNING 

Studien er godkjent av Regional komite for medisinsk og helsefaglig forskningsetikk, 2016/34 
hos REK 22.02.2016.  

SAMTYKKE TIL DELTAKELSE I STUDIEN 

JEG ER VILLIG TIL Å DELTA I STUDIEN 

Sted og dato Deltakers signatur 

Deltakers navn med trykte bokstaver 

Jeg bekrefter å ha gitt informasjon om studien 

Sted og dato Signatur 

Prosjektleder  
Siv Hilde Berg 
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UTVIDET SAMTYKKE TIL Å INNHENTE JOURNALOPPLYSNINGER 

Jeg samtykker til at det kan innhentes følgende informasjon om meg fra journal. 

• Alder og diagnose ved utskrivelse
• Kontaktinformasjon: Adresse og telefonnummer
• Navn på ansvarlig behandler under innleggelse og i det polikliniske forløp

Din alder og diagnose vil brukes for å gi en beskrivelse av utvalget av deltakere i studien. Ditt 
navn vil ikke fremkomme i beskrivelse av utvalget.  

Hvis du ønsker å få informasjon om resultatene av studien vil kontaktinformasjon brukes for å 
gi resultater av studien når disse foreligger.   

Ansvarlig behandler er ansvarlig for din helsehjelp under innleggelse og etter utskrivelse. 
Informasjon du deler i intervjuet vil ikke deles med din ansvarlige behandler.  

Journalopplysninger innhentes av Siv Hilde Berg, som kun vil innhente overnevnte 
informasjon fra din journal.  

JEG GIR SAMTYKKE TIL AT OVERNEVNTE INFORMASJON KAN INNHENTES FRA MIN 
JOURNAL 

Sted og dato Deltakers signatur 

Deltakers navn med trykte bokstaver 

Sted og dato Signatur 

Prosjektleder  

Siv Hilde Berg 



224



Appendix 10 

Consent forms healthcare professionals 

225



226



Sikkerhet for inneliggende pasienter i selvmordskrise, 17.03.2016, 

Side 1 / 4 (Appendix 10 consent form health care professionals 17.03.2016) 

FORESPØRSEL OM DELTAKELSE I FORSKNINGSSTUDIE: ANSATTE 

SIKKERHET FOR INNELIGGENDE 

PASIENTER I SELVMORDSKRISE 
Dette er et spørsmål til deg om å delta i en forskningsstudie for å få kunnskap om sikkerhet 

for inneliggende pasienter i suicidal krise. Studien tar for seg både helsepersonells og 

pasienters beskrivelse av hva sikker og usikker behandling innebærer, samt erfaringer med 

selvmordsrisikovurdering, tilsyn og forberedelser til utskrivelse. Du er forespurt om å delta i 

dette prosjektet da du er ansatt ved psykiatrisk divisjon som helsepersonell 

(lege/psykolog/sykepleier/miljøarbeider/assistent), i ledelse eller i arbeid med 

selvmordsforebygging. Stavanger Universitetssykehus er ansvarlig virksomhet for studien. 

Prosjektleder er Siv Hilde Berg (SHB). Tlf 900 22 463 siv.hilde.berg@sus.no. 

HVA INNEBÆRER STUDIEN? 

Samtykker du til å være med i denne studien vil du settes opp til fokusgruppe intervju, 

individuelt intervju eller en ustrukturert samtale. Hvilken type intervju du settes opp til vil 

avklares i samtale med SHB.   

Fokusgruppeintervju: helsepersonell 

Formålet med fokusgruppeintervjuene med helsepersonell er å tematisere erfaringer med 

pasientsikkerhetstiltak og behandling av selvmordstruede pasienter, samt hva som oppleves 

som sikker og usikker praksis. Dette vil videre danne grunnlag for intervjuguider til 

individuelle intervju. Fokusgruppene ledes av Siv Hilde Berg og Marie Anbjørnsen. Intervjuet 

vil bære preg av gruppe samtale, hvor alle får komme til ordet. Fokusgruppene vil bestå av 6-

12 deltakere fra ulike sengeposter ved psykiatrisk divisjon, hvor en gruppe består av leger og 

psykologer og en annen som består av sykepleiere, miljøarbeidere og assistenter. 

Fokusgruppeintervjuet vil vare i 90 minutter, og gruppesamtalen vil tas opp på en 

båndopptaker for å sikre nøyaktige gjengivelser av dine beskrivelser. Det oppfordres til 

taushetsplikt ovenfor informasjon som deles innad i fokusgruppene.  

Individuelle intervju: helsepersonell 

Formålet med individuelle intervju med helsepersonell er å undersøke erfaringer med 

sikkerhet i klinisk praksis for den selvmordstruede pasient, opplevelse av sikkerhet og 

erfaringer med pasientsikkerhetstiltak for den selvmordstruede pasient. Det settes opp 

samtaler i form av individuelle intervju med SHB. Intervjuet vil vare i om lag en og en halv 

time og vil følge en intervjuguide. Har vi behov for mer tid, setter vi opp ny avtale, slik at vi 

får muligheten til å beskrive dine erfaringer godt nok i dybden. Intervjuet vil tas opp på 

båndopptaker for å sikre nøyaktige gjengivelser av dine beskrivelser. Intervjuet finner sted på 

din arbeidsplass, eller et sted etter ditt ønske.  

mailto:siv.hilde.berg@sus.no
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Ustrukturert samtale: ledelse og nøkkelpersoner 

Formålet med ustrukturerte samtaler med ledere og nøkkelpersoner som arbeider med 

selvmordsforebygging er å innhente kontekstuell informasjon om organisering og 

implementering av det selvmordsforebyggende arbeidet. Disse samtalene vil foregå som en 

samtale, hvor det tas notater i løpet av samtalen. Intervjuet finner sted på din arbeidsplass, 

eller et sted etter ditt ønske. 

MULIGE FORDELER OG ULEMPER 

Det er ingen forventede positive eller negative effekter ved å delta i studien, men 

selvmordsforebygging er et sensitivt og komplekst tema, hvor deling av erfaringer med 

praksis kan være vanskelig for enkelte. I denne studien finnes det ingen rette eller gale svar, 

og det er din opplevelse som er viktig å beskrive. SHB vil støtte deg gjennom 

intervjusituasjonen, og du kan kontakte SHB i etterkant av intervjuet ved behov.  

Det å prate om egne erfaringer med praksis kan oppleves nyttig. Deltakelse gir en mulighet 

for å dele informasjon fra din kliniske praksis som blir anonymisert og formidlet lokalt, 

nasjonalt og internasjonalt. Din deltakelse i studien er et viktig bidrag for å skape en bedre 

forståelse helsepersonells perspektiv på sikkerhet, som kan benyttes i forbedringen av kvalitet 

og sikkerhet for inneliggende pasienter i selvmordskrise. 

FRIVILLIG DELTAKELSE OG MULIGHET FOR Å TREKKE SITT SAMTYKKE 

Det er frivillig å delta i studien. Dersom du ønsker å delta, undertegner du 

samtykkeerklæringen på siste side. Du kan når som helst og uten å oppgi noen grunn trekke 

ditt samtykke. Dette vil ikke få konsekvenser for din videre behandling. Dersom du trekker 

deg fra studien, kan du kreve å få slettet innsamlede opplysninger, med mindre opplysningene 

allerede er inngått i analyser eller brukt i vitenskapelige publikasjoner. Dersom du senere 

ønsker å trekke deg eller har spørsmål til studien kan du kontakte SHB.  

HVA SKJER MED INFORMASJONEN OM DEG? 

I prosjektet vil vi innhente og registrere opplysninger om deg. I etterkant av intervjuet vil 

samtalen bli skrevet ned i tekstform, som blir lagret på et dataområde. Alle opplysningene vil 

bli lageret og behandlet uten navn og fødselsnummer eller andre direkte gjenkjennende 

opplysninger. En kode knytter deg til dine opplysninger gjennom en navneliste og det er kun 

SHB som har adgang til navnelisten og som kan finne tilbake til deg.  

Datainnsamling er planlagt å være ferdig innen 2017. Data vil deretter analyseres og 

sluttproduktet vil fremkomme i vitenskapelige artikler. Prosjektet avsluttes innen 01.01.2019, 

hvor offentliggjøring av resultater kan forventes innen denne tid.  

I offentliggjøring av resultater fra studien vil dine svar bli sammenfattet med svar fra andre 

deltakere, og det vil også kunne forekomme eksempler på individuelle svar. Din stillingstittel 

vil fremkomme i publikasjoner for å skille mellom ulike profesjoners opplevelser og 

erfaringer, eksempelvis «nurse» eller «psychiatrist». Selv om alle forhåndsregler tas for å 
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ivareta anonymisering er det en mulighet for at personer med lokal kjennskap til 

studiesettingene kan komme til å gjenkjenne deg i artiklene basert på data som deles. Din 

identitet vil imidlertid bli beskyttet så godt som mulig i offentliggjøring av resultatene ved at 

identifiserbare karakteristika som navn, bosted og sengepost ikke vil fremkomme i 

publikasjonen, og du vil bli tildelt et pseudonym ved sitatgjengivelser. Det gjengis ikke sitater 

fra data innhentet fra ledere eller nøkkelpersoner, da dette anses som lett gjenkjennelige 

stillingsposisjoner. Data fra ledelse inngår som kontekstuell informasjon i publikasjonene.   

Data fra fokusgruppene vil i tillegg til å inngå i vitenskapelige artikler også inngå i Marie 

Anbjørnsens spesialistoppgave i voksenpsykologi. Offentliggjøring av data i 

spesialistoppgaven følger samme prosedyrer for anonymisering som beskrevet ovenfor.  

SHB har ansvar for den daglige driften av forskningsstudien og at opplysninger om deg blir 

behandlet på en sikker måte. Informasjon om deg vil slettet senest fem år etter prosjektslutt. 

Informasjonen som registreres om deg skal kun brukes slik som beskrevet i hensikten med 

studien. Du har rett til innsyn i hvilke opplysninger som er registrert om deg og rett til å få 

korrigert eventuelle feil i de opplysningene som er registrert. 

UTDYPENDE FORKLARING AV HVA STUDIEN INNEBÆRER 

Studien er finansiert av Helse-Vest-RHF, og inngår i Siv Hilde Bergs doktorgradsavhandling i 

risikostyring og samfunnssikkerhet. Siv Hilde Berg er ansatt ved Stavanger 

Universitetssykehus som psykolog, og har tidligere arbeidet med mennesker med ulike 

psykiske lidelser og selvmordsproblematikk. Hovedveileder er Karina Aase, som er professor 

i sikkerhet og leder for programområdet kvalitet og forskning og helsesystemer ved 

Universitetet i Stavanger. Metoden for studien er en kvalitativ case studie, som tar for seg fire 

sengeposter ved psykiatrisk divisjon (to spesialiserte sengeposter, og to sengeposter ved 

distriktpsykiatriske sentere). Intervjudata vil innhentes i 2016.  

INFORMASJON OM UTFALLET AV STUDIEN 

Du har rett på å få informasjon om utfallet av studien. Resultatet fra studien vil publiseres i 

artikler i internasjonale tidsskrifter og formidles på konferanser nasjonalt og internasjonalt. 

Ved å ta kontakt med SHB vil du kunne få dette materialet tilsendt når det foreligger.  

GODKJENNING 

Studien er godkjent av Regional komite for medisinsk og helsefaglig forskningsetikk, 2016/34 

hos REK 22.02.2016 
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SAMTYKKE TIL DELTAKELSE I STUDIEN 

JEG ER VILLIG TIL Å DELTA I STUDIEN 

□ Fokusgruppe intervju

□ Individuelle intervju

□ Samtale

Sted og dato Deltakers signatur 

Deltakers navn med trykte bokstaver 

Jeg bekrefter å ha gitt informasjon om studien 

Sted og dato Signatur 

Prosjektleder 

Siv Hilde Berg 
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