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Abstract:



Narratives, i.e., stories told by suicidal people, describing personal experiences and meanings given to these experiences, play an important role in understanding suicidal behaviour. The aim of the current study was to analyse suicidal processes that have resulted in attempted suicide and to improve the understanding of protective and risk factors of suicidal behaviour. Special emphasis was paid to religious/spiritual aspects. The material was collected in Estonia by conducting narrative interviews with adults (18 years or older) who had attempted suicide during their lifetimes (N = 8). Thematic analysis was used for analysing the data. The main themes identified from the narratives were: childhood and family relationships, romantic relationships, alcohol/drug abuse, losses, sleep, previous suicide attempts, and religious/spiritual beliefs. The findings of the study show that there are many pathways to attempted suicide and that the process leading to attempted suicide is complex. Protective and risk factors are both multi-faceted.
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1. Introduction


Suicide is a global major public health concern, with approximately 800,000 people dying by suicide each year. Additionally, for each suicide there are likely to be more than 20 people who have attempted suicide at least once (World Health Organization 2014). Epidemiological and sociological studies allow us to make generalizations about suicidal behaviours and influencing factors, but these statistical findings tell us little about the personal aspects of a suicidal act, which often remain unnoticed by the wider community and may not conform to general rules.



The spectrum of suicidal behaviours is wide, and due to the complicated nature of the phenomenon, it is difficult to define suicidal behaviour in a simple way. However, there is a consensus that suicidal behaviours comprise suicides (acts with a fatal outcome), attempted suicides (acts with non-fatal outcomes) and suicidal ideation (plans, thoughts), sometimes covered with the general term “suicidality” (Bertolote et al. 2005, 2009; De Gioannis and De Leo 2012; De Leo et al. 2006, 2004; Wasserman 2001a).



Suicide is understood as a process rather than an impulsive single act (Hawton et al. 1998; Wasserman 2001a, 2016c). This process starts with a mild and vague desire to die, which can fade away due to personal or interpersonal circumstances. Alternatively, it can develop further into suicidal ideation, and possibly culminate in a suicidal act—a suicide attempt or a suicide (Wasserman 2001a, 2016c). Hence, most suicide attempts are preceded by a process, in which dynamics are highly individual (Wasserman 2016c). The suicidal process can recur several times during a lifetime and is affected by various factors on the individual, interpersonal, and community levels, e.g., related to local culture and physical environment (Rimkeviciene et al. 2016; Wasserman 2001a).



In everyday life, people may have ongoing suicidal process without anyone noticing. They experience ambivalence about the desire to live or die (De Leo et al. 2004; Orbach 2001). To understand each person’s unique perspective, it is important to listen and let people with lived experience of attempted suicide tell their stories—narratives—in a non-judgmental and trustful atmosphere (Littlewood et al. 2016; Michel et al. 2002, 2017; Muylaert et al. 2014; Orbach 2001).



Oxford Reference defines “lived experience” as “Personal knowledge about the world gained through direct, first-hand involvement in everyday events rather than through representations constructed by other people” (Oxford Reference 2018). We will never have direct access to the experience of another person, so we try to get as close as possible and rely on the speaker’s testimony of his/her experience (Beuthin 2014). Nobody has been closer to actually dying by suicide than suicide attempters, which makes their narratives valuable for understanding the suicidal process. The core of the current article is an investigation of the lived experiences and different aspects of people’s experiences, which will help to better understand the processes around suicide attempts.



All people have their own past experiences and “their own story”. A situation that affects one person in one way does not necessarily affect another person similarly. It is an enigma why some individuals die by suicide or attempt suicide while others in a similar situation do not (Van Heeringen et al. 2004). Usually, there is an interplay of risk and protective factors; no single factor can explain a suicidal act (Ljušić et al. 2016; Wasserman 2001a).



The literature indicates that depression is one of the main risk factors for suicidal behaviour (Lönnqvist 2009). In case of depression, a person experiences despair, a feeling of inner emptiness, indifference and hopelessness (Cook and Borrill 2015; Wasserman 2001b). Some other psychiatric conditions—bipolar disorders, anxiety, eating disorders, adaptive disorders, schizophrenia and other psychoses—can also increase the risk of suicide (Lönnqvist 2009).



Many suicidal people’s childhoods lacked parental care, proximity, warmth and understanding, and were instead full of negative emotions. This may result in negative feelings towards oneself and others and low self-esteem (Wasserman 2016b). Additionally, negative life events in childhood and in later life can have immense effects on people’s vulnerable to suicide. Losses, changes, traumas—many people will experience such situations at some stage of life, but some may be affected in a way that leads to suicide (Dieserud et al. 2002; Kõlves et al. 2006a; Wasserman 2016b, 2016a).



Although suicide is an individual decision, the social environment surrounding a person greatly influences it. The social environment includes family relationships, which are perhaps the most important, especially in childhood and adolescence. Family can provide either emotional security or have an adverse effect if close and trustful relationships are absent (Samm et al. 2010). Employment, migration and culture are also parts of the social environment potentially affecting people (Mäkinen and Wasserman 2001).



Protective factors, in contrast to risk factors, help vulnerable people cope with stress, thereby avoiding the development of the suicidal process. Protective factors include: good family relationships (with parents, children or other relatives), having a person in one’s life who listens and provides help, a protected childhood where a child felt loved and needed, satisfying work and a healthy physical environment and lifestyle (food, exercise, daylight). Early recognition and treatment in case of mental illness is also a protective factor. (Wasserman 2001a).



One particularly interesting major cultural factor related to suicidal behaviour is religiosity/spirituality. Koenig et al. (2001) have described religion as an organized system of beliefs, practices, rituals and symbols designed to facilitate closeness to the sacred or transcendent. Religion is a wide and multifaceted concept in which many different dimensions can be distinguished, such as subjective religiosity. This is similar to the concept of spirituality, and is understood as a more informal and personally meaningful aspect than, for example, participation in a religious denomination or organizational religiosity (i.e., going to church or other place of worship) (Koenig et al. 2001; Sisask et al. 2010).



A review (Colucci and Martin 2008) found considerable evidence about the importance of spirituality (both religious and non-religious) in suicidal behaviours. According to Nelson et al. (2012), there is mounting evidence indicating that religion may serve as a protective factor against mental health problems, shielding individuals from the full weight of stressors encountered. Religion helps people cope with stress, and religious communities are supportive networks that provide practical and emotional support (Hayward et al. 2016). Mowat et al. (2008) claimed that most mainstream religious groups can provide protection against suicide. Different aspects of religiosity modified by cultural contexts have been shown to be protective factors against suicidal behaviour in several other studies (Moksony and Hegedűs 2018; Sisask et al. 2010; Wu et al. 2015).



The Estonian context is particularly interesting for studying the role of religious/spiritual aspects in relation to suicidal behaviour. In Estonia, the suicide rate has been high, and despite a rapid decrease during the last two decades, it is still above the EU and global averages (Värnik et al. 2010; Värnik 2012; World Health Organization 2014). Estonia has been described as a very secular country, where less than one fifth of people officially report belonging to some denomination or claim that religion is important in their daily lives (Remmel and Uibu 2015; Ringvee 2014). At the same time, subjective religiosity in Estonia has been found to be a protective factor against attempted suicide (Sisask et al. 2010), and many Estonians believe in “something” related to spirituality and vitality. For Estonians, spirituality is a mix of their religious beliefs and practices that are suitable for modern individualized society (Remmel and Uibu 2015).



Alcohol and other substance abuse disorders are found in 25−50% of all suicides (Ljušić et al. 2016). In the Estonian context, both alcohol abuse and alcohol dependence are important risk factors for suicide (Kõlves et al. 2006b), as is also acute alcohol intoxication (Värnik et al. 2007). Substance abuse can lead to an accident, violence or suicide, because the ability to think or act rationally is decreased. Alcohol consumption influences adversely cognitive abilities and hence the ability to find alternative solutions. Impulsive behaviour while intoxicated increases the risk of suicide (Wasserman 2001c).



The aim of the current study is to investigate narratives of people who had attempted suicide during their lifetimes in order to analyse the suicidal process that has resulted in attempted suicide. To improve the understanding of protective and risk factors influencing suicidal behaviours, the authors used an exploratory research design that relies on in-depth interviews of people with lived experiences. Special emphasis was paid to religious/spiritual aspects.




2. Method


2.1. Participants and Data Collection Procedure


For the current study, 8 narrative interviews were conducted by one author (KL) from June to October 2017. Recruitment stopped when no new data were found in the narratives. KL has an educational background in law (BA) and is currently a master’s student in social work. KL works as a negotiator at the Estonian Police and Border Guard Board and has received various trainings on how to approach vulnerable people and to talk about sensitive topics. The purposive sample included adults (aged 18+) who had attempted suicide during their lifetimes and volunteered to participate in the study. To find suitable participants, the authors co-operated with the Psychiatric Clinic of Pärnu Hospital (Estonia). The hospital staff made the first selection of participants of vulnerable people with acute mental health problems. People not confident in storytelling were not approached. All people approached and referred to participate in the study agreed to the narrative interview method. Study participants (interviewees) consisted of five females and three males, with an age range of 20–70. The research project was approved by the Tallinn Medical Research Ethics Committee (decision number 2162).



Anonymity, confidentiality and informed consent are important ethical issues in qualitative studies (Sanjari et al. 2014). Before the interview started, the interviewer introduced the aims of the study and the interview procedure/conditions to the participant. The interviewee was asked to read and sign the informed consent form. The consent form contained contact details of the research team and detailed information about the study.



Interviews were conducted face-to-face at locations chosen by the interviewees to ensure comfort. The duration of interviews was 40–90 min. The interviews were digitally audio-recorded and transcribed by one author (KL). The transcripts were anonymized for data analysis; they were not returned to interviewees for comments and/or correction due to the sensitive topic (suicide). All interviewees were informed about the possibility of seeking psychiatric, psychological or crisis help from the Psychiatric Clinic of Pärnu Hospital if needed. All participants’ data was treated confidentially, and the data was stored only on the author’s computer (KL).




2.2. Data Collection


We used narrative interviews for data collection, which allowed us to get as close as possible to a personal story of a person with lived experience (Lindseth and Norberg 2004), in our case people with personal experience of attempted suicide. Researchers who use the narrative interview method do not set a specific procedure for the interview. Preferably, the interviewed person is allowed to guide the course of the conversation and the content; the interviewee chooses what to say and what not to say. However, the interviewer can ask leading questions if needed (Anderson and Kirkpatrick 2016).



The use of the narrative interview allows for the understanding of the personal and inter-personal experiences of one particular person. To accomplish that, it is the duty of the interviewer to be a good listener, and the interviewee is expected to be a good storyteller (Hollway and Jefferson 2000). Narrative interviews are used to give voice to specific groups of people who are often not heard—how they themselves understand their lives, the events of the past and future opportunities (Blustein et al. 2013).




2.3. Data Analysis


The methodological approach of the current study was interpretive social science (Neuman 2006), more specifically phenomenological hermeneutics (Lindseth and Norberg 2004) and social constructionism (Berger and Luckmann 1966). This methodological approach is an appropriate framework for qualitative research, in which the central goal is to create knowledge and improve understanding of subjective meanings and experiences of human beings, and also about the reality that is socially constructed in interactions between human beings.



While reporting the methods and results of the current study, the consolidated criteria for reporting qualitative studies (COREQ) was followed (Tong et al. 2007).



For data analysis, the thematic analysis method was applied (Braun et al. 2014; Braun and Clarke 2006). This method assists in discovering patterns in the collected data and making sense of them to fulfil the aims set for the study.



During the thematic analysis, the following six phases were completed (Braun and Clarke 2006). First, familiarizing with the transcribed data, reading and re-reading it carefully. Second, coding and generating initial codes across the entire data set. Third, searching for themes and collating codes into potential themes. Fourth, reviewing themes and checking if the potential themes identified in the third phase tell a convincing story; refining, splitting, combining or discarding some themes, if necessary. Fifth, defining and naming themes, refining the specifics of each theme and the overall story the analysis tells. Sixth, writing the manuscript, weaving together the overall story and illustrative quotations from the data, creating links with existing literature. Phases 1–3 were performed by one of the authors (KL); both authors (KL and MS) were involved in performing the phases 4–6. Involving the other author (MS) as a reviewer helped to build reliability in the thematic analysis coding conducted by the first author (KL) and to test whether the themes identified were compatible with the whole text (Alhojailan 2012).



In general, the thematic analysis was conducted in an inductive way using an open coding technique, in which coding and theme development are directed by the content of the data (Braun et al. 2014). There was one exception; as we were specifically interested in religious/spiritual aspects influencing the suicidal process, this theme was identified in advance. The respective codes were created, and the content of the data was assessed to identify specifically the presence or non-presence of religious/spiritual aspects across the entire data set.



As the analysis of the data collected with narrative interviews incorporates many perspectives of the experience, it allows for a more diverse and more credible picture of the subjects’ experiences (Scârneci-Domnişoru 2013).





3. Results


This section outlines the process of reaching a suicidal crisis and the factors influencing the suicidal process. The results will be presented according to theme, and each theme is illustrated with supporting quotations from the interviews. The thematic analysis resulted in the following themes: childhood and family relationships, romantic relationships, alcohol/drug abuse, losses, sleep, previous suicide attempts, and religious/spiritual beliefs.



3.1. Childhood and Family Relationships


The most important theme was childhood and family relationships. Based on the narratives, a difficult childhood with complicated family relationships is a serious risk factor for attempted suicide. Complicated relationships with the mother implied difficulties with connectedness and an adverse childhood. This could mean continuous humiliation in childhood, ridiculing or feelings that the child is not good enough or is unwanted.


“I was like this black sheep in my family. Mother accused me for all the things, what I did at home or at school (pause) It’s just that low self-esteem which I got from my family, this is the thing, which affects a lot.”



(Male, age 34)







The people interviewed revealed that poor relationships with their mothers have undermined their self-esteem. The lack of parental love in childhood has made them cling to people in adulthood to feel important to someone. When quarrels appear in adulthood, a memory of a similar childhood experience is triggered, leaving them feeling unwanted or superfluous.


“I haven’t talked with my mother for years. I don’t want to. (pause) She has shouted in my face several times in my life that she’s sorry for giving birth to me and you know, that’s the thing, that has affected me.”



(Male, 34)







Particularly bad relationships were also detected with the father/stepfather, some of whom were violent. The violence included hitting, humiliation and mocking.


“This suicide attempt was not from hating my father to show him, rather I was tired of everything and just wanted the situation to end. Continuous taunting and violence, I was tired of this and there was no hope for help. Our family was never visited by the police, my mother never called for help.”



(Female, 45)







One of the interviewees had a stepfather who was violent towards the mother in front of the children. Another had a bad relationship with his father, which meant that the son did not seek advice from the father or contact him to discuss his worries.


“I felt the lack of a father. My father could have felt more concerned about me. We just could communicate better.”



(Male, 20)







One of the interviewees pointed out that as a child she attended a boarding school far away from her parents, and the situation did not allow her to see them often. She did not have a trustful relationship with her mother or father. In childhood, she felt she could only rely on herself, because her family was far away. Then in adulthood, she felt that she must manage everything by herself and that asking for help was disgraceful, making her look weak and unable to manage on her own.


“It is because it seemed to me all the time, why do you complain? That is my wrong understanding (pause) And another thing that I have been told is that I often do not ask for help and this is something I inherently know that if I can’t manage, I do not admit it. This asking for help is something beyond me. I think if I say something then I am complaining. If I ask for help, I feel that I am failure or incapable and here I am perhaps just exaggerating.”



(Female, 47)







In the current study, the presence of family members was considered as an important protective factor: for example, mother, father, younger siblings and children. This is illustrated by a woman who suffered from physical and mental violence by her spouse for 13 years; by a young girl to whom her younger siblings were important; by a young man who never had a supportive family in his childhood.


“I wanted to kill myself. I went to the yard, even took a knife with me, but it was no use because I heard my children’s voices all the time saying: “Mommy, Mommy”.



(Female, 34)






“I was holding the thought of my children, it kept me back.”



(Female, 34)






“If I no longer existed, it would hurt them very much. Thinking about my little brothers and sister (pause), I do not want them to remember only that they had a big sister once or something like this.”



(Female, 22)






“I have a dream, to have a decent family. To create this feeling of unity, I would like to be together with the family. This is probably something that I missed out in my childhood. I would like to accomplish this myself (pause) family is the most important and I am trying hard on it, I go to work.(pause) after this last attempt, quite a lot has changed in my head, I like to think more about it, about the future.”



(Male, 34)







Another quotation from the interview illustrates what has changed the individual’s suicidal thoughts.


“My mother-in-law said that she will treat me as her own son and help me to get well (pause) Just having this support from someone is so important to me. It means also that someone likes, wants and helps me to get better and pushes me forward, but before I haven’t had this (pause).”



(Male, 34)








3.2. Romantic Relationships


An important theme in the narratives was romantic relationships. Interviewees indicated that one of the causes of their suicide attempts was difficulties in relationships.


“Then when the man was cheating and I got to know about it, it was such a feeling that (pause) but then you start to think clearly again.”



(Female, 49)







Specifically, the reasons were conflicts with a partner, a violent husband, misunderstandings with a girlfriend or boyfriend and humiliation by a boyfriend.


“So how do I live with such shame? That he hit me. There was no other chance at that moment, I didn’t even consider it.”



(Female, 49)







The narratives revealed that suicide attempts were made to save the relationship. They attempt to generate compassion in the other person and hold onto that person, in any way they can, so that they are not left behind.


“I had constant conflicts with my partner (pause) yes (pause) in principle because of the relationship. To save the relationship. I jumped from the third floor, drunk. Well, maybe then (mumble/laugh) he would have started to love me. I do not know, something like that. But well, actually it tore us apart.”



(Male, 34)







Also, suicide attempts were made because relationships between people became unbearable due to humiliation, shame and violence. Sometimes such relationships can take an extreme form, but still remain as an untold story of a desperate and isolated person.


“He started checking my body for any signs and then he wanted to put a candle in my genital area. But as I refused, he pushed me down to bed and held me with one hand on my throat. And then he put it in anyway. It was painful (crying), but I could not ask for help because my phone was taken away to avoid any contact from my side, and then he tortured me for quite a while, until the kids came home.”



(Female, 34)








3.3. Alcohol/drug Abuse


Another observation was that the interviewees consumed alcohol before and during the suicide attempt. Less often, illicit drugs were involved in addition to alcohol.




“I think that a big contributor (pause) for what I did was drugs. I think that’s why I lost my mind. And then the same with alcohol (pause).”



(Male, 20)





Narratives of the study revealed, how thoughts were snowballing and resulting in a suicide attempt.


“When I used drugs, all kinds of things went through my head and I overanalysed, actually it was not that bad, but you still overthink it (long pause).”



(Male, 20)







Several participants in the study said they found courage in alcohol at the time of the suicide attempt.


“So alcohol is the main influencing factor concerning this suicide. But that’s the thing with me, I wouldn’t dare to do such a thing when I am sober. I find courage in alcohol, always have.”



(Male, 34)






“I jumped from the third floor while drunk, as I had been drinking for a few days.”



(Male, 34)







All the interviewees who used alcohol at the time of the suicide attempt explained that it gave them courage.


“Finally, this amount of alcohol was so large that I no longer even doubted, but just wanted to jump.”



(Female, 22)






“These bold thoughts come when I am drunk.”



(Male, 34)








3.4. Losses


In regards to “Losses”, the death of a person close to the subject and ill health were also reported. In one case it was death of a child, but the death of a spouse and the death of a friend were also reflected in narratives.


“After the death of a child, this has had the most impact lately (pause) the baby died nearly 8 years ago, and during this 8 years I have not been looking for help anywhere. I have kept it in all the time.”



(Male, 34)






“My friend died of cancer, after thinking about it, it could affect me too”



(Female, 47)







An elderly person had Parkinson’s disease, which was the main reason for the suicide attempt, in addition to his wife’s death. Since his wife’s death 10 years ago, he has felt emptiness and loneliness. He had no one to talk to and no one to go out with. Additionally, the disease is worsening, and his physical movement is limited. These two losses are interconnected—death of the spouse and loss of health. This situation causes hopelessness, including fear of the future. He could not bear such a burden, and made two suicide attempts.


“Everything gets out of hand and you are not able to manage any more. I am only a burden and then yes, such stupid decisions were made.”



(Male, 70)






“The second time (pause) I woke up in the middle of the night and began to think that I would be a burden on others.”



(Male, 70)








3.5. Sleep


Interviewees experienced substantial sleep issues before the suicide attempt.


“And on all occasions I have had it in the same way. I lose my sleep.”



(Female, 47)






“In a word, first, the mood disappears (pause) then disappears, in a word, the appetite decreases gradually, and sleep gets worse until I do not sleep any more (pause) I know that in the last two weeks I did not sleep at all. (pause) You go to bed, but you’re just lying down for seven or eight hours.”



(Female, 47)







With lack of sleep, people feel powerless and tired and begins to distance themselves from others.


“Sleepiness and, in a word, my feeling is so poor that I just do not want to be any more. Physically poor.”



(Female, 47)








3.6. Previous Suicide Attempts


A prevalent theme in the narratives was “Previous suicide attempts”. The people interviewed had attempted suicide more than once: in most cases two attempts, and one young man had three previous attempts. Surprisingly, all people with a history of previous suicide attempt(s) said that they did not tell anyone about their troubles before the attempt and did not seek help. Interviewees did not reveal their low mood or that they felt bad.


“And I start to hide it and I will not say anything, I pretend with a joyful voice and hide. I cannot make it, I do not want anyone to disturb me.”



(Female, 47)






“I’m such quite an introverted person, I do not want to talk about such things. So, I gather everything and then at some point I explode (pause).”



(Male, 20)







Typically, the interviewees described their suicide attempts as a process where their thoughts got worse and worse.


“Day at a time, and (.) I can understand it all, but when those thoughts come to my head, they begin to deepen and deepen, and so long as you start acting once.”







According to one narrative, there were three suicide attempts before the interview.


“Such a depression arises, a feeling of pressure. I can be so silent for weeks, well no (pause) I tell nothing (pause) and constantly I have one and the same image in my eyes. It’s also like quite a depressing feeling. There is no way out from suicide. It’s easier to treat yourself in the long run, if you start doing this again.”



(Male, 34)







When survivors of suicide attempts began to talk about their situations and suffering, they found it helpful as it relieved the tension. They needed a trigger to start talking and an opportunity to be heard.


“If I get help and I can talk, it helps a lot.”



(Female, 22)








3.7. Religious/Spiritual Aspects


People telling their stories during the interviews had diverse perceptions of what religiosity/spirituality means and often they found it difficult to determine if these aspects influenced their lives or not. In one narrative of a middle-aged female, God was mentioned as a protective factor against suicidal behaviour.


“God, faith in Him. Of course there are hard times in life and if someone behaves badly and I quarrel with my husband and I face difficult moments in life, but when we both pray, then we find this common language and are able to solve everything. Prayers count and they are heard.”



(Female, 45)







She described her experience with great passion.


“I was thinking that if You, Jesus, are there, then come to my life. If I opened up to God, then I felt like all the crap that I had lived in before had been removed. I needed something real and pure, because I felt how dirty I was, considering the life I had lived. I remember that I cried uncontrollably, and I felt that my sins had been forgiven. A miracle happened that I began suddenly to understand the Bible.”



(Female, 45)







Apart from referring directly to God, several constructs referring to spiritual aspects were mentioned: faith in destiny, faith in nature.


“Instead, I believe in such things as nature. And I believe in previous lives, but I do not believe in God.”



(Female, 47)






“But yes, everything is for something or because of something. Everything at its own time or a little bit later, I still believe in such things, I do not think they are just spoken words. It’s definitely the case that everything is for something and because of something. Let’s say yes, I believe in destiny.”



(Female, 49)







One young man believed in life after death and in God (without mentioning God directly).


“I believe life after death. After death, there is still another life. (Confusion, long thought) After death, the soul stays on earth or something like that (laughter). I cannot tell you exactly, but I believe in such a thing, because the spirits still exist.”



(Male, 34)






“I have just not fulfilled my mission, it’s perhaps also one reason why I have not succeeded. Still, there is someone who keeps or protects me.”



(Male, 34)







Because special attention within the current study was paid to the role of religion/spirituality in the suicidal process, the interviewer asked about people’s beliefs, if the interviewees had not raised the topic.


“Do you have any belief in any of the higher powers that sustains you? Just as believers believe in God, do you have anything you believe in?”



(interviewer)







However, frequently the interviewee did not understand the question about religiosity/spirituality. They had never thought about it and could not answer the question about the role religion or spirituality plays in their lives.


“This topic is far from me. I have nothing like that.”



(Female, 22)






“I cannot say (laughs). I have not even thought about such a thing, it’s not a topic at all to me. The biggest support is by the family.”



(Male, 20)






“No, I cannot say that (pause) no (confused).”



(Female, 34)









4. Discussion


The current study focused on pathways to attempted suicide as reflected in the narratives of people with lived experience. The goal was to improve the understanding of protective and risk factors influencing suicidal behaviours. Special emphasis was paid to religious/spiritual aspects.



Themes related to childhood, family, and romantic relationships were the most important themes. Predominantly negative experiences and feelings from childhood and difficulties in relationships with immediate family members were described. Complicated relationships were experienced in childhood, especially with the mother, but also with the father or stepfather. These relationships often involved physical and/or psychological violence and neglect. These environments instil feelings of rejection and/or not being good enough for anything. Negative experiences from childhood poisoned relationships in later life.



It has long been known that negative emotions and events in childhood negatively affect self-esteem and the ability to trust, and cause tension between the super-ego and the ego. Freud’s psychoanalytic theory, established at the beginning of the 20th century, indicates that childhood experiences have major influences on human behaviour in the future. According to Freud, the struggle between the super-ego and ego takes place, and the super-ego pushes the ego to suicide (Ronningstam et al. 2009).



Several studies have examined suicidal behaviours in conjunction with negative events in childhood and psychological/social problems in adulthood. Suicide is a long process that is affected by past events (Michel et al. 2002; Wasserman 2016c). Dieserud and colleagues 2002 found in their study on the association between negative childhood issues and suicide attempts that negative childhood events affected suicidal behaviours. If a child had been mistreated by his or her parents (mentally or physically), the probability of the child making a suicide attempt in the future is higher. Suicide attempters often come from broken homes or homes with insufficient parental care and violence (Wasserman 2001c, 2016a).



Good relationships between family members (or at least with one or some of them) were described as an important resource that helped participants to cope with stressful life-events, to survive intolerable situations and to create bright dreams for the future. Family members and especially children featured as protective factors: there was no desire to hurt them. Complicated and violent relationships were described as risk or acute triggering factors for attempted suicide.



According to an Austrian study, suicidal ideation, hopelessness and depression were higher among singles than among individuals in happy relationships, but lower than among those with low relationship satisfaction. Risk factors for suicide were higher among partners who reported unresolved conflicts with their partners, compared with those who rarely had conflicts or tended to solve their conflicts in a constructive manner. It was concluded that a well-functioning relationship can be a protective factor against suicidal behaviours (Till et al. 2016).



Joiner’s interpersonal-psychological theory demonstrates how a psychosocial environment and relationships influence suicidal behaviours. According to this theory, three variables should be present for a person who will eventually die by suicide—a sense of frustrated belongingness, perceived burdensomeness and acquired capability for suicide. The first two variables generate the desire to die by suicide (psychosocial vulnerability) and the third variable enables the subject to reach the lethal suicidal act by acquired training of self-injury or witnessing/engaging in violence (e.g., in childhood or in an intimate relationship) (Anestis et al. 2009; Joiner 2005).



In the narratives, people described how their self-esteem was influenced by adverse relationships in childhood, during adolescence and in adulthood. They felt worthless and not good enough. Whatever others did, the subjects were not kind and forgiving towards themselves.



Along with the concept of self-esteem and its role in the suicidal process (Wasserman 2016c, 2016b), the concept of self-compassion has been described as an important issue affecting feelings and behaviours of vulnerable people (Neff 2003). According to (Neff 2003), self-compassion involves three basic components: (a) self-kindness—being kind and understanding to oneself rather than being self-critical; (b) common humanity—seeing one’s experiences as a part of the larger human experience rather than in isolation; (c) mindfulness—being aware and balancing painful thoughts and feelings rather than over-identifying with them. Self-esteem is built on standards/norms established by the outside world; self-compassion means providing non-judgmental understanding of one’s own pain, inadequacies and failures (Neff 2003). Self-compassion can mediate the influence of negative life-events and thereby reduce the risk of suicide (Chang et al. 2017).



Narratives brought up the role of alcohol and drugs in the suicidal process. These substances contributed to the process in two ways. First, alcohol/drug abuse contributed to the suicidal process in long run as separate risk factor, but also as an amplifier of other risk factors (e.g., worsened relationships). Second, consuming substances was also described as a factor that supported the final impulsive decision to attempt suicide by providing courage to take action. Hence, the use of alcohol and drugs intensified the suicidal process by excluding alternative solutions. A suicidal act is more likely to occur when a person is drunk and many problems have accumulated.



It is known from the literature that alcohol abuse exacerbates aggression and impulsive behaviour and can lead to suicidal behaviours (Wasserman 2001c; Yuodelis-Flores et al. 2015). Therefore, alcohol and other substance abuse disorders as well as other patterns of alcohol misuse are important risk factors for suicide (Kõlves et al. 2006b; Ljušić et al. 2016; Lönnqvist 2009; Värnik et al. 2007).



Another important theme that was related to relationships was “Losses”. According to Orbach 2001, each suicide is associated with some loss: loss of a loved one, loss of work, loss of respect, etc. A person feels sorrow and fears about his/her losses and believes that there is no longer any meaning in the future and happiness can no longer be found.



The narratives of the current study revealed the following kind of losses: loss of a close person (death) and loss of health (incurable illness). Losses seem to have a major influence, especially on the lives of older people, who have been identified as the most vulnerable group for suicidal behaviours (Alves et al. 2014; Lapierre et al. 2011). This is largely due to loneliness (Alpass and Neville 2003). When a spouse is lost at an older age, it can often mean social isolation accompanied with depression. Suicide among older men who have lost their spouse is very common (Retterstøl and Mehlum 2001).



Death of an important person is a great loss, leaving a person with a feeling of emptiness. After the death of a spouse, the number of suicide attempts increased, rising more among men than among women. It is difficult for some people to change their everyday lives, and they may struggle to find a new goal or a new daily routine. The person feels that he or she is not needed anymore, which can increase the risk of suicide (Wasserman 2016a).



Most of the studies about associations between depression and suicidal behaviours emphasize that depression is one of the most important risk factors, with both cognitive and emotional aspects (Cook and Borrill 2015; Lönnqvist 2009; Wasserman 2001a). Interestingly, depression did not emerge as a separate theme in the current study. It can be hypothesized that depression as a clinical concept and diagnosis does not have an important meaning for ordinary people, because they use different “language”. Professionals (clinicians, researchers) use different ways of thinking and different words that are not necessarily similar to how patients think and talk about their health issues (Toomela 2005). However, even if depression was not a separate theme, depressive feelings were mentioned under other themes like “Sleep” and “Previous suicide attempts”. It seems like these themes are more meaningful for interviewees and better related to their personal experiences than the clinical term “depression”.



People with sleep problems have a higher risk of suicide. There is some evidence about the relationship between sleep and suicidal behaviour, but some authors state that this relationship needs further investigation. A study involving people with suicidal thoughts or with a history of attempted suicide revealed that at night, when everything is quiet, it is difficult to keep from having negative thoughts (Littlewood et al. 2016). Another study found that problems with falling asleep and excessive sleeping may be associated with an increased risk of depression. Moreover, sleep medications, short sleep duration (less than 6 h) and sleep disorders are signs of suicide risk (Gunnell et al. 2013; Sarchiapone et al. 2014).



Sleepiness involves tiredness and withdrawal from others, which exacerbates negative thinking. Sleeping well means that people can manage everyday life, but if sufficient sleep is not achieved, life can become more difficult (Littlewood et al. 2016). One study concluded that suicide attempts could be reduced by treating sleep disorders. Disturbed sleep is what can be easily treated and improved by medication (Krakow et al. 2011).



People who have had suicide attempts in the past have the greatest risk of making another suicide attempt. Previous suicide attempts are also the most important risk factors for suicide (Gysin-Maillart et al. 2016; Roelands et al. 2017). The risk increases with each subsequent suicide attempt and remains high for over 30 years. The MONSUE study found that the risk of repetition within the year after inclusion in the study was higher for those who had previous suicide attempts, and the risk increased with the number of previous suicide attempts (Burón et al. 2016). People with recurrent suicide attempts experience great ambivalence about dying or living, and they would rather survive from moment to moment (Bergmans et al. 2017). About 90% of the people who have attempted suicide will survive; therefore, a suicide attempt is definitely one reason to look for professional help to resolve problems (Retterstøl and Mehlum 2001). However, a major barrier to effective treatment is poor treatment compliance; 50% of people fail to participate in treatment because patients often feel that they are not understood (Gysin-Maillart et al. 2016).



Although a person can live with a partner, the person can be emotionally alone and not share his/her feelings with anyone. The interviewees in the current study seldom shared their feelings and concerns with anyone prior to a suicide attempt. They rarely sought any help and didn’t use the help provided. In later reflections, they realized that sharing and talking about their worries can help to better understand and to find other solutions.



This study paid special attention to the role of religion/spirituality in the suicidal process. The results showed that most of the people telling their stories distanced themselves from religion and they did not consider it as a protective factor. Additionally, when the interviewer asked about people’s beliefs (if the topic did not emerge by itself), the question was not understood or the interviewee was confused as he or she had never thought about it. The God as the central concept of religion was mentioned in only one narrative. Some interviewees talked about other aspects of spirituality such as faith in destiny, faith in nature and belief in life after death. Without asking, the theme of religious/spiritual aspects would not be reflected in most of the narratives.



As described in the introduction, religion (and spirituality) is a wide and multifaceted concept (Koenig et al. 2001). In a very secular country (Estonia) there is a confusion about what role religion/spirituality has in people’s lives and how to define it (Remmel and Uibu 2015; Ringvee 2014). This remains an interesting topic for further research.



Importantly, none of the risk factors discussed above occurred in the narratives in isolation. No single problem led to a suicide attempt. The reasons were interconnected and interact with each other, leading to a point at which a person does not want to live anymore. Interviewees described this as a process in which everything accumulates. The interviewees experienced suicide as a process during which suicidal thoughts amplify until they culminate in an act, where the main goal is death. People understand that this process is underway, but they are unable to ask or search for help, and many people do not know where the help might be available.



The current study has several limitations. Firstly, as has been pointed out by Hollway and Jefferson (2000), some memories may cause a lot of anxiety and are therefore either forgotten or suppressed, and have likely been changed or modified over time. Secondly, the study is based on a relatively small purposive sample. However, data saturation was one of the criteria considered in the decision to stop collecting the qualitative data. Thirdly, the narrative interview presumes that individuals have some basic abilities in storytelling. There are those who are less verbal or who do not like to share their experiences and are therefore less likely to participate in a narrative study. Fourthly, as the subject of suicide in general is sensitive and stigmatized, people may feel uncomfortable participating in such a study.



Still, the current study contributes to the knowledge about suicidal behaviours and related protective and risk factors by providing insight into a profound personal experience—the course of approaching an attempted suicide. This study looks at what is meaningful in the suicidal process for people with personal experience in attempted suicide. In our study we adopted an holistic approach and looked at various aspects of the suicidal experience, rather than exploring a single aspect in isolation. The study findings provide valuable clues for clinicians and further research.
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