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ABSTRACT

Suicide continues to be the main external cause of death in Spain. Andalusia is the region
with the highest number of suicides in the country. It is important to address its prevention.
Here we describe how people who have attempted suicide access and are treated by the An-
dalusian Health Service. A qualitative study was conducted exploring public health care and
its assessment. Data were collected through in-depth interviews with health professionals,
patients, family members and relatives. This search was complemented with ethnographic
information, all of which was explored following a combined strategy of analysis in line
with the grounded theory assumptions. The results reveal setbacks in access to the health
system, and stigmatised representations among professionals. At the same time, limita-
tions due to lack of training and uncertainties in risk management were identified. Finally,
strong difficulties were found among family members and patients, as they face stigmati-
sation and taboos that lead to profound vulnerability, especially in areas with fewer resour-
ces. All of this hinders early detection and reduces the capacity for prevention.
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RESUMEN

El suicidio contintia siendo la principal causa externa de muerte en Espafia. Andalucia es
la regién con mayor ntimero de suicidios del pais. Es importante abordar su prevencion.
Aqui se describe como las personas que han sufrido tentativas de suicidio acceden al Servi-
cio Andaluz de Salud y son atendidas en este. Se realiz6 un estudio cualitativo explorando
la asistencia sanitaria ptiblica y su valoracién. Se recabaron datos mediante entrevistas en
profundidad, tanto a profesionales de la sanidad como a personas afectadas y familiares de
estas. Esta busqueda se complement6 con informacién etnografica. Todo ello se analiz6 si-
guiendo una estrategia combinada de exploracion atendiendo a los presupuestos de la teoria
fundamentada. Los resultados revelan contrariedades en el acceso al sistema sanitario y re-
presentaciones estigmatizadas entre profesionales. Al mismo tiempo, se identificaron limi-
taciones por la falta de capacitacién y las incertidumbres en la gestion del riesgo. Finalmen-
te, se comprobaron fuertes dificultades en familiares y supervivientes, pues hacen frente a
la estigmatizacién y a los tabtes con profunda vulnerabilidad, especialmente en las zonas
con menos recursos. Todo ello lastra la detecciéon temprana y resta capacidad de prevencion.

PALABRAS CLAVE: intento de suicidio; Servicio de Salud; registros médicos; derivacién y con-
sulta; atencién al paciente; familiares cuidadores.

1. Introduction and background

A person dies from suicide every 40 seconds. According to the WHO, suicide, with a
global rate of 10.5 cases per 100,000 inhabitants, poses a grave public health problem
and it is now even included as one of the objectives of the 2030 Agenda for Sustaina-
ble Development — Indicator 3.4.2 — published by the United Nations (World Health
Organization [WHO], 2021). The rate is 1.8 times higher among men than it is women.
This is particularly the case in European countries (WHO, 2019). Moreover, for each
suicide, there are estimated to be up to 20 suicide attempts, with this proving to be
the greatest risk factor and the key area for improving its prevention (WHO, 2014).
The issue does not affect just the victims; rather, it has an impact on the entire social
environment: relatives, loved ones and friends. For each suicide, it is estimated that
between six and fourteen people are severely affected (Clark and Goldney, 2008; Jor-
dan and McIntosh, 2011).

In Spain, suicide continues to be the number one external cause of death — with a rate of
7.5 suicides per 100,000 inhabitants — making it deadlier than traffic accidents, homi-
cide and gender-based violence combined in terms of deaths recorded (Spanish Nation-
al Statistics Institute [Instituto Nacional de Estadistica, INE] 2019). This seems to be a con-
tinuing trend, with no great variation experienced over the past twenty years (Saiz and
Bobes, 2014), with the greatest suicide rate coming in 2014 (8.4) and the lowest in 2010
(6.8). Despite these alarming figures, Spain does not have a national suicide prevention
plan, and as such, it is an ongoing issue that has yet to be resolved (Saiz and Bobes, 2014).

At first glance, suicide would seem to depend on a series of personal factors. How-
ever, as discovered by Durkheim (2012), by focusing not on the individual inci-
dent, but instead on the overall impact — the suicide rates in each society, group
or social category — we can see that it is littered with consistencies. A quick look
at the historical figures on the suicide rate in Spain (Barricarte et al., 2017) tells
us that Durkheim’s almost two-centuries-old hypotheses still ring true (Semi-
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nario de fundamentos cldsicos de la sociologia [“Lectures on Classic Fundamentals
of Sociology”], 1999). In fact, and by way of example, the suicide rate in France
has historically been double that of Spain. Another constant that can be seen is the
decrease of the suicide rate during socio-economic crises and its increase during
boom years. This goes some way to explaining what happened with suicide rates
during the global Covid-19 pandemic (Pirkis et al., 2021). This has been coined
the “good health paradox in pandemics” (INE, 2021), something that has been
observed globally (see also the analysis in “Surprisingly, suicide has become rarer
during the pandemic,” 24 April 2021).

The fact that these consistencies continue to occur helps transform suicide from
an event that has “its own unity, individuality and consequently its own nature
[...]into a dominantly social event” (Durkheim, 2012: 5). As such, it is subjected to
real forces that impose themselves on it: “the individual is dominated by a moral
reality greater than himself: namely, collective reality” (ibid.: 6).

In modern society, people who have committed self harm (whether or not re-
sulting in death) or who have or have had suicidal thoughts are considered men-
tally sick, and they are referred for specialist care in specific healthcare estab-
lishments (psychiatric hospitals, mental health units, etc.). If we take Goffman’s
(2001/1961) definition, they can to a certain degree be considered “total institu-
tions”, as they are settings for supervision and re-socialisation (with rigid rule
structures in place) which force a person to transform their own image, although
they do not quite stretch as far as coercive organisations (with closed doors, bars
in the windows, security, etc.). Continuing with Goffman, each society fosters
special ways in which service providers and clients interact with one another,
with those deemed a suicide risk being represented by healthcare professionals in
the public healthcare system, who must deal with “the client”, in other words the
affected parties, their family and loved ones.

The WHO announced that it was imperative to adopt urgent suicide prevention
measures (WHO, 2019) and the strategies required to implement them, prioritis-
ing the need to properly register, monitor and locate people at risk of suicide in
the public health system (PAHO, 2018). Prevention is possible, and it begins by
training primary care healthcare professionals to detect suicide risks, as 83% of
people who die from suicide seek assistance in this setting in the year prior to
their death, and even 66% during the month prior (Giner and Guija, 2014; Luo-
ma et al., 2002). The next step is being able to correctly classify the severity of
the risk, thus enabling the person affected to access the most suitable tools and
level of care (WHO, 2000). Finally, in each case, personalised records must be
kept containing information on previous suicide attempts or on any other details
related to cases of self-harm.

In order to effectively implement this prevention plan, the Spanish autonomous
communities have drawn up their own action plans. Andalusia, the country’s most
populated region, is one of the areas with the highest number of deaths by suicide
each year (Chishti et al., 2003; Cérdoba-Dofia et al., 2014), and it has devised several
directives on caring for people at risk of suicide and drawn up a number of guides
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containing practical recommendations for healthcare professionals (Basaluzzo
Tamborini et al., 2010; Rueda Lopez, 2010). These guides come to the conclusion that
people who are at risk of committing suicide are generally not currently on the most
suitable care pathways, and this inhibits their adequate monitoring. It draws our at-
tention in particular to those who have not been admitted to institutions specialising
in mental health. All of this is clear proof that the real risk run by people with the
intention of committing suicide is not being considered (Oquendo and Mann, 2008).

In this regard, the general objective of this study is to describe how people at risk of
suicide access the National Health System in Andalusia (NHS-A), how they are cared
for and how this information is recorded. In addition, its specific objectives focus on
gathering the opinions of family members and friends, as the impact that the suicide
of aloved one has on them is another risk factor that must be corrected (PAHO, 2018).
This research forms part of the EUREGENAS (European Regions Enforcing Actions
Against Suicide) project, which aims to bolster suicide prevention actions (Eure-
genas Project, 2012).

2. Theoretical context

In this investigation of suicide, going beyond Durkheim’s perspective, the biomed-
ical model of public health has taken priority, although, from a sociological point of
view, this fails to fully consider the micro and macro view of the fundamentals of the
sociological approach to suicide research (Wray et al., 2011). Here we see an attempt
to address the issue from this perspective, which suggests dealing with the process
of “institutionalisation” of the survivor, or the person at risk of suicide, and the en-
suing social “stigma”.

The process through which one becomes a “man”, in the terms used by Berger and
Lukmann, “takes place in an interrelationship with an environment” (2003: 66).
Therefore, the environment in the social construction of humans is of utmost im-
portance. As such, life around suicide is constructed socially, and in it the institutions
where this process occurs play a fundamental role.

The institutionalisation process entails integrating oneself into this environment. In
order for this integration to come about, habituation is a must, something that is a
precursor to any institutionalisation process. All human activity is subject to habit-
uation, meaning that people give meaning to their everyday activities and legitimise
the daily order of their lives.

It is at this point when it becomes necessary to explain the greater part of the
process of institutionalising the person at risk of suicide, which takes place in
healthcare establishments, and which involves socially objectifying the solution
to the problem, in addition to performing legitimised routine actions in these in-
stitutions.

The concept of stigma, on the other hand, is a challenging one as Goffman’s concept
reduces it to a mere “attribute that is deeply discrediting” and which reduces the
bearer “from a whole and usual person to a tainted, discounted one” (1963: 3). How-
ever, this concept has evolved, and authors such as Link and Phelman, complement-
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ing the definitions put forth by others (Jones et al., 1984), and particularly applying
it to the context of mental health, propose a conceptualisation that is of fundamental
use to this work, as they understand that stigma exists when five interrelated com-
ponents come together: “In our definition, stigma exists when elements of labelling,
stereotyping, separation, status loss, and discrimination co-occur in a power situa-
tion that allows these processes to unfold” (Link and Phelan, 2001: 370).

Both labelling and stereotyping are part of our cognitive processes, which Susan
Fiske (1998) tells us must be connected with the social context, and which are the
precursor to our tendency towards behaviour that can be expressed as prejudice, dis-
crimination and exclusion (Augoustinos and Walker, 2001).

Given this context, our general objective here is to describe the healthcare received
by people who have survived a suicide attempt and accessed the Andalusian Health
Service (SAS)’s mechanisms. Our specific objectives are identifying the processes of
stigmatisation and institutionalisation that occur behind this access to the system
as well as the dynamics of healthcare, describing the discourse of professionals and
exploring the assessment of this care by the people affected and their families.

3. Methods

The social context in which this investigation is conducted focuses solely on the 2008
financial crisis, which further heightened the socio-economic factors most associ-
ated with poor mental health (poverty, low levels of education, social fragmentation
and inequality and unemployment). Back then, the SESPAS report (Gili et al., 2014)
recorded a dramatic increase of mental health disorders in primary care settings.

This investigation is limited to the two Andalusian provinces of Mdlaga and Jaén,
whose high suicide mortality rate is above the regional average (Institute of Statis-
tics and Cartography of Andalusia [Instituto de Estadistica y Cartografia de Andalucia,
IECA], 2017), and where the proven link between the prevalence of people who suffer
from mental illnesses and the impact of inequality on a financial level, as well as in
terms of the quality of social relationships and the differentiation of status in socie-
ties, is most obvious (Pickett and Wilkinson, 2010).

3.1. Data sampling and collection

In order to tackle this objective, a qualitative methodology was adopted, combining
ethnographic work with discourse collection (Krippendorff, 1990), for which pur-
pose in-depth, semi-structured interviews were conducted, alongside observation
in both the institutional (healthcare professionals) and private spheres (people at
risk and their families and/or loved ones). In this sense, we took on a more partic-
ipatory role as “social assistants” when dealing with survivors of suicide and their
families, while when faced with healthcare professionals it was an “investigative”
role. Thanks to these two different roles, we were able to record discourse and note
down observations in the field diary simultaneously, allowing the observations to be
interpreted later a posteriori (Guasch, 2002).

85


https://doi.org/10.54790/rccs.6

CENTRA Journal of Social Sciences | 2022 | vol. 1] no. 1 Patricia S. Sénchez-Muros Lozano

The study centred around three levels of analysis and their corresponding units of
observation:

1) Access to the Andalusian Health Service (hereinafter, SAS) by the person at risk.
In this case, the units of observation are the healthcare services, which we can
further subdivide into institutional structures (and three levels of healthcare) in
order to observe them in more detail:

a. Primary care (health centres and rural practices, from now on HC and RP,
respectively).

b. Mobile (ambulances) emergency care services (from now on MECS).

c. Hospital accident and emergency departments (from now on A&E).

d. Specialised hospitals with high treatment success rates (from now on SH).

2) Care given. In this case, the units of observation are healthcare professionals, also
broken into three different levels:

a. General practitioners (from now on GPs).
b. Emergency healthcare professionals.
c. Mental health specialists (psychiatry/neurology).

3) Assessment of the care given by the people affected. The units of observation are
the people who have attempted suicide, as well as their families and loved ones.

When observing these units, a strategic, non-probabilistic sample was taken, “whose
selection of sample units meets subjective criteria, in line with the objectives of the
investigation” (own translation, Gonzalez and D’Ancona, 1997: 200). In order to
achieve this, three types of sample units were determined: healthcare services, pro-
fessionals and people affected. These three levels were confined to the local health
areas of Jaén-Sur and Malaga-Valle Guadalhorce.

The following inclusion criteria were used when selecting healthcare professionals:
1) those who have been working in the same establishment and role for at least two
years, and 2) those who have treated patients at risk of suicide, or even those who
have died of suicide. This selection was made by the Mental Health Clinical Manage-
ment Units (hereinafter, MHCMU) of both health areas. These units were responsible
for choosing and personally contacting both the healthcare professionals who met
the inclusion requirements and the people affected.

A minimum of 10 interviews was considered necessary for each area, and attempts
were made to keep the number of interviews in proportion in terms of the gender of
the healthcare professionals and the healthcare services where they worked. Inter-
viewees were sent a letter outlining the objectives of the study and a consent form by
their corresponding MHCMU. A total of 17 healthcare professionals, 4 suicide sur-
vivors and 4 of their family members and/or loved ones participated, resulting in a
sample size of 25 individuals. No healthcare professionals or interviewees refused
to collaborate in our investigation. Table 1 shows the distribution of the sample of
healthcare professionals who participated.
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Table 1
Healthcare professionals by service type, health area and gender
Jaén-Sur Mélaga-Valle Guadalhorce Total
Participants and services Male Female Male Female
PC doctors (health centre) 1 1 1 1 4
PC doctors (rural practice| 1 1 1 1 4
MECS doctors™ 1 1 - 1 3
ASE doctors™ 3 1 1 1 6
Total 6 4 3 4 17

Note: * A&E: Hospifal accident and emergency department; MECS: Mobile emergency care services (ambulances).

Table 2 contains the distribution by gender and health area of the survivors and their
families and/or loved ones. The underrepresentedness of male family members was
due to the pre-selection performed by the MHCMU based on the willingness to par-
ticipate in the study, authorisation by means of informed consent and the availability
of people fitting this profile.

Table 2

People who have attempted suicide and their family members by health area and gender
Jaén-Sur !\G/\Slaa a?f-m\cffclzlg Total
Male Female Male Female

Patient 1 1 1 1 4

Family member - 2 - 2 4

Total 1 3 1 3 8

Once the participants were selected, a field diary was kept in which the data collect-
ed for each health area were recorded. The data were collected from the practices
and at the homes of the participants of the study. The audio of all of the interviews
was recorded, each lasting a maximum of 70 minutes, and simultaneous observation
was performed, with all of the notes being kept in a diary. The fieldwork was carried
out during the month of April 2011, during which time the framework of Strategy 3
“Mental Health and Gender” of the IT Comprehensive Mental Health Plan of Andalu-
sia (PISMA) was adopted (Del Pino Lépez, 2013). This plan was followed by ITI PISMA
2016-2020, which continues to propose the design of a specific region-wide suicide
prevention plan, led by the MHCMU.
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3.2.Analytical categories

The content of the interviews was based on a review of the literature, the attainment
of this study’s specific objectives, the adaptation of the WHO’s tool for suicide pre-
vention for general practitioners (WHO, 2000) and the recommendations for detect-
ing people at risk of suicide and acting accordingly aimed at Andalusian healthcare
professionals (Huizing et al., 2016). The script was written to help achieve the objec-
tives of the investigation and it structures the guided observation in accordance with
the aspects referred to in Table 3.

Table 3

Guide to analytical categories

Block Categories of analysis

. Access to the healthcare  The person's ways of reaching the health system

network Community officers involved
Circumstances around their access to healthcare
Interventions aimed at family members

II. Risk assessment Who assessed the risk in the initial stage
How it was assessed, depending on the health service accessed
Where the risk assessment was performed

I1l. Referrals Referral types by risk classification

Referral protocol employed in each case
Actions taken depending on the risk type and healthcare service
IV. Recording of information  Information recorded about the person affected risk/healthcare service
Who wrote the clinical report
The medium on which the report is recorded
Who the information was passed on to

V. Professional barriers Difficulties of professionals in detecting and treating the person af risk
Professionals’ willingness fo undergo fraining

VI. Family intervention Infervention with loved ones
Opinion of families and people who have attempted suicide on the healthcare received

Main demands on the public health system
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3.3. Analysis

This is a cross-sectional investigation which uses a strategic sample for descriptive
purposes. The analysis methodology used has followed the grounded theory (Strauss
and Corbin, 2002). This strategy bases itself on the idea that every analysis must go
beyond merely describing the social reality being investigated, recognising its sub-
jectivity. Its goal is to lay bare the points of view and perspectives of the subjects of
the investigation. For this reason it is coded in three stages — open, selective and
theoretical coding — in which the information is fragmented and checked for regu-
larities, linked categories are promoted, and a proposal for a fundamental and latent
social process is made, respectively.

In order to carry out this process, a collaborator transcribed the material and a re-
searcher performed a pre-analysis, identifying the categories that appear in Table
2. These were contrasted with those of other researchers who were participating in
the project. During this phase, the categories were evaluated in order to explore their
relevance and adapt them to the data obtained. Once they were validated, all of the
interviews were codified, fragmenting the categories by job role, healthcare service
and health area. In order to describe the type of information gathered at each level of
care, the results were graphed using CAQDAS CmapTools (v6), which was developed
to organise and display findings in a concept map (Lee and Fielding, 1991). A graph
was created for each level of care so that they could all be later joined together in
a single graph which would display all the types of access, interventions, referrals,
procedures and monitoring. In order to explain the possible family interventions,
as well as the barriers or obstacles faced by the professionals, a category analysis
was performed which explored their opinion of the clinical practice and the main
difficulties the professionals found when managing these cases, in addition to the
opinion of suicide survivors and their family or loved ones of the healthcare. This
information is presented as text.

4. The institutionalisation of people at risk of suicide

4.1. Constructing stigma: institutional structures and professional
discourses on people at risk of suicide

The results are shown in a flowchart (Figure 1), which describes how people who
have attempted suicide enter and leave the different services and levels of health-
care. Alongside this are the procedures, types of referrals between healthcare levels
depending on the level of suicide risk (serious, moderate, low/no risk), the type of
professional who treated them (GP, emergency doctor, etc.) and the information that
was recorded.
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Figure1
Healthcare circuit for people at risk of suicide in the SAS

Call the Police

Call to emergency number| P
(061; 112) outine
2 appointment|
Tn-person at the healthcare service

Patients and/or family members at
the health centre

Being monitored by CMHU

HEALTH CENTRES
AND PRACTICES

AT THE PRACTICE
PRE-HOSPITAL EMERGENCY CARE

GENERAL
PRACTITIONER

EMERGENCY HEALTHCARE GENERAL at the practice
DOCTORES PRACTITIONER (eP)
(MECS) In the departmente (GPED)
\ / Consultation
Form

Travelling to the place of the suicide attempt

s

- Intervention
- Intervention - Stabilisation
- Stabilisation

ASSESSMENT ::nim:nf::t“ Shoaeare CHHU DISCHARGE
st pe (Psychiatry)
Emergency
Form
[Severe]

{5 MONITORING

Descharge form
with recommendations

for family members.

sH (x%)) @
HOSPITAL

GENERAL ACCIDENT AND
EMERGENCY DEPARTMENT (A&E) INEURGTIOGY] wa-l(l;-:;-c:u::)lth unite

TRIAGE (A&E Nursing)

j
B

CRITICAL (Severe) NON CRITICAL (Moderate o Low)
Transfer to Transfer to
intensive care unit Outpatient clinic
- Intervention
- Stabilisation
e H [WIGH RISK] Severe disorders or Admission
’—> Special ituations (") —" ¢ hospital

\ MODERATE RISK| ‘Appointment.
for patient Referral to

Admissiones into the System/direct referrals

DISCHARGE | 1ihi s
Indirect referrals

Patient release/Discharges

Three different ways of accessing the health network have been observed, depending
on the risk level and the time and place of the suicide attempt.

First is access to non-hospital emergency care. This may be by calling the emergency ser-
vices and/or community officers (Local Police or Civil Guard). The way of gaining access
to the healthcare network differs depending on whether the attempt occurs in an area
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with no nearby or open public health centres, or whether it has resulted in death or serious
injury. In these cases, the officers visit the place where the suicide attempt has occurred
and notify the MECS. The ambulance’s emergency medical team performs a first assess-
ment and intervention in situ depending on the level of risk of death presented: if the risk is
moderate or severe, they perform interventions in order to stabilise the patient and trans-
port them to the nearest hospital (or SH). The patient continues to receive care in A&E. If
there isalowrisk of death, they perform interventions in order to emotionally stabilise the
patient, before referring them to their GP for continued care at their practice.

Information on this primary care is recorded on paper on an “Emergency Form”, which
contains the date, time, place and reason for care (ICD-10 codes X60-X84), without spec-
ifying the type of suicidal intention (ideation, repetition, gesture, etc.). The interventions
performed are also recorded here. This sheet is given to the person who attempted suicide,
if they are conscious, so that they can hand it over to the staff when they reach the hospital.

In this scenario, the healthcare professionals create their own discourse about the
“client”. As such, on the one hand, MECS professionals are able to indicate the dif-
ficulties they have faced when treating a person at risk of suicide. They categorise
situations as “aggressive” when the person they are caring for does not want to be
treated. In addition to these interpretations of the situation, they also add any re-
strictions experienced in accessing clinical information from different care levels.

I don’t know why, but in out unit, we need authorisation from the patient or their

family, or from the chip, and not all diagnoses, unless they are admitted, are en-
tered in their Diraya record: (male, GP-RP-J07)>

[If we don’t see previous information] we don’t know what’s happened (female,
MECS-M13).

Another common interpretation is that they are obliged to pass on information. Time
and again they claim it is counter-productive to inform the person affected, and es-
pecially their family, of all of the observations performed by professionals, especially
when family conflicts are detected as a cause:
[Regarding the clinical report] the patient shouldn’t be able to get their hands on
it [...] As a doctor, it’s not something I think the patient should be able to see, but

it is absolutely necessary that they know who the next professional who’s going to
treat them is (male, GP-RP-J07).

Secondly, the person affected is transported to a hospital or health centre in order
to be treated. Once again this depends on proximity and availability, and they may
be taken to a HC, RP or hospital. In this case, the emergency healthcare professional
evaluates the risk level and assesses whether they should be referred to a different
level of healthcare. If the person affected goes to a HC, the primary care professional
is responsible for assessing the risk level. If they deem the patient to be high risk
(or if they have a special condition), they request referral and emergency transfer
to a hospital (by filling in the P-10 referral form). The patient may be transferred
by ambulance or taken by a family member. If the risk level is low or moderate, the
primary care health professionals may refer the person at risk of suicide to the com-
munity mental health unit (hereinafter, CMHU) or, if there is a long waiting time, to
A&E. This information is recorded in the “Consultation Form” and added to the SAS’
Diraya digital system. This form includes family history and past suicide attempts, as
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well as possible causes, regular medication and accessibility to lethal means. If they
are transferred to the hospital, a physical copy of this form is given to the person who
attempted suicide.

If the person affected is taken straight to the hospital, the nursing staff perform tri-
age in order to complete an early assessment of the risk level. If the risk is deemed to
be high, the person affected is referred to the intensive care unit (ICU). If the risk is
low or moderate, they are sent to the outpatient clinic. In either case, the emergen-
cy healthcare professionals at both locations perform the necessary diagnostic tests
and studies and stabilise the person affected both physically and emotionally. Once
they have been stabilised, if there is still a high risk, an emergency psychiatric spe-
cialist is asked to perform another assessment and they may discharge the patient,
request that the patient be admitted to the hospital’s mental health unit or refer
them to the CMHU for follow-up. When the patient is discharged, they are trans-
ferred to primary care for follow-up. The care received in the hospital is recorded
digitally in an “Emergency Form”, which includes the data from the “Consultation
Form”, the interventions performed at the hospital’s A&E department, and a psychi-
atric assessment, if applicable.

If we apply the definition of “stigma” proposed by Link and Phelan (2001), in the
first notes made and the emergency healthcare professionals’ discourse records, we
can already see the use of labels, barely hidden beneath metaphors, which are clear
proof of how this type of “client” is treated differently:

There are some patients who... it’s easier to talk to a brick wall than it is to them
(male, A&E-]J01).

Sticking with Link and Phelan, the second component, the link between the label and
negative stereotypes (“they don’t collaborate”, “they deny having an illness”, “they
refuse care”), is somewhat reactive:

The family may be asking for a lot, but if the patient doesn’t collaborate, [in other

words] if they deny they have an illness, they refuse to go to the doctor’s for even
five minutes... (male, GP).

The social cognition process occurs when the labelling and associating of the be-
haviour with negative attributes justifies the display of negative attitudes towards
this kind of patient. Their rejection becomes legitimised as it is implied that repeated
attempts are the “fault” of the person at risk of suicide, resulting in the following
kind of scenario:
[...]You can see that they repeat this behaviour, that nothing changes[...] It annoys
you. You stop caring about them so much. You’d like to be able to take control of

the situation. And be able to manage the family. And in A&E we use resources that
shouldn’t be used for this kind of patient (male, doctor in A&E-J09).

[...] They’ve already passed through a pain threshold due to recurrence, and they visit
the practice with a certain amount of apathy, indifference even (male, GP-HC-M14).

From this point of view shared by emergency healthcare professionals, the work that
carry out is always being questioned. They feel obliged to legitimise their actions and
they therefore need a cause which justifies observation, diagnosis and treatment.
This establishes the “standards” that people who use the health service “must” fo-
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llow. Add to that an institutional structure that doesn’t grant healthcare profession-
als the physical space and time needed to properly care for people in this situation:

[We need spaces] that aren’t shared by so many people and so loud, as well as spa-
ces that allow us to properly observe the patient (male, A&E-J01).

Finally, it is possible to access the health system by requesting an appointment,
through referral from another service or if follow-up is required for specific sequelae
(such as of the throat or neck as a result of hanging or the ingestion of toxic products).
In these cases, there are also significant barriers in terms of the information recorded.
The first barrier is the fact that the professionals are restricted to a single ICD code
that does not differentiate between gestures, ideation or repetition, something that
is made up for in the interview at the practice. A&E departments do not have access to
the assessments performed by mental health departments, and MECS professionals
underscore the importance of this gap in gaining a better understanding of the situa-
tion and that of the people affected. GP professionals, for their part, also highlight the
significance of a lack of information and the obstacle that it poses, as it limits their
involvement to pharmaceutical prescription, and in the event of a new suicide attempt
this propels the “counter-referral” dynamic and multiplies the risk.

If you see that you have a patient who is insistent, one who is showing clear signs
of problems (they’re not sleeping, they are very anxious, etc.), they need to be re-
ferred to psychiatry [hospital mental health unit], or you have to take them your-
self to the mental health clinic [CMHU] (female, GP-RP-M17).

4.2. Constructing stigma trajectories in families and loved ones

Each suicide survivor displays their pain in a different manner, though all families af-
fected share the same opinion: “The biggest scare of my life”? (F.2. Female. Malaga).

The shocking testimony of a young female survivor of several suicide attempts,
which uncovers the thought process involved in that crucial moment, reveals how
the first recourse of healthcare seems like the only way out:

I was a very active and open person [...] As I’ve already attempted it [before], I
know that all it takes is one minute. One minute during which you forget about
your family, you forget that you have children [...] It’s such a fleeting moment
that... [Pause] that when you’re thinking about it, before that moment is even
over, you tell yourself “Ineed help” [...] You already know that it’s just a matter of
days, or even hours (S.1. Female. Jaén).

She even specifies to what extent healthcare serves as a “lifeline”:

Your body gets used to treatment. So, every certain amount of time, you need for
them to change your treatment. You have the intention of harming yourself. But
there [the acute medical unit], you know that you’re going to be watched closely
day and night (S.1. Female. Jaén).

The discourse of patients and their families leaves little room for doubt of the role played
by healthcare, or lack of, in their lives. All of the healthcare professionals involved, on the
other hand, consider the family members and loved ones to be main players, thanks to be-
ing both key sources of information and the people responsible for providing special care
for the person affected from the moment they are discharged from the healthcare service.
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However, the total lack of basic resources for those affected (such as guides, cata-
logues or directories) which may meet their needs, particularly those for vulnerable
collectives such as minors and groups at risk of social exclusion, is completely over-
looked. This is a key issue for the families:

I'd like for there to be a place where you can go and talk to people... People going

through similar things, even if there’s no doctor present. A type of meeting for
people who are facing the same problems (F.2. Female. Malaga).

Neither professionals nor families mention any type of specific assistance, conso-
lation or social support service for this purpose. Particularly glaring is the lack of
specific initiatives for young children of people who attempt suicide, with this de-
mographic being completely ignored.

Family members, meanwhile, partially represented by the women selected for this
study by the MHCMU, whether mothers, wives or daughters, are the ones who must
act as informal carers. The immense pressure that this implies, adding to the emo-
tional impact of the situation, reflects the distress and constant fear of further suicide
attempts. This mainly occurs in families that have already witnessed previous episodes
and seen similar cases in the town where they live. They live in a state of trepidation
that there may be a contagion effect, described as the Werther effect (Niederkroten-
thaler et al., 2010), which results in the use of the dichotomous labels of “us”/”them”.
In this sense, factors such as the linking of negative stereotypes associated with rejec-
tion, discrimination, status loss and exclusion once again converge, especially if this
occurs in a rural setting. This is how one carer expressed her fear:

I've lived in X [rural village] for 26 years, and I could tell you about 30 people. In

other words, at least one person a year who has committed suicide [and did they

manage it?] Yes, yes. As well as others who attempted it. I could give you names

and numbers [...] Every time one happens, I record it. I could almost tell you the
order in which they happened (F.1. Female. Malaga).

A profound discourse of the survivors and their affected families gradually emerges,
which reveals how having experienced a suicide attempt (whether or not the per-
son affected survived) makes them feel a “social force” that pushes them little by
little towards isolation and loneliness. And although they do not say as much, they
do know that the suicide of a family member is taboo in their shared social spaces,
which further strengthens this invisible line that separates “us” and “them”.

Just having someone to talk to who knows what it’s like, who understands the fear
that you have, because it’s really scary (S.2. Male. Malaga).

[...] we start to cry [whenever we talk about it], so the less we talk about it, the
better (S.2. Male. Malaga).

The difficulties are compounded in rural areas, where families experience these feel-
ings with a greater intensity, given that the increased social isolation and greater
distance from specialist services do nothing to help reduce this feeling of stigma.
The lack of specialised mental health services, particularly emergency psychiatric
services, as well as the lack of awareness regarding support resources+, all increase
this sense of isolation. Here it is worth further highlighting the particular lack of re-
sources available to vulnerable collectives.
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In this sense, community professionals in rural areas point towards the need to im-
prove shared GP practices and the available ICT resources for preventing suicide.

5. Discussion and conclusions

The analysis of this information suggests people at risk of suicide are institutional-
ised in the Andalusian public health system. In other words, on the one hand, insti-
tutionalised structures are constructed and, on the other, scenarios and discourses
are generated that provide evidence of a difficult attitudinal climate. Consequential-
ly, families are also becoming integrated into this process, which results in increas-
ingly more stigmatising trajectories as it progresses. This process is also propagated
in the media when talking about suicide among adolescents (Sanchez-Muros and
Jiménez-Rodrigo, 2021).

The institutionalisation process begins with admission to the healthcare service.
This first point of the system differs depending on when the attempt occurs and its
severity. The person at risk and their family members follow a care pathway that
puts up barriers preventing them from receiving correct and proper treatment, thus
inhibiting the prevention of suicide.

The discourse on rejection seen across all the levels of care analysed contributes
to the process by creating specific professional jargon which justifies — whether
due to a lack of specific training, necessary resources, ability or communication
— the inability to provide correct care. This issue coincides with other investiga-
tions (Saunders et al., 2012), and these barriers are similar to those already found
in other investigations which indicate the need to focus both on early detection
(Bajaj et al., 2008; Hawton and Van Heeringen, 2009) and on necessary training
for primary care, emergency and mental health healthcare professionals (Mufioz-
Sanchez et al., 2018). Institutionalisation complicates the sound assessment of
the risk and the determination of the specific care that should be given for the risk
posed by the person affected, a topic that has also been dealt with in other studies
(Gensichen et al., 2010).

Properly recording information on the person who has attempted suicide and who
is seeking care from the public health service takes on more or less importance de-
pending on how the institutions and professionals construct the scenario and its dis-
course regarding the event that has occurred in a social context. Both the recording of
information of each case and access to the clinical history can vary according to the
way in which the person at risk accesses the system. Health services do not uniformly
record information, nor do they access this information in the same way, and this
variation results in the delayed detection of risks as it impedes the anticipation of the
severity of an attempt (Gotsens et al., 2011). The methods used to record information
on each case of suicide or attempted suicide, and its transfer to and level of accessi-
bility between the different care levels that the person at risk passes through, do not
meet the WHO’s recommendations (2018) designed to prevent a person from com-
mitting repeated suicide attempts and self-harming. This problem is also corrobo-
rated by other investigations that outline at least seven quality indicators that are
only met in less than a third of clinical reports (Miret et al., 2010). Overall, this proce-
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dure leads to “information vacuums” that healthcare professionals tend to make up
for through interviews with the survivors and/or their family members, thus giving
way to a certain level of bias that proves to be an obstacle to providing the right level
of care required at each moment.

Finally, the lack of health and social support for populations that are particularly
vulnerable only further consolidates stigmatised trajectories. The dearth of infor-
mation on resources or services designed to support family member or friends af-
fected by a loved one’s suicide attempt results in a lack of interventions for these
people. Non-existent suicide prevention in these groups only further aggravates the
risk. There is considerable demand for support groups to help care for people at risk
of suicide, although the scarcity of information makes these possible initiatives a
non-starter. The findings coincide with those of studies on the satisfaction of suicide
survivors and their family members with this type of healthcare, as well as the claim
that primary care is the healthcare service and level that is best suited to disseminat-
ing this information (Triafies Pego, 2014).

It is of vital importance to point out that families, particularly the women, are ulti-
mately left to perform the role of informal carer of the person at risk of suicide, as
they are the main custodians of the clinical reports, essential companions and carers
on constant alert, which increases their anxiety. These carers not only experience the
suicidal attempt or ideation, but they are also subject to a deep sense of pressure and
stigma, especially in smaller towns and villages, and they demand increased contact
with peer groups, highly rating initiatives designed to start up mental health support
groups for families. These same family members call for health and social workers to
provide them with adequate information on guidance and support resources and/or
services aimed at people who have suffered irreparable damage.

It is also essential to underline the limitations of this investigation, namely its small
sample size and ambition, which make it impossible to obtain conclusive results, al-
though we can take away suggestive findings. The structure and discourse analysis helps
overcome the limitations of the qualitative methodology, shedding light on the process-
es of social construction by extracting discursive components and structural dynamics,
thus helping create initiatives and policies that provide a solution to this problem.

Overall, the way in which people at risk come into contact with the healthcare net-
work, the procedure for recording case information and the shortcomings in the
healthcare received all play a vital role in the institutionalisation process of the per-
son at risk of suicide. Meanwhile, these factors foster the convergence of the com-
ponents of stigma, shrouding those affected by suicide risk and their family and/or
loved ones in it, which ultimately severely inhibits the prevention of suicide.
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1 “System used in the Andalusian Health Service as a digital medium for storing medical re-

cords. It contains all of the health information of every person cared for at health centres, ensur-
ing that it is available whenever and wherever it is needed in order to treat them, while it is also
used to manage the healthcare establishment” (Diraya, n. d.).

2 Key: Gender of the professional (binary: male or female); acronyms used for healthcare pro-
fessionals (A&E: doctors in hospital emergency departments; GP: general practitioner, primary
care doctors); acronyms used for healthcare services (HC: health centre; RP: rural practice); first
letter of the health area (J: Jaén; M: Malaga) and the identification number of the person inter-
viewed.

3 Identification codes for interviewees: F (family member) or S (suicide survivor), plus their
identification number. This is followed by their gender and province.

4 Both the specific mental health care services: children and adolescent mental health servic-
es, mental health therapeutic communities, mental health rehabilitation units (MHRU), men-
tal health day hospitals (MHDH); and the community and social support services: residential
programmes (care homes, supervised residences, respite care, home care), employment pro-
grammes (workshops, employment training courses, social enterprises), leisure and free-time
programmes (permanent spaces/social clubs, leisure and free-time activities), programmes
promoting and supporting mentorship schemes, mutual support programmes for families and
service users (mutual support initiatives, awareness-raising, managing social support pro-
grammes, fostering the participation of collectives), care programmes for inmates with severe
mental illnesses.
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