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Introduction and Background.

Aims:
1.To develop a deeper understanding of the

observed increased risk for suicide following
discharge from an inpatient psychiatry service.

2. This deeper understanding of the specific high
risk period will lead to the development of
selective prevention strategies and specific
Interventions that will decrease the risk for
suicide and suicide behaviour.




Introduction and Background.

Our review of the extant literature showed that increased risk of
suicide following discharge from an inpatient psychiatric
service has repeatedly been observed (see Troister, Links and
Cutcliffe, 2008).

A number of variables have been shown to be significantly related
to suicide after recent discharge such as: previous suicide
attempts, presence of affective disorder/depressive
symptoms, unplanned discharge and experience of negative
life events following discharge.

Conflicting findings exist regarding the link between duration of
hospitalization and increased risk.




Introduction and Background.

Federally funded, 2 year study
Canadian Institutes of Health Research

Multi-disciplinary research team with two PlIs.




Method and Design.

Growing consensus within the international
suicidology academe that quantitative designs
only provide an incomplete understanding (see
for example, Lester, 2002; Goldney, 2002,
Leenaars, 2002; Cutcliffe, 2005).
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Method and Design.
Goldney (2002, p70) states,

“It Is Increasingly more difficult for even the most
partisan of researchers to ignore the nexus
between the qualitative and quantitative
approaches”.

Our design — mixed method.

Quantitative element (not the focus of this
presentation)

Qualitative element: Hermeneutic phenomenology
ala van Manen (1997).




Method and Design.

Lived experience in the everyday world iIs the
central focus of phenomenological inquiry
(Schutz, 1972; Streubert & Carpenter, 1999;

van Manen, 1997).

There is utility in understanding a person’s
struggle with suicide as a result of a his/her
life, his/her experiences and the situated
contextual meaning that the person
attributes to these experiences
(Heideggar,1962).




Method and Design.

These qualitative data enable the research
team to better understand: what is the
nature of this phenomenon (this
experience of being discharged after being
at risk for suicide) as an essentially human
experience and how does it contribute to a
person’s ongoing risk of suicide? (van
Manen, 1997).




Method and Design: Setting
and Sample.

Purposive sample of former inpatients that
have presented with suicidal ideation and
were hospitalized.

Interviewed at the end of the first month
following their discharged from the
Inpatient psychiatric service.

Interview length = one to two hours.
Sample size = 21 people




Method and Design: Setting
and Sample.

Informed consent prior to discharge.
Inclusion criteria:

The participant’s willingness to participate and
talk about his/her experiences;

Aged 18 years and over;

Must have been admitted to hospital with suicidal
iIdeation; lifetime history of suicidal behaviour

Must have stabilized adequately based on the
iInpatient psychiatrist’s assessment to
participate.




Method and Design: Example
Interview questions.

“Perhaps If you could focus on an example of your
post-discharge suicidal experience which stands
out for its vividness, can you describe your
experience of being discharged following your
admission for suicidal ideation, as you live(d)
through 1t?”

“Please describe the events leading up to that
_particular moment? Any events that you feel
Impacted on and influenced your experience?”




Method and Design: Example
Interview questions.

“Can you try and describe the experience from the
Inside as it were; what were your feelings, your
mood, your emotions, your thoughts?”

Can you describe what your ‘world’ and those In It,
both in alocal and wider sense, felt like to you
during the moments of deallng with being
discharged following your admission for suicidal
Ideation?”




Method and Design: Example
Interview questions.

“Can you focus on a particular example or
Incident; can you describe specific events,
particular happenings?

“Can you tell me what were you aware of during
the experience of feeling suicidal following
your discharge?”

“Could you describe how your body felt at that
time, how things smelled, how they
sounded?”




Data Analysis.

Analysis of the data involves two concurrent
stages — engaglng N phenomenologlcal
reflection’” and ‘engaging in
phenomenological writing’.

Interpreting meaning - a process of insightful
dlscovery of disclosure. It is process of
‘seeing’ meaning; a process of
determining the experiential structures
that make up that experience.




Data Analysis.

Read the interview transcripts repeatedly and
ask questions of the text, such as:

What Is going on here?
What is this an example of?

What is the essence of the experience of being
discharged after receiving inpatient mental
health care for the risk of suicide?

How can | capture this essence by way of
thematic reflection on the experience?




Key Themes:

Existential angst at the
prospect of discharge.

Trying to survive while
living under the proverbial
‘Sword of Damocles.©




Existential angst at the
prospect of discharge.

No longer an inpatient ‘recovering’ from one’s suicidality.

Back to a meta-physical situation of ‘freedom’ and
responsibility to care of oneself (once more), despite not
feeling up to the task.

The experience is embodied by feeling scared, fearful,
anxious, and stressed; as concerned with being
un/ill/prepared, ready and fully informed. The essence of
the experience includes disbelief, shock and surprise;
leaving the place where they feel safe, looked after and
cared for to venture to a place where the person has to
become personally responsible again; it is an experience
rife with a sense of disconnection and distance from
(significant) others.




Feeling Scared, Anxious, Fearful And/Or Stressed

“Back into the Lion’s Den”

“I'm scared, I'm afraid, I'm terrified, | was worried”

“I am fearful that if | go back to the same place | will once
again find myself making an attempt on my life”, “I
don’t trust myself.”

Fear experienced viscerally, somatically and
psychologically.
Experienced in lived relations with a greater sense of
distance between themselves and others.

Metaphor —home was not experienced as a place of
safety, comfort, healing, and/or tranquility; ‘home’
was experienced as a very dangerous metaphysical
place.




Feeling Scared, Anxious, Fearful And/Or
Stressed
“Back into the Lion’'s Den”

Moreover, what the participants do know Is
that this Is the same (or very similar meta-

physical place) where they made an
attempt on their lives. There Is a clear
sense of fear of returning to the meta-
physical place that was the origin of the
suicide attempt.




Preparedness
“But I'm not ready”

“I was really not prepared”, “lI don’t feel ready”, “having that
foreknowledge helps you when you are discharged”, “My
discharge was not discussed, | was just informed”.

Feeling under / un/prepared for the reality of impending
discharge; of not being ready.

Such experiences were exacerbated by the sense of decisions
about discharge being imposed upon them by the health care
team.

Felt they had not spent enough time dealing with their issues;
that there were still unresolved matters that required more
time (in a place of safety).

Some participants reported that they felt they did not have the
‘tools’ or skills for coping/survival post discharge.

That nothing substantive had changed in their circumstances, no
or limited safety plans in place.




Preparedness
“But I'm not ready”

News of impending discharge was also experienced bodily;
participants described a sense of breathlessness, of having
to monitor and control their reaction to prevent themselves
from crying. Others used the metaphor of jumping into ‘icy’

water in the middle of winter.

Where there was sufficient notice of discharge date (usually a
longer period of notice), participant had some input, views
of readiness were listened to, the reported lived
experiences of discharge were different.

In these cases, participants felt prepared, felt less scared,
described themselves as being better able to cope once
they were discharged home. Interestingly, the experience
of discharge was still not free of fear and anxiety even in
the instances when participants felt prepared, but these
feelings were lessened.




Leaving the place of safety
“But | feel safe in my cave!”

“I felt very safe here..i didn’t want to dig that hole again..it was a
very comforting environment..l didn’t have to worry about
anything and | didn’t want to leave.” Int. 1

“I guess there was nervousness just like getting back to life as
usual again because when you're in the hospital it’s just like a
bubble you know like so much is done for you like you.. and
so yeah | guess when you go back you know like you have to
start eventually get to life again.” Int. 6

Great deal of difficulty that some participants had in leaving the
hospital as they experienced this as a place of safety and
comfort.

Free from imminent threat of suicide.

Cared for in hospital, free from or spared the vagaries of ‘the
outside world’; experienced less suicidal ideation and had a
very clear sense of feeling protected.




Leaving the place of safety
“But | feel safe in my cave!”

Despite feeling safe some participants were told that they would
have to leave - profound sense of nervousness and for
others, a sense of anger/resentment.

Discharge from the ‘place of safety’ would result in the termination
of the social, interpersonal connections that the part|C|pants
had made while in hospital..in terms of the ‘lived-relations’ of

the experience..valuable, rewarding and therapeutic.

Meanings and symbolism were attached to hospital - described
(‘Freudian’ ways?) as ‘authority’ (parental) figures.

Hence to be discharged from hospital, was experienced as being
discharged (sent away) from the symbolic parental figure; the
participants were going to have to cope without the
‘overshadowing protective blanket’ of the hospital and the
safety that this represented.




Duality and Ambivalence
“I like it here, but | can’t stay
forever.”

“It's kind of a mixture of um apprehension and relief um knowing that
you're on your own again | was so happy to get out of hospital
um and the relief of not being a patient but also the apprehension

of being back on your own and having to deal with all the
uncertainty of what's going to happen next.” Int. 4

“I was worried because, yeah, | was like well | could do it (suicide)
again, but there was freedom now,.. I'd have my own bed like you
know it's just you go back home.” Int. 11

Mixed feelings about being discharged.

Described their sense and realization that at some point, they were
going to have to leave the hospital (as they cannot stay there
forever), yet at the same time, the idea of leaving the hospital was
both scary and frightening.




Duality and Ambivalence
“I like it here, but | can’t stay
forever.”

Meaning(s) attached to being discharged...for
some evidence of progress, of recovery, of not
being a patient any longer. But simultaneously,

It also meant that not being a patient equated
with not receiving the support and that as a
result, one was responsible for oneself again,
one was back alone with the corresponding
‘freedom’ (existentially) and corresponding
uncertainty of the future to deal with.




Feel like a burden
“Idon’'t want to be any trouble.”

“I refused to bring my family into what was going on, | just told
them | was discharged,.. | don’t want to burden anyone
with what’s going on with me, my family worries, and |

don’t want them to worry.” Int. 4

“I've always felt that my problems would be a burden on them
If | talked to them. So | don’t really talk to anyone.” Int. 12

Described not wanting to be a burden to their family, friends,
partner and even the mental health professionals.

Described feeling unworthy of their involvement and support;
a profound sense of guilt regarded what they felt they had
already put their significant others through.

Described a sense of shame and guilt and thus a
recalcitrance; their lived-relations aspect of their
experience then was one exemplified by holistic

withdrawal and further disconnection.




Key Theme Two —
Trying to survive while living
under the proverbial ‘Sword

of Damocles’.




Trying to survive while living under the proverbial ‘Sword of
Damocles.

People are trying to re-engage with and pick up the pieces of their lives;
re-connect with the world and with others in it, yet all the while, these
efforts occur under the ever-present shadow of a further (future) serious
suicide attempt.

Sense of wanting to make their situation work; a willingness to survive
and even thrive, yet being aware that they are unsure where to begin or
how to make it work without help.

Feel lost, uncertain, disorientated, insecure, dazed.
The experience has a distinct sense of being incomplete, unfinished, and
unresolved, that there remains much work to be done and thus still
suicidal.

Experience includes the self-soothing, coping, and self-comforting that
accompanies the moment-by-moment, day-to-day living that enable such
people to endure the sense of foreboding that comes from living in the
precarious situation of a further suicide attempt.




Needing post-discharge support
‘But | can't do this on my own'

Described feeling the need for post-
discharge support, in various guises,
and from a variety of different people.

Growing sense of discomfort and dis-ease

experienced when participants felt the
level or extent of post-discharge,

Interpersonal support was insufficient.




Needing post-discharge support
‘But | can't do this on my own'

“I'm going back home and so there’s some concern about
feelings coming back again.” Int. 3

“Yeah, big, big, big worry, but she helped me out huge and just
talking people helped me out huge.” Int.8

“I know there are lots of times where | feel so overwhelmed from
the discharge especially if I'm being discharged before | feel
ready so it would be really helpful to have someone else
there with me.” Int. 21

In the presence of the support, the sense of threat was lessened,
and even if the suicidal thoughts/feelings did return, the
sense of being able to cope was still there.

When the post-discharge support was lacking, not provided and
In some cases, not even discussed then the inverse of this
occurs.




Feeling lost, uncertain and disorientated
“Where do | go from here?”

Describes feeling lost, uncertain and disorientated.

Needed to pick up the threads of their lives and yet they did not know
where (or how) to begin.

Feeling lost with regards to where (and/or to whom) they could go to
seek help.

“I had my old feeling, which was anxious, worrying again about what
am | going to do?....just having to live again, you know get back
on top of my bills, find a home, just face the real world again.” Int.
8

“I literally felt like | was carrying all of these emotions with me as well

and | didn’t feel grounded. I didn’t feel like | knew exactly where |
was going except that | was going home....Nothing really felt

ready. It was kind of like baking a cake without a recipe.” Int. 10




Feeling lost, uncertain and disorientated
“Where do | go from here?”

Very uncertain about the future, whether or not they would be
able to survive (not succumb to suicide) but also uncertain
about what do they do with their lives now.

Depth and width of the unknowns in their lives.

Some experlenced this disorientation to such an extent that they
were in a ‘daze’; they didn’t realize exactly where they were,
didn’t notice other people, existed in their own world.

Others referred to the sense of disorientation impacting on their
experience of lived-time. Participants described how time
seemed to pass slowly; how the whole day of the day they
were discharged seemed to take longer, with hours feeling

like they were days.




Feeling alone and isolated
“Is anybody out there?”

Described the sense of feeling alone, isolated, cut
off, and disconnected.

Where as other people could be seen to be going
about their business, participating in life and
being connected - participants described that

they just couldn’t do this.

“They are just carrying on. They’'re getting what they
need. | can see them just, you know, like it just,
they’'re going through life and they want it..” Int.

9

“It was hard at times because even if | was around
them | would still feel very lonely and isolated
from them..l would feel the difference between

myself and the other kids.” Int. 7




Feeling alone and isolated
“Is anybody out there?”

The experience of isolation and disconnection was
described in terms of missing the interaction with
the hospitalized people: the clients and clinicians.

Even in such somewhat artificial circumstances, the
participants reported having some sense of
comfort and therapeutic value in these
Interpersonal encounters and connections.

To the extent that when the participant was
discharged, this precipitated a further severing of
their tentative connections with humanity; a
further and more pronounced sense of isolation
and ‘aloneness’.




Suicide remains an option
“But | still feel suicidal.”

Describes how for some of the participants in this study, suicide
remains (very much) as an option even after they are
discharged.

Thoughts of ending their lives occurred on the very day that they
were discharged; remained in their consciousness as a viable
solution to their problems, persisted for many months after
discharge.

“I'm probably going still be depressed and you know suicide will
be on the table um you know kind of as one of the options.”
Int. 4

“What was going through your head on the day of discharge? I'm
going to end my life.” Int. 13

“No because | still felt suicidal. I still feel suicidal but he knows
now that I'm still suicidal.” Int. 11




Suicide remains an option
“But | still feel suicidal.”

Located in different (metaphorical) places in their minds —
forefront, more subconscious location, i.e. at that back of my
mind, this location could and did change, unconscious (i.e.
appeared in their dreams).

Became more conscious, more aware of suicide as an option,
when times got harder, and/or when they felt more stressed.

The experience of being discharged in no way prevented them
from still feeling suicidal; the system letting them down; not
getting their issues resolved; ‘recovery’ was incomplete.




Suicide remains an option
“But | still feel suicidal.”

Some participants’ experiences indicated that it takes a
great deal longer to resolve their complex suicide
related issues and that at times, their experience of
the health care system was one characterized as a
‘Band-Aid approach.

For some the experience of being discharged before
they felt that they had resolved their suicidal issues
actually served to increase their risk.

Increased sense of hopelessness that resulted from
going to a place/organization where they were
expecting things to improve, and yet they didn’t
Improve.




Engaging in soothing, comforting behaviours
“The first thing I'm going to do when | get home is..”

Described wide range of behaviours that some
participants engaged in as a form(s) of self-soothing,
comforting and/or coping when they arrived back
‘home’.

Hiding, staying busy, self-medicating, trying to pick up
the threads/activities of one’s pre-hospitalized life,
putting structure in place, finding comfort.

In each case the goal of these actions (at least in part)
was easing the transition from inpatient to being

discharged.




Engaging in soothing, comforting behaviours
“The first thing I'm going to do when | get home is.."

Self-medicating = relief from the psychological pain/stress.

Metaphors of oblivion/nothingness were used - these
metaphysical states anaesthetized them to their psychahce.

“Well I've gotten home and the first thing | do is self-medicate.
You know a little bit of alcohol, try to plan for some
marijuana, just try to shutdown. If | can shutdown that’s
almost like ah being dead because I'm not aware. It’s sort of
like a black out for an alcoholic. So if | can shutdown, then |
don’t feel. 1don’t feel the hopelessness and | don’t feel like
I’'m disconnected because I'm not aware and if | can be not
aware at least I'm not in pain.” Int. 9




Implications

1. Disconnect between clients’
expectations and what is realistically
offered (and available) from formal
mental health services.

2. Clear evidence that there is much
additional work to be done after
discharge; that the suicidality Is
unlikely to be resolved by the short
stay; suicide remains an option.




Implications

3. Better sense of preparedness

4. Clients have some choice over
discharge issues

5. Phased, staged discharge if possible
— with clinical support

6. Immediate post-discharge follow-up
IS essential

/. The real work Is just beginning.
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