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ABSTRACT

Aim: The purpose was to describe nurses’ experiences of suicide prevention work in primary health
care (PHQ).

Background: Suicide is the tenth most common cause of death among adults. PHC has an
important role in suicide prevention work, as patients often had contact with PHC before their
suicide rather than with specialist psychiatric care. Nurses often have the first contact with the
patient and are responsible for triage and assessment, making them important in suicide prevention
work. Previous studies shed light on suicide prevention in a primary care context, but the nurses’
voices are missing.

Methods: Fifteen qualitative interviews were conducted with nurses in primary health care. Data
was analyzed according to conventional content analysis techniques.

Findings: Nurses may avoid asking questions about suicidality for fear of what to do with the
answer. To support the nurses’ ability in suicide prevention work, both educational and practical
experience are fundamental. There was a lack of clarity about who is carrying responsibility for
the patient, and it turned out to be difficult to help the patient move further to the next care
institution. There was a need for guidelines as well as routines for collaboration with other care
actors in suicide prevention work.

Conclusion: The PHC organization does not support nurses in suicide prevention, therefore they
need the right conditions for their work. Suicide prevention needs to be given greater focus and
space within education as well as training in the ongoing clinical work, which can be performed
with less extensive efforts.

month before the suicide, while a third had contact with
a specialist psychiatric clinic (Cross et al., 2019; Hauge
et al., 2018; National Board of Health & Welfare, 2016).
The WHO (2021a) is striving to reduce the number of
suicides by a third by year 2030. Suicide prevention needs
to be performed in the entire health care system, and
especially in PHC, where the greatest diversity of people
with mental illness (WHO, 2021a) and those who later
died by suicide, sought care (Cross et al., 2019; Wittink
et al., 2020). PHC refers to health and medical care activ-
ities where outpatient care is provided without delimitation
in terms of diseases, age or patient groups (SFS 2017:30,
2017:30, 2017). PHC is responsible for the basic medical
assessment, treatment, nursing, preventive work and reha-

Introduction

Suicide is defined as an intentional, self-inflicted act that
results in death (National Board of Health & Welfare,
2020). Globally, approximately 700,000 people die by sui-
cide yearly (WHO, 2021a). In Sweden, the number of
insured suicides is estimated to be around 1,100 annually
(Swedish Public Health Agency, 2021). Suicide is the tenth
most common cause of death among adults and the second
most common among young adults aged 15-29 (Cross
et al., 2019; WHO, 2014). In total, more men than women
die of suicide, although it varies in different parts of the
world (WHO, 2014). In industrialized countries, suicide is
three times more common in men than women, while in

developing countries, it is one and a half times more com-
mon. A clear link between mental illness and suicide has
been identified in developing countries (WHO, 2021b). Of
those who died of suicide, 80 percent had a primary health
care (PHC) contact in the past year and 40 percent in the

bilitation that does not require special medical or technical
resources or any other special skills. PHC emanates a holis-
tic view of health and well-being with a focus on the
patient’s individual needs (Mughal et al., 2021). In Sweden
PHC is the first way into health care (Anell et al., 2012;
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Burstrom et al., 2017) and contributes in an important
way to improve the health of the entire population. PHC
is team-based where doctors, nurses and other professions
are represented (Anell et al., 2012). In Sweden the majority
of PHC (?) visits in recent years have been to nurses and
not physicians (National Board of Health & Welfare, 2021),
even though the physician has been seen as the dominant
occupational group in healthcare (Ferguson et al., 2020).
As nurses are the first contact of the patients in PHC,
they have an important role and responsibility for triaging
the need for care and to refer the patient to appropriate
care contacts (Anell et al., 2012; Bjorkman et al., 2018).
Furthermore, the nurse meets patients who have physical
as well as mental disorders, which makes their profession
complex (Janlév et al., 2018). During the 1990s, significant
changes, including that most care should be offered within
PHC, were implemented in the health care system (Anell
et al., 2012). This shift meant that more patients with
mental illness should primarily turn to PHC for care and
not to specialist psychiatry (Sobczak, 2009). Although this
has increased the burden on PHC, it also opens up oppor-
tunities to work on suicide prevention through early iden-
tification (Mughal et al., 2021). Today, more patients with
mental illness are treated in primary care, and nurses meet
them on a daily basis (Agyapong et al., 2011; Bjorkman
et al., 2018; Flaskerud, 2012; Mughal et al., 2021). Mental
illness, when treated together with physical illnesses, tends
to receive less attention and many patients somatize mental
symptoms and seek treatment for physical ailments
(Karlsson et al., 2021; McAndrew et al., 2019). Depression
and concomitant somatic disease also increase the risk that
depressive symptoms are misinterpreted as symptoms of
the somatic disease and therefore are not noticed (National
Board of Health & Welfare, 2016). When patients seek
help for physical symptoms, and mental symptoms are
prominent during the visit, it leads to challenges for the
nurses (Bjorkman et al., 2018; Karlsson et al., 2021).
Obstacles to the assessment and treatment of mental dis-
orders in PHC may be due to a lack of interaction with
specialist psychiatric clinics and lack of knowledge about
psychiatric illnesses among health care staff (Agyapong
et al.,, 2011; McAndrew et al., 2019). Studies have shown
that there is a lack of knowledge and a need for additional
competence in PHC to meet the increased number of
patients with mental illness (Bjorkman et al., 2018;
Flaskerud, 2012). The human-to-human model emphasizes
the importance of the nurse using herself therapeutically
by being aware of her own understanding and interpreting
both her own and others’ behavior and paying attention
to the dynamics of human behavior (Smith, 2020; Staskova
& Tothova, 2015). In addition to this, the nurse needs to
be able to integrate this and evidence-based knowledge in
order to achieve high-quality care that can promote the
patient’s trust and confidence in the interaction with the
nurse. Communication is a central and necessary part of
good nursing (Shelton, 2016; Smith, 2020), and a profes-
sional relationship can only be created when both the
patient and the nurse see each other as a unique person
(Shelton, 2016; Staskova & Tothova, 2015).

Although knowledge about suicide prevention has
increased over the past 10 years, only 38 countries had
ratified national suicide prevention programs in 2018 (WHO,
2021a). Previous studies have mainly focused on educating
physicians in PHC about suicide prevention (Saini et al.,
2014; Secker et al., 1999), which has been shown to have
positive effects in suicide prevention (Mughal et al., 2021).
However, still many physicians state that they do not have
the time and lack confidence to manage patients at risk of
suicide (Dixon et al., 2021). An intervention carried out in
collaboration between Portugal, Ireland, Hungary and
Germany among nurses, social workers and teachers, showed
that education increased confidence and knowledge and the
ability to detect and respond to suicidal behavior at an early
stage (Coppens et al., 2014). In Iran, a suicide prevention
program helped to detect depressed patients to a greater
extent and at the same time reduced the number of suicides
(Malakouti et al., 2015). In specialist psychiatry, suicide risk
assessment and management of suicidal patients is a key
component in care, while in PHC it is an unexplored area
(Mughal et al., 2021; Saini et al., 2014). Nurses play an
important role as they talk to the patients to a greater extent
more informally about their living conditions and stressors
that may be outside the patient’s immediate medical con-
cerns (Wittink et al., 2020). The nurses are an important
part of suicide prevention as they are the ones who primarily
meet the patients in PHC (Bjorkman et al.,, 2018; Bolster
et al., 2015). Although previous studies of suicide preventive
interventions in PHC show promising results, these need to
be adapted to the health care staff and patients within the
countries where they are performed. Thus, to gain insights
into how suicide prevention works in PHC in Sweden, the
aim of this study was to describe nurses’ experiences of
suicide prevention work in primary health care.

Methods
Study design and sample

A descriptive qualitative method was chosen because it gives
participants a chance to shed light on their experiences of
a phenomenon, in this study, nurses’ experiences of suicide
prevention in primary healthcare (Polit & Beck, 2021).
Content analysis focuses on the context or contextual mean-
ing of the text and is a useful method when the aim is to
describe a phenomenon in an area where existing research
is limited (Hsieh & Shannon, 2005).

Participants and setting

In order to collect in-depth information from the right
respondents, a convenience sample was used (Polit & Beck,
2021). The heads of the various PHC centers gave permis-
sion to carry out the study and passed on the names of
presumptive nurses who met the inclusion criteria to the
research team. The participants were contacted by telephone.
The inclusion criteria were: registered nurse and working
in PHC for at least 1 year. A total of 15 nurses working



in PHC participated in the study, aged between 30 and
66years. Eight of the nurses were registered nurses and
seven were district nurses. Their working experiences in
PHC care ranged from 2 to 41years. All had experiences
of suicide intervention in a PHC setting. The nurses were
included from two different regions in Sweden and worked
at nine different PHC centers within these regions. Written
informed consent was obtained from all nurses who partic-
ipated in the study after they received written information
about the study (Patton, 2015). The researchers guaranteed
that the participants’ confidentiality would be preserved
when the results were presented, and participation in the
study was voluntary.

The nurses chose where the interviews would be con-
ducted in order to create a calm and relaxed interview
situation (Polit & Beck, 2021). Ten of the interviews took
place physically at the various health care centers in secluded
rooms, with minimal risk of being interrupted. Five of the
interviews were conducted via Zoom, partly due to the
Covid-19 pandemic and in some case for scheduling reasons,
when the interview took place outside working hours.

Interviews

Data was collected through semi-structured interviews with
the support of an interview guide that was designed based
on the purpose of the study. The interview guide was
developed jointly by the researchers who were involved in
the study. Semi-structured interviews are used when
researchers have questions about a specific topic but want
the informants to talk freely in their own words (Polit &
Beck, 2021). All nurses received the same questions based
on the interview guide. The questions were: Can you
describe your experiences of suicide prevention in PHC?
Can you describe in which situations suicide risk assess-
ments are made and by whom? Can you describe how you
act when you meet a patient who express suicidal thoughts?
Follow-up questions—can you describe a situation? can
you develop it further? how did you experience the situ-
ation?—were asked to deepen their answers or to clarify
their statements. The interviews took place individually
with each informant and lasted between 18 to 49 minutes,
with a median time of 32 minutes. The nurses were inter-
viewed by RW, IK and ML, all of who have knowledge
about suicide prevention. The interviews were recorded
digitally and transcribed verbatim. The interviews were
conducted during the autumn of 2021, between October
and December.

Data analysis

The data was analyzed according to conventional content
analysis. Conventional content analysis is a recognized
research method for analyzing text data and is used in a
study design whose purpose is to describe a phenomenon
in areas where present research is limited (Hsieh & Shannon,
2005). After transcription, all the data was read repeatedly
by each author, to gain a sense and understanding of the
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whole. To capture important concepts and thoughts related
to the purpose of the study, an ongoing discussion between
the authors was held. Important parts that corresponded
to the purpose were highlighted and extracted from the
text, and then resulted in codes. The codes were labeled,
sorted and organized into ten different clusters, which were
then sorted into two categories with a total of six subcat-
egories based on their similarities and differences. The
process was non-linear and the authors had an ongoing
dialogue about how the content was coded and categorized
in the best way. This was done in order to find as close
descriptions of the text as possible, although some inter-
pretation may be needed (Hsieh & Shannon, 2005). Quotes
have been identified and presented to increase the credi-
bility of the different categories and subcategories in the
results (Patton, 2015).

Ethical considerations

The ethical standards of the World Medical Association’s
Declaration of Helsinki (2013) were followed. The study
was conducted in line with the principles from General
Data Protection Regulation (Troeth & Kucharczyj, 2018).
The research process and how the method and results were
structured followed the consolidated criteria for reporting
qualitative research guidelines “COREQ” (Tong et al., 2007).

Results

The analysis revealed two categories that shed light on the
nurses experiences of suicide prevention in PHC: A chal-
lenging task and Organizational unclearness (Figure 1). The
categories with their subcategories are presented below.

A challenging task

In this category, challenges emerge that the nurses face in
suicide prevention. In order to feel confident in how to
work with suicide prevention, the importance of experience
emerged. It was especially challenging to make assessments
by telephone and to meet people with mental illness.
Furthermore, the importance of receiving support from col-
leagues, and feeling safe in knowing where to refer the
patient further and that someone else takes over the respon-
sibility, emerged.

¢ Challenging assessment
¢ Hold the patient’s life in their hands
¢ In need for more education

A challenging
task

o Lack of guidelines
e Lack of time
¢ In need for collaboration

Organizational
unclearness

Figure 1. Categories and their associated subcategories.
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Challenging assessments

Nurses with less working experience expressed more uncer-
tainty about suicide prevention and making suicide risk
assessments than those with several years of experience.
Suicide prevention was perceived as more challenging in
telephone contact with patients. It became a more difficult
assessment as they could not read body language and facial
expressions, and they only had the patients’ verbal commu-
nication and voices to act on. The nurses also described a
helplessness when the patients were on the phone, and they
did not know whether the patient would seek further help
or try to die of suicide.

If they are not in place, you cannot take them by the hand and
make sure that they come to the next instance; if it is the case
that they need emergency help, you only have the phone as a
tool... it is a huge challenge. (p. 7)

However, some of the nurses described that they found
it easier to work with suicide prevention and ask questions
about suicide over the phone than at a physical meeting,
since they felt protected behind the phone. When the
patient was in the room, some found it more challenging
because they did not have access to rating scales and sup-
port questions in the same way as by the phone, which led
to them feeling insecure about asking questions about
suicide.

Meeting patients with mental illness appeared to be more
complex, as many of them presented with somatic symptoms
even though the nurses understood that it was about mental
illness. This made the nurses afraid of losing the patient’s
confidence if they talked too much about their somatic
symptoms, while in fact it was about the patient not feeling
well mentally. In these meetings, a challenge emerged in
not putting in too many personal values based on previous
experiences of people with mental illness. They found it
difficult to trust these patients and there was some suspicion
about whether the patient was telling the truth about having
suicidal thoughts or intentions. On the other hand, there
was also a fear among the nurses of not being able to
respond to psychiatric problems in the right way without
aggravating or triggering psychiatric symptoms or suicidal
intentions in the patients.

If patients feel that they are not listening to, they may do
something when the conversation is over. You do not know
that... it is your biggest fear. (p. 5)

Hold the patient’s life in their hands

The nurses felt that their role in suicide prevention was to
pass the patient on to someone else for help. If the conver-
sation revealed that the patient was unwell, the nurses had
a hard time letting go of the conversation and asking them
to wait until someone else called them. They felt that the
patient’s life lay in their hands until someone else took over.
The nurses felt more confident and safe in situations where
the patient had been handed over to someone with more
knowledge. If there was no one else who could take over

the case, or when the patients were referred on without
in-depth assessment, a frustration was created among the
nurses. They brought this with them home after working
hours. It therefore appeared important to find out who they
could refer the patient on to and to follow the patient until
he or she had ended up right.

Help! Do I have responsibility for another person’s life here
now? It becomes quite obvious. (p. 14)

When the nurses suspected a patient’s risk of suicide,
they saw it as their responsibility to get a physician’s
appointment for further assessment. This was challenging,
as they were almost never available. The nurses could also
face resistance from other professions if they had assessed
that a patient needed to see a physician. Discussions could
then arise as to whether it was PHC that was responsible
for the patient. Suicide prevention work was perceived as
heavy. The visits could be strenuous and the nurses felt that
their own mood was negatively affected by the tough con-
versations. Although the nurses considered it human to be
affected, they raised the need to ventilate after the patient
had been referred.

It may be about one’s own anxiety, I do not know, but I have
a very hard time. You want to hold them in your hand until
the next person takes over. (p. 10)

In need of more education

Suicide prevention was described as challenging and there
was a need for training in how to deal with patients with
mental illness. The nurses lacked training at the same time
as they are the ones who meet the patients and ask questions
about suicide. It also emerged that the nurses lacked lectures
from their employer on how to work in a good way to
prevent suicide, and they requested both internal and exter-
nal education to feel more secure in the assessments they
are facing. They felt that they did not have sufficient knowl-
edge to help patients who express suicidal thoughts.
Furthermore, it emerged that there is a lack of education
about mental illness and suicide prevention in both the
basic education for becoming a nurse and the district nurse
education. The nurses who felt that they had no education
in the subject described, to a lesser extent, that the respon-
sibility for suicide prevention lay on them as they did not
have the right knowledge.

Suicide risk assessments are a very difficult chapter and we
probably need education that applies to the nurses in telephone
counselling; strengthen that you have the faith to ask, manage,
and then that you know what to do. (p. 13)

The nurses who had received training on risk factors for
suicide and had access to guidance on how to treat suicidal
patients, and what measures could be taken, had a higher
understanding of, and emphasized the importance of, work-
ing with suicide prevention. With increased knowledge, it
became more natural for nurses to ask questions about
suicide. After the training, they felt less anxious about asking



the wrong questions, which contributed to them more often
daring to ask patients about thoughts of wanting to take
their lives.

The training has been good, so now I think that we nurses feel
safer in asking. (p. 6)

Organizational unclearness

In this category, it appears that the nurses experience that
there is uncertainty and ambiguity in suicide prevention in
PHC, which became most prominent among those who did
not have experience. Guidelines are lacking and visits are
limited in time, which creates poor conditions for suicide
prevention. There was also an ambiguity regarding collab-
oration with external care actors.

Lack of guidelines

The nurses expressed that there are no guidelines on how
to work with suicide prevention in PHC. Suicide prevention
was often linked to suicide risk assessments. It was only
when the nurses suspected that the patient was suffering
from mental illness that they asked questions about their
mental state and whether they had any plans to die of
suicide. The nurses felt that it was their responsibility to
determine whether a patient was suicidal, and in the less
experienced nurses this created a great deal of uncertainty.
The uncertainty concerned both what they would do to
reach the patient in the conversations and what questions
to ask in order to catch suicidal thoughts. The uncertainty
was also about how they would handle the situation in a
purely practical way if suicidal thoughts was detected. As
there were no guidelines for suicide prevention, the nurses
focused a lot on their gut feeling, both in the assessment
and the measures it led to.

I know that we have clear guidelines in other areas... but not
in this area, at least not what I have seen and heard. (p. 8)

Although there were no guidelines, some of the nurses
used a suicide assessment instrument. The assessments were
then perceived to be more standardized and not so subjec-
tive, which made it easier, especially for new nurses.
Although it was easier, the nurses saw risks in following
rating scales too strictly, as the subjective part and the gut
feeling were not allowed to take place in the assessment.
Assessments of patients’ possible suicidality were described
as a fingertip feeling where the subjective assessments also
needed to be accommodated. However, it became clear that
rating scales reduced the uncertainty in the assessment of
those with less experience.

Yes... guidelines... we have a suicide assessment instrument
to use. (p. 10)

It emerged that there was also a lack of clarity about
how suicide prevention work should be documented. This
meant that the nurses were very careful to document both
the patients’ mental illness and that they had asked questions
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about suicide, so that they would have their “backs free” if
something were to happen to the patient.

Lack of time

The nurses experienced the lack of time for suicide preven-
tion work as a stressful moment. In the work in PHC,
conversations with patients were limited to a few minutes.
At the same time, the nurses described that it takes time
to get the patient to tell if they have thoughts about suicide.
If the nurses do not take the time to listen properly to the
patient, they felt that it was easy to make a wrong assess-
ment. It was also stressful that the limited time would
include documentation. The tight schedule could affect the
assessments and lead to the nurses not going deeper into
the conversations for fear of what would come up, as there
was no time to deal with suicidal thoughts.

There is a risk that you do not ask because you feel that you
do not have time to take care of the answer. It becomes an
ethical stress. (p. 15)

Despite this, the nurses tried to prioritize patients with
mental illness and give them longer visiting hours when
possible. A key factor in the suicide prevention work was
to give patients with mental illness time, which the nurses
raised wishes for.

To just give them one minute extra, just letting them finish
telling. If you are too stressed in the beginning, you will have
to work much longer later to get the patient with you... neither
you nor the patient wins time on that. (p. 7)

Some nurses described that several years of experience
have made them more confident in the assessments and in
dealing with the time pressure that exists as nurses in PHC
with short conversations and meetings. The nurses with
more experience showed that time was set aside for these
conversations, even though it stressed them out and they
knew that they would fall behind in the planning for the
next working day. They therefore experienced that they
exposed both themselves and their colleagues to stress, as
statistics are kept of how many calls the nurses manage
during their work shift.

In need of collaboration

Several of the nurses experienced good collegial support in
PHC; however, they missed support from other health care
providers around suicidal patients. It was difficult to refer
them on and the nurses expressed frustration at not being
able to help the patients enough. At the same time, they
felt that they had a responsibility to refer the patient on to
the right health care provider. The experience of the nurses
made it easier to collaborate with other health care provid-
ers. If the nurses had worked for several years, personal
contacts could be of advantage to easily get in touch with
other health care providers. The nurses felt a need for col-
laboration to avoid the patients being handed back and
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forth between different actors. Some of the nurses felt that
the patients had no choice but to turn to PHC, as specialist
psychiatry was so difficult to access.

This is where they come because they come nowhere else... you
cannot call psychiatry in general... they will only refer to pri-
mary health care, everyone refers to primary health care. (p. 13)

A strength in PHC was considered by the nurses to be
that they are more accessible to patients and not as dis-
tanced as specialist psychiatry. In PHC, the nurses felt that
they had a good personal knowledge of the patients, which
could facilitate the assessments. It was experienced positively
that the patients turned to PHC primarily in the event of
mental illness.

I think we should be the first stage of healthcare. It should
be a little reassuring that you should be able to turn to your
primary health care center if you do not feel well, no matter
what it is. (p. 15)

Discussion

In the results of the study, the nurses’ experience emerged
as the most important characteristic in the suicide preven-
tion work. In the absence of guidelines and routines, the
nurses’ experiences became even more important, as the
nurses often acted on intuition. There was a lack of clarity
within the organization about who was responsible for the
patient, and the nurses described it as difficult to help the
patient further to the next care institution. The suicide
prevention work was also described as a challenging task
with difficult assessments, lack of education in the area,
lack of time and a great deal of personal responsibility.
The study showed that many of the nurses found it chal-
lenging to work on suicide prevention when they were new
to the profession and highlighted experience as a funda-
mental prerequisite. Experience increased the nurses’
self-confidence and courage to take on patients who showed
suicidality. To be able to provide optimal suicide prevention,
a competent and confident healthcare staff is required
(Hogan & Grumet, 2016; Mughal et al., 2021). Challenges
in suicide prevention work are something that emerge not
only in PHC but also in emergency care (Shin et al., 2021)
as well as in other professions, such as with physicians
(Solin et al.,, 2021). Nursing students also experience that
they do not gain enough knowledge and techniques during
their education to feel safe in suicide prevention work
(Ferguson et al., 2020). This is problematic because the
results of this study show that nurses must take a great deal
of responsibility in suicide prevention work, regardless of
level of experience. Here, an effort needs to be made, as
the WHO emphasizes the importance of increasing the com-
petence of healthcare professionals when it comes to suicide
prevention (WHO, 2014). Through training in suicide pre-
vention, healthcare professionals can be strengthened in
their work, at the same time as training has shown positive
changes in their attitudes and confidence to be able to work
within suicide prevention (Bjérkman et al., 2018; Bolster

et al., 2015; Dueweke & Bridges, 2018; Giacchero Vedana
et al, 2017). Among the nurses in this study, it emerged
that those who received education about mental illness and
suicidality felt that suicide prevention work became more
important and prioritized. Even less extensive training in
suicide prevention consisting of a shorter lecture and dis-
cussions of health-care staffs experiences and watching a
video by an expert of lived experience of suicidality, has
been shown to give good results (Solin et al., 2021). Nurses
who were allowed to participate in a 3-hour suicide pre-
vention training showed an increased confidence in daring
to raise their concerns and ask questions in the care of
suicidal patients (Solin et al, 2021). The training for staff
should be adapted to the profession and all healthcare pro-
fessionals who meet patients should have knowledge of signs
of suicidality, and the follow-up measures, if such need to
be taken (Bolster et al., 2015; Hogan & Grumet, 2016). This
together indicates that suicide prevention work needs to be
given greater focus and space within the education as well
as in the ongoing clinical work, and that less extensive
efforts can make a big difference.

Our results showed that nurses felt more secure in asking
questions about suicide as their experiences increased. It is
also a well-established truth in all Swedish care, both
somatic and psychiatric care, that questions about possible
suicidality cannot evoke anything within the patient.
Therefore, one should rather ask once too much than not
at all. However, always asking about detailed descriptions,
or suggesting methods of suicide could be problematized.
These type of questions can create mental images and con-
tribute to a causation when the event is imagined for a
person’s inner self repeatedly (Ng et al., 2016). This is called
“flash forward” and has received relatively little attention in
previous research. Mental imagery of suicide has been a
neglected but potentially critical feature of suicidal ideation
(Hales et al., 2011).

In the care of patients with mental illness, the nurses
experienced challenges in not including their own values
based on previous experiences. Negative attitudes to mental
illness are already evident in nursing students (Hastings
et al.,, 2017; Thalainen-Tamlander et al., 2016). If students
carry these negative attitudes into clinical work, there is a
risk that they will have a reduced interest in working with
patients with mental illness after completing their education
(Hastings et al., 2017). Some studies have shown that health-
care professionals tend to treat people with mental illness
less thoroughly and effectively (Thornicroft, 2011). Despite
medical needs, it happens that they are not referred to
further care (Sebastian & Beer, 2007). Less experienced
nurses tend to have an increased social discrimination
against and fear of patients with mental illness
(Thalainen-Tamlander et al., 2016). To create a nurse/patient
relationship, the nurse needs to use a disciplined and intel-
lectual approach to mental health problems (Staskova &
Tothova, 2015). Lack of sympathy in the nursing interaction
can be negative for patients and affect whether they accept
or reject their illness. If the nurse sees the patient as a
unique individual and not as a stereotype, the conditions



for a relationship are created, which helps the patient to
take responsibility for their own care (Staskova &
Tothova, 2015).

The nurses in this study said that the patients often
sought care for somatic symptoms, when the real reason
was about them not feeling mentally well. Because patients
with mental illness feel stigmatized, it may be easier for
them to report somatic symptoms. This can make nurses
experience the patients as more unpredictable and demand-
ing (Bjérkman et al., 2018; Karlsson et al., 2021). Our study
also showed that the nurses expressed difficulties in trusting
whether patients with mental illness were telling the truth.
It is important to be aware that patients who feel stigmatized
may have more difficulties in daring to express suicidal
thoughts (Leavey et al., 2017). Education has been seen to
reduce these stigmatizing values and prejudices, which is a
prerequisite for creating interest among students and nurses
in wanting to work with people with mental illness
(Thalainen-Tamlander et al., 2016). Both formal competence
in the form of education, and real competence obtained
through experience, have been shown to increase the con-
fidence of district nurses to meet people with mental illness
(Janlov et al., 2018). The positive changes that education
leads to can benefit patients who seek PHC help for mental
illness so that they can feel stigmatized to a lesser extent,
and experience less obstacles if the nurses who meet the
patients have the right skills (Bjéorkman et al., 2018). Due
to the changes that have taken place in healthcare, with
more focus on PHC, more nurses will meet patients with
mental illness who have an increased risk of suicide
(Bjorkman et al., 2018; Mughal et al., 2021). According to
the human-to-human relationship model, it is not enough
to care for the patient; to achieve good care, an integration
of broad knowledge is required in parallel with a therapeutic
approach (Shelton, 2016; Smith, 2020; Staskova & Tothova,
2015). Through this, the nurse can alleviate suffering and
give hope (Shelton, 2016).

The study revealed that the nurses felt that lack of time
was an obstacle in suicide prevention work. It was only
when the nurses gave time for conversations that it became
clear whether the patient was suicidal or not. Lack of time
makes it difficult for the patient to build trust and can be
an obstacle to communicating about the mental illness and
the possible risk of suicide (Leavey et al., 2017; Poghosyan
et al., 2019). In the relationship between the patient and
the nurse, it is the nurse who is responsible for the rela-
tionship being developed and maintained (Shelton, 2016;
Staskova & Tothova, 2015). Healthcare professionals state
that suicidal patients can be emotionally isolated, which
makes it difficult for them to talk about thoughts about
suicide (Bjorkman et al., 2018; Vandewalle et al., 2019a). A
caring relationship needs to be established for the patient
to have the conditions to express their mental illness
(Grundberg et al., 2016). By giving the nurse time for the
conversation, the relationship can be strengthened and fur-
ther developed. It also emerged from the results of this
study that some nurses stated that they avoided asking
in-depth questions when the patient showed symptoms of
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mental illness because they did not feel they had time to
help the patient. This is confirmed in previous studies that
have shown that nurses in PHC experience the lack of time
so stressfully that they ignored the patient’s mental symp-
toms because those conversations tend to take longer (Janlov
et al,, 2018; Maxwell et al., 2013; Obando Medina et al.,
2014). The combination of time pressure and stigma indi-
cates that more time needs to be set aside for conversations
about mental illness in PHC to capture suicidal thoughts
in patients.

The results of the study show that there is an organiza-
tional ambiguity and lack of routines and guidelines on how
to handle patients who are assessed to be suicidal. Several
of the nurses used rating scales in the assessments of suicide
risk to increase their security. The instruments can serve
as pedagogical support for less experienced healthcare pro-
fessionals and can act as a security and create an alliance
if they are used correctly. However, the scientific evidence,
whether the instruments can contribute to the clinical assess-
ment in the individual case, has been questioned. (Swedish
Agency for Medical & Social Evaluation, 2015). Although
different instruments can have accurate sensitivity and spec-
ificity, the instruments are supported by too few studies to
allow for evaluations of accuracy (Runeson et al., 2017).

The nurses in this study describe difficulties in the col-
laboration with other health care actors and in helping the
patient further to the next care institution. A lack of col-
laboration between somatic and psychiatric care can have
serious consequences for the patient and contribute to
increased stress in relatives (Bjork Bramberg et al., 2018).
The nurses in the result experienced a great deal of personal
responsibility in suicide prevention work and stated a fear
of being responsible if a patient die of suicide. Previous
studies show that these shortcomings in collaboration make
the whole process more time consuming and lead to stress
for the nurse around patients dying of suicide when they
are under their’ responsibility (Janlov et al., 2018; Vandewalle
et al., 2019b). Perhaps a closer collaboration with relatives
would contribute to the suicide prevention work? Previous
research has shown that the family often possesses important
knowledge about the suicidal patient, but that they feel
barred from having a role in the care (Hultsjo et al., 2022).
Healthy family relationships and open communication are
crucial in being able to prevent suicide. Involving relatives
and recognizing the role of relatives in care can be chal-
lenging, but healthcare professionals can be the one who
links relatives and the patient together, which is crucial for
ensuring a safe environment around a suicidal patient
(Edwards et al., 2021). Thus, relatives’ knowledge and expe-
riences of the patient can be valuable and therefore need
to be taken into account in a PHC context.

It became clear that nurses in this study lack routines
and guidelines for the management of suicidal patients, and
whether the guidelines exist or not, they are not sufficiently
known by the study informants. In attempts to help the
patient on to the next care institution, the nurses encounter
obstacles and may end up in ethical dilemmas about who
bears the actual responsibility for the patients. In an
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international perspective, primary care, in low- and
middle-income countries, is identified as a suitable care
institution for offering care in the event of mental illness
(Esponda et al., 2020). However, previous studies have
described how PHC caregivers do not feel they have the
resources to deal with the increased pressure of patients
experiencing mental illness and identified deficiencies within
the organization (Janlov et al., 2018; Leavey et al.,, 2017;
Poghosyan et al.,, 2019). The leadership of an organization
that works with patients with mental illness should work
for a culture that is characterized by a commitment to safety
and ensure that there is support for the staff who perform
the suicide prevention work and meet the suicidal patients
(Hogan & Grumet, 2016). Despite the stated goal of lowering
the suicide rate and prioritizing suicide prevention, our
results show that there is still a great deal of uncertainty
in the area among nurses in PHC. In order to achieve
nursing created through human-to-human nursing theory,
it is not only necessary to overcome stereotypes and focus
on patient care, it is also necessary to pay attention to the
needs of nurses (Staskova & Tothova, 2015).

Methodological considerations

The study included nurses working in PHC, regardless of
working experience and further education, which was a
conscious choice to capture experiences of suicide prevention
among nurses with less and more experience. The sample
includes a large variation in terms of working experiences,
age and education, and they worked in several different
PHC centers within two different regions. Thus, their expe-
riences can be considered to holds key elements that mirror
a larger population of nurses in PHC (Polit & Beck, 2021).
All the informants were women. This can be seen as a
limitation to not capture men’s perspective on suicide pre-
vention in PHC, as some study has shown that women tend
to be more positive in their attitudes toward patients with
mental illness compared to men (Thalainen-Tamlander et al.,
2016). This may be due to the fact that 90% of all registered
nurses in Sweden are female (National Board of Health &
Welfare, 2021). According to Polit and Beck (2021), it is
recommended that the interviews are conducted in a neutral
environment where the interview does not risk being inter-
rupted. Ten of the interviews were performed in secluded
rooms at the nurses’ workplaces and, due to the ongoing
Covid-19 pandemic, five were performed digitally via Zoom.
The fact that some of the interviews were conducted via
Zoom gave the interviewer the opportunity to assess the
nurses facial expressions and body language and opened
up interviews for small talk and follow-up questions, in the
same way as face to face interviews (Polit & Beck, 2021).
Interviewing can be intense and challenging and requires
concentration and energy on the part of the interviewer
(Polit & Beck, 2021). To ensure the quality of the interviews,
the interviewers discussed among themselves throughout the
data collection how the interviews went on. During the last
interviews, nothing new emerged in the data, which may
indicate that the data was saturated (Polit & Beck, 2021).

The study was conducted in a PHC context in Sweden,
which may limit its transferability. To enable the reader to
establish the degree of similarity between our studied case
and the case to which the findings might be transferred
sufficiently, a clear description of the context and demo-
graphic backgrounds of the participants are given
(Patton, 2015).

Conclusion

The primary care organization does not support the nurses
in suicide prevention work, which highlights the need for
guidelines as well as routines for collaboration with other
care actors. PHC, as it is designed today, poses a risk of
missing suicidal patients, as nurses may refrain from asking
about suicidal thoughts due to fear of getting affirmative
answers and not having the knowledge and time to take
care of this. Suicide prevention work requires both formal
competence in the form of education and real competence
obtained through experience. Therefore, suicide prevention
work needs to be given greater focus both in education
as well as in the ongoing clinical work. Nurses need the
right skills to meet suicidal patients, as it has been shown
to reduce stigma in patients and make nurses pay more
attention to and prioritize suicide prevention work to a
greater extent. As patients may have difficulties commu-
nicating suicidal thoughts, nurses need to be given time
and competence for this work. Relatives today do not have
an obvious role in PHC. As they possess important infor-
mation and know how the patient is in their habitual state,
they could play a significant role in suicide preven-
tion work.
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