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Abstract The medical model continues to dominate research and shape policy and service 

responses to suicide. In this work we challenge the assumption that the medical model always 

provides the most effective and appropriate care for persons who are suicidal. In particular, 

we point to service user perspectives of health services which show that interventions are 

often experienced as discriminatory, culturally inappropriate, and incongruent with the needs 

and values of persons who are suicidal. We then examine ‘humanistic’ approaches to care 

that have been proposed as a corrective to an overly medical model. We argue that the focus 

on improving interpersonal relations set out in humanistic approaches does not mitigate the 

prevailing risk management culture in contemporary suicide prevention and may impede the 

provision of more effective care. Finally, we draw attention to the tradition of non-medical 

approaches to supporting persons who are suicidal. Using Maytree (a U.K. crisis support 

service) as a case study, we outline some of the key features of alternative service models that 

we consider central to the design of more culturally appropriate and effective interventions. 
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We conclude by making three key recommendations for improving services to persons who 

are suicidal. 

 

Keywords Suicide, medicalisation, crisis intervention, humanism, social values, social 

support 

 

Introduction 

 

In 2006, Don Richie, the so-called ‘angel of the gap’, was awarded a medal of the Order of 

Australia (OAM) for his self-appointed role of talking people down from a notorious suicide 

spot in Sydney known as ‘The Gap’. During his lifetime Richie intervened in more than 160 

suicidal events. He believed that much of his success was due to forming empathic 

connections with persons who are suicidal. Richie urged others to do the same. As he put it, 

"never be afraid to speak to those who you feel are in need. Always remember the power of 

the simple smile, a helping hand, a listening ear and a kind word.”1 Don Richie’s 

compassionate approach to those experiencing suicidal distress is intuitively appealing. 

Indeed his work struck a powerful chord with the Australian people. Lauded by the public 

and media alike, Richie – besides being nationally recognised with an OAM – was named 

Citizen of the Year for 2010, alongside wife Moya, by Woollahra Council and received the 

Australian Local Hero Award in 2011. Like humanistic therapeutic techniques, the appeal of 

Richie’s approach perhaps relates to his emphasis on empathy, connection, individual 

experience, and the assumption of basic ‘goodness’ about the suicidal person.2 

 

The provision of non-medical forms of suicide prevention is hardly new. In 1774, London’s 

Royal Humane Society established a tradition of humane care that provided the foundations 
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for subsequent organised suicide prevention services over the next two centuries. This 

included national organisations such as the National Save-A-Life League (U.S.A.), the 

Samaritans (U.K.), as well as international organisations such as the Salvation Army.3 

Services continue in this vein today, with volunteer organisations such as Sumithrayo (Sri 

Lanka) and respite centres such as ‘Maytree’ (U.K.) providing crisis care to persons who are 

suicidal using a ‘befriending’ model, which has been described as a non-intrusive, non-

judgemental, and trusting approach to care.4,5 Although on first view the befriending model 

appears to be fairly straightforward, evidence suggests that, like Don Richie’s compassionate 

approach, the therapeutic model of befriending is a sophisticated approach that has had 

considerable success in providing relief from stressful and life-threatening situations for those 

experiencing suicidal distress.4,6   

 

Yet, while befriender models are recognised as an organised, legitimate, and useful social 

intervention,7 the medical framework continues to dominate research literature and shape 

service and program responses to suicide in Australia and worldwide. This is not to say that 

the medical approach has not driven some important changes in community attitudes and 

treatment options. It is credited for mitigating – to some extent at least – condemnatory views 

and responses to suicidal behaviour.8 It has also helped to generate functionally useful 

concepts for reformulating human distress and suffering, thus rendering it manageable and 

providing therapies and programs to prevent its occurrence and assist those at risk.9 However, 

the considerable body of research that shows how suicide is socially distributed, and that 

underscores the sociocultural, political and economic conditions that foster poor mental 

health and distress, is yet to be incorporated into current medical understandings.10 

Accordingly, the medical approach is increasingly seen by many academics, service 

providers and service users as culturally and socially impoverished.11-13 



Beyond the medical model 

4 
 

 

Health care professionals have also questioned the value of the medical framework for 

clinical practice. Michel and others argue that the persistent focus on psychiatric diagnosis 

“often leaves the needs of suicidal patients unmet.”14 This view is supported by a growing 

body of international literature on service user attitudes to clinical services following an 

episode of nonfatal suicide. For example, a systematic review by Taylor and others found that 

the majority of service users viewed their experience with health services (specifically 

medical management, in-hospital psychiatric management and post-discharge management) 

as unsatisfactory.15 While many studies are less concerned with the type of management than 

with the experiences of service users, this research suggests that overall, service users found 

services that adopted a narrow medical framework as inappropriate and unhelpful.16-18 In 

many instances, contact with medical services actually discouraged future help seeking.17-19  

 

It is not the case that all suicide prevention, intervention and postvention services are the 

same. We acknowledge that there is considerable diversity and that current approaches 

incorporate both population-based and individual level strategies. Nevertheless, we would 

argue that a large majority of current population-based and community-led approaches such 

as gatekeeper training and suicide prevention awareness programs continue to operate within 

a medical framework. That is to say, one in which the primary goal is the identification and 

referral of persons who are suicidal to mental health services. Our view is that this continues 

to support an expert-illness approach to suicidal behaviour that overstates the efficacy of 

clinical treatment models in preventing suicide, while at the same time minimising important 

critiques of this model of care by service users and clinicians alike.  
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There is a recognised need to improve suicide intervention services. Preference has been 

expressed for services that are informal, broader in focus, and sensitive to the needs and 

values of persons who are suicidal.15,19,20 However, the power of medicine to structure 

services continues to be a major barrier to implementing such approaches. Thus, in what 

follows, we make a case for rethinking how suicide intervention services might be conceived. 

We use evidence to challenge two key presuppositions underpinning current suicide 

prevention policy and service design. First, that treatment and service models currently 

provided for persons who are suicidal are inherently beneficent rather than posing as potential 

harms to health and wellbeing.21 Second, that clinical health care services necessarily provide 

the most appropriate setting for the care of suicidal or recently suicidal individuals.17 In 

making our arguments, we draw on a growing body of international research to highlight the 

limitations of current health service and treatment models and discuss the need to improve 

care for persons who are suicidal. We then examine alternative ‘humanistic’ approaches to 

care put forward by researchers in psychiatry and psychiatric and mental health nursing and 

discuss the challenges and possibilities that such approaches present. Finally, to illustrate our 

point further, we draw on the example of Maytree (a U.K. crisis support service) to suggest 

ways that particular understandings and approaches toward suicide and persons who are 

suicidal might be effectively incorporated into suicide intervention programs.  

  

The problem of current clinically-based treatment and service models 

 

Clinical practice is a key component of suicide prevention.22 The push to more actively 

involve health practitioners in suicide prevention, together with the prevalence and increased 

risk of suicide and self-harm within inpatient psychiatric settings, means that clinicians need 

to be highly adept at addressing suicidal feelings and behaviour in the clinical encounter 23. 
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To this end, clinical guidelines such as the National Institute for Health and Care Excellence 

guidelines for self-harm, which highlight the importance of appropriate and continuing care 

for those who engage in suicidal behaviour, have been developed to inform and improve 

practice.24 Despite these guidelines, a number of systemic, institutional, and attitudinal 

barriers can affect the quality of care provided.  

 

Research indicates that service users continue to experience stigma and discrimination in 

services. For those who have engaged in a recent episode of nonfatal suicide, the emergency 

department often serves as the first point of contact with the health care system. Yet many 

service users report negative perceptions of their interactions with emergency department 

staff. Inappropriate staff behaviour including lack of empathy, humiliation, and perceived 

threats were cited as common reasons for service users’ negative experiences.15 A systematic 

review of the international literature on staff attitudes toward people who engage in self-harm 

or nonfatal suicide found that health professionals commonly held  negative views of service 

users, with many reporting feelings of irritation and anger.24  For example, studies reported 

that 55% of health professionals in the US and 49.3% in the UK had ‘hostile attitudes’ toward 

service users who engaged in self-harm or nonfatal suicide.24 Differences in attitudes were 

noticeable based on the location of the service (emergency department or psychiatric setting) 

and discipline (nurse or doctor), but overall, there was a sense that people who were 

hospitalised for nonfatal suicide or self-harm were less legitimate than other patient groups 

(for example, those hospitalised for cardiac or respiratory issues) and were, therefore, less 

entitled to care.24 

 

This is not to say that health professionals are uniformly unsympathetic. Research also 

indicates that psychiatric and general staff report feeling sympathy towards people who self-
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harm or engage in nonfatal suicide.24 Rather, discriminatory treatment of those who have 

engaged in nonfatal suicide is widely attributed to a lack of knowledge, competency, and skill 

in dealing with persons who engage in suicidal behaviour. It has been suggested that this 

reflects the professional culture of emergency medicine and the prioritising of physiological 

over psychological treatment.15,25,26 Such attitudes may be further impacted by a shortage or 

high turnover of staff, as well as the increasing demand for public hospital emergency 

department services and increasing hospitalisations for nonfatal suicide and self-harm.15,27 

Indeed, the negative attitudes and response of staff to the management of patients who have 

engaged in nonfatal suicide has been associated with higher levels of burnout and low 

personal accomplishment in staff.28 

 

The consequence of health care professionals’ negative attitudes and knowledge about fatal 

and nonfatal suicide has serious implications for the effectiveness of clinical practice.24,26 For 

example, many of those presenting to emergency departments following an episode of 

nonfatal suicide received no psychosocial assessment despite this being recommended 

practice.15 Among those who did receive assessments, experiences varied. Some described 

the assessment as routine, superficial, rushed, and disengaging.29,30 This is not to say that all 

interactions are negative. Positive experiences have been described where service users were 

allowed to share their distress and were involved in treatment decision-making and planning. 

It is notable that these kinds of interactions led to change, or the possibility of change, for 

persons who were suicidal.15,30 Yet it must be stressed that these positive kinds of interaction 

were the exception and not the norm. 

 

Discharge from emergency care was also reported as a common source of concern for service 

users. Discharge has been described as a disorienting and isolating experience with many 
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service users still struggling with the physical and psychological effects of their injuries.29 

Those who remained distressed, or felt they required further in-patient care, were left to 

persuade staff that things were sufficiently serious for them not to be discharged. Convincing 

staff was often difficult given prevailing negative attitudes and the pressure for in-patient 

psychiatric beds.30 The process of discharge planning, together with the delivery, duration, 

and level of aftercare provided has also been cited as a source of dissatisfaction for service 

users. While many individuals welcomed referrals to outpatient care and the opportunity to 

discuss their problems, referral processes were sometimes unclear, left to service-users to 

initiate, or involved considerable waiting times between discharge and the therapeutic 

intervention.31 These were not the only reasons that postvention care was problematic. Other 

reasons given included accessibility, the stigma associated with seeing a therapist, previous 

negative experiences of services, and the belief that therapy was not beneficial.30,31  

 

Taken together, the problems in health services laid out above can be viewed more broadly in 

consideration of the norms of care that govern the management of persons who are suicidal. 

Although suicide is acknowledged as a complex, multidimensional problem that requires 

sophisticated, integrated approaches, in most cases a reductionist, observation-led, and short-

term approach to management is adopted.11,32 To put it another way, short-term medical 

management and risk containment is privileged over personal relationships.33 Many of those 

who have engaged in suicidal behaviour or deliberate self-harm have therefore questioned 

whether the medical model is best suited to addressing their complex needs.18,30 It is also of 

concern that, as noted previously, some service users report that they did not seek medical 

treatment for subsequent suicidal behaviour.16,34 It is important to note, however, that if 

service users were given the opportunity to talk to someone about their problems in a caring, 

respectful, and nonjudgmental manner this was a significant indicator of quality of care and 
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increased the likelihood of further help-seeking.15,16,26,30 However, such beneficial 

interactions were infrequent. 

 

For those committed to supporting persons who are suicidal, the evidence suggests a clear 

need to improve health professionals’ knowledge, attitudes, communication and clinical skills 

in this area. Research indicates that an increase in knowledge results in more positive 

attitudes, which, in turn, influences health professionals’ sense of effectiveness.26,35 However, 

we should not overlook the institutional and professional issues that challenge staff in this 

endeavour. Ever-increasing workloads, growing demands for monitoring and accountability, 

together with a lack of resources, make new learning difficult.26 Even if institutional barriers 

can be overcome, it may be the case that busy biomedically oriented hospital settings are ill-

suited to delivering the kind of compassionate, empathic, and complex care and support 

required by those who engage in nonfatal suicide. Currently, efforts to redress the quality of 

care for persons who are suicidal for the most part focus on changing the caring practices of 

health practitioners. In the following section, we examine alternative models of in-patient 

care proposed by psychiatric and psychiatric and mental health nurse researchers and 

practitioners. 

 

Humanistic medicine and the support and care of persons who are suicidal 

 

Given that “no ‘singular’ treatment or intervention” appears to successfully address the 

problem of suicidal behaviour,32 and in light of the limitations of current service and 

treatment models, researchers in the field of psychiatric and mental health nursing have 

advocated strongly for a ‘humanistic model’ of nursing engagement. The proposed model is 

characterised by interactions in which nurturing and caring flourish.32,36,37 Such humanistic 
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approaches are not intended to replace evidence-based approaches to the management of 

complex symptoms.38 Rather, they provide a framework for nurses to respond to and connect 

with patients in order to ease suffering, promote wellbeing, and encourage hope and personal 

growth.32,38,39 Humanistic models emphasise the importance of establishing meaningful social 

relationships, experiences, and participation in life – a process that entails significantly more 

than simply ‘treating’ the ‘condition’ of suicidality.20  

 

A similar shift has also occurred in the field of psychiatry where there is growing recognition 

that the traditional medical model does not always meet the needs of persons who are 

suicidal.14,40 To this end, recent work has begun to acknowledge the importance of 

understanding subjective experiences of suicidal distress and of fostering a deep empathic 

appreciation of the patient.14 Rather than thinking in terms of the causes of suicidal 

behaviour, clinicians are called on to attend to patients’ stories in order to build a therapeutic 

relationship, develop a shared understanding of suicidality in the context of the patients’ life, 

and to assist the patient to re-establish a sense of meaning and purpose through dialogical 

exchange.14,40 

 

Although these approaches have created the possibility for change in nursing and psychiatric 

practice, there is a serious drawback in confining change to the realm of interpersonal 

relations. This is not to say that it is not useful to highlight the importance of nurse-patient or 

psychiatrist-patient communication. Rather, the focus on interpersonal relations conceals a 

series of larger questions about the embeddedness of psychiatric and psychiatric nursing 

practice within predominant technocratic and biopolitical approaches to suicide 

prevention.41,42 For practitioners, especially those working within state institutions, the 

prevailing culture of suicide prevention may actually conflict with notions of humanistic 
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practice.42,43 With its emphasis on risk management – of patients as well as practitioners and 

the institutions they represent – the prevention discourse can appear paternalistic and self-

serving, and may impede the capacity of practitioners to openly and fully engage persons 

who are suicidal, leaving their needs unmet.41-43 The view of suicide as something to be 

prevented – at all costs – makes honest listening, including discussions about the 

uncertainties of life and death and the individual’s urge to die, difficult.12,43 From a health 

service perspective, it is feared that such approaches open a Pandora’s box of ethically 

problematic and potentially irresponsible approaches to care that may prove dangerous.12 

 

Efforts to humanise psychiatric and nursing practice may fall short for other reasons.  

Medical anthropological studies of psychiatric practice paint a more complex picture of the 

therapeutic encounter and the ways in which meanings are negotiated and produced. For 

example, works by Robert Barrett and Junko Kitanaka show how subtle iterative processes of 

talking and questioning contribute to the co-construction of patient narratives through which 

psychiatrists are able to translate patients’ experiences into clearly defined areas of thought 

and behaviour that enable the management and control of conduct.44,45,46 In other words, the 

therapeutic encounter is more accurately conceived of as a dialogue in which meanings are 

negotiated and produced. In co-constructing patient narratives, clinicians help to give shape 

to the complex, unformed, and often contradictory and unresolved aspects of patient’s lives 

and experiences. While the common-sense view is to see the narratives produced during the 

therapeutic encounter as an accurate reflection of the interaction between clinician and 

patient, Kitanaka’s research illustrates how processes of selective and repetitive questioning 

suppress alternative interpretations of patient’s suicidal behaviour.45 To put it another way, 

health professionals actively contribute to the way persons who are, or who have recently 

been suicidal, construct and narrate stories about their actions, thoughts, and feelings in a 
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manner that supports certain kinds of understandings, relationships, and responsibilities over 

others.  

 

Further, drawing on the work of Rossiter and others,42 we contend that the norms, structures, 

and practices of mental health service systems may actually impede the efforts of 

practitioners to work on the patient’s behalf; whether this takes the form of affirming a 

patient’s personhood in the face of psychiatric labelling or asserting that a patient’s suicidal 

distress is the result of structural or systemic injustice, oppression or violence – both of which 

could undermine the clinicians professional legitimacy. For Rossiter and others, the focus on 

interpersonal relations of power in psychiatric practice is not sufficient to neutralise the 

institutional contexts in which the therapeutic relationship is embedded. Despite attempts to 

introduce ‘humanistic’ practices, the psychotherapeutic frame remains omnipresent. 

Attending to the patient’s story becomes a “mechanism of increased effectiveness…. [that] 

promises intimacy but is really about control.”47 Being open and listening to the patient is a 

way of gaining the trust of the suicidal patient so that they are compliant to the therapeutic 

intervention, as noted by Michel and others.14 

 

While we recognise that humanism in medicine can enrich the provision of care for persons 

who are suicidal,32 we argue that continuing to view it as a primarily medical or scientific 

problem and making clinicians more effective at building rapport and trust in order to engage 

patients in a therapeutic intervention is inadequate. Rather, what is required is a more serious 

endeavour of calling clinicians out of their objectifying and categorising gaze in order to 

recognise that suffering, despair, pain, and death are human conditions that affect us all.41,47 

Through an awareness and openness to these fundamental human concerns that are – for 

many – an intrinsic part of suicidality, we might bring something radically different to suicide 
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prevention. It would be both a profound and radical move towards a reflexive practice that 

was more attentive to the needs of persons who are suicidal that steered clear of covert efforts 

to gain compliance.41 Nevertheless, our ongoing concern is whether a mental health service 

system that is under-resourced, governed by rule-based practice and a language that distorts 

the existential and socio-political contexts of suicide, and one in which social interactions are 

limited to those with professionals in a medical context, is truly compatible with humanistic 

approaches.  

 

Moving the discussion forward: non-medical models of care 

 

The considerable body of international research on service user attitudes to health services 

following an episode of nonfatal suicide is particularly useful for critiquing current health 

service responses to nonfatal suicide. However, there is a distinct lack of evidence regarding 

service users’ preferences for care. Indeed, recent World Mental Health Survey data indicates 

that many individuals prefer to manage their suicidal crisis outside of health care settings.48 

In high income countries, attitudinal barriers were cited as the primary reason for not seeking 

care. These findings are troubling, especially when low perceived need arises from 

experiences of ineffective treatment, dissatisfaction with mainstream services, or previous 

contact with uncaring practitioners.17 Pitman and Osborn argue that this apparent rejection of 

mainstream services poses a clear challenge for policymakers who “must decide whether to 

use marketing principles (and scarce resources) to attract people who are suicidal into 

existing services, or invest in culturally appropriate interventions in more acceptable 

settings.”17 
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A small body of research has, however, examined the preferences for care of people who are 

suicidal. Notable examples include studies published by Cutcliffe, McKenna, Keeney and 

others and Jordan and others who examined the service preferences of young suicidal men in 

Northern Ireland,19,20  These authors highlighted the need for community-based, informal 

suicide-support centres that are sensitive, pragmatic, and congruent with the needs and values 

of young men. They argue that a mental health framework constrains service providers, who 

focus on mental health issues as opposed to considering the actual needs of young suicidal 

men. Rather than just tinkering with existing formal mental health services, these authors 

support a broader approach. To this end, they cite the value of services that offer peer-support 

to assist young men in managing the challenges of day-to-day living, that help them to 

understand that having thoughts of suicide is not necessarily pathological, and that recovery 

is entirely possible. Such an approach does not exclude the possibility that counselling may 

be necessary or helpful for individuals to deal with past unresolved issues, but acknowledges 

that care includes being supported to pursue a meaningful, self-determined, and contributing 

life.49  

 

The development of innovative and effective interventions that provide persons with 

opportunities to reconnect and engage in meaningful activities, we believe, is an important 

endeavour. It is therefore worth considering the modest, yet important evidence that is 

already available in order to develop such effective non-medical approaches to care. To 

illustrate this point, we would like to give a brief sketch of the Maytree service in London 

which has had considerable success in supporting persons who are suicidal. In doing so, we 

are less concerned with promoting the Maytree model as the approach of choice, as we are in 

using evidence from existing services to foster dialogue on alternative suicide intervention 

program and service models. 
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The Maytree Suicide Respite Centre in London is a charitable organisation that was 

established in 2002. Founding members Paddy Bazely and Michael Knight’s simple aim was 

to provide support to persons who are suicidal in a peaceful environment that is conducive to 

open and relaxed conversations.4,5 The co-founders explicitly moved away from a 

medicalised approach to care, and adopted what they call a ‘befriending’ model towards 

service users, or as they prefer to call them, ‘guests’. Guests are able to stay at Maytree for up 

to four nights. The concept of befriending – borrowed from the Samaritans – distinguishes a 

kind of approach that involves, as the Director of Maytree explains it, “not putting up any 

barrier about what can be spoken of. No limits to this naming of people’s worst fears.”4 In 

other words, Maytree founders dared to move away from medical and risk-averse models of 

care in favour of creating trusting and necessary spaces for guests to openly discuss their 

reasons for suicide should they wish to do so. As such, Maytree took the radical step of 

providing an authentic service where ‘being with’ the person who is suicidal was the main 

aim, rather than having covert agendas to manage or reduce suicidality.41  

 

The model of befriending arguably made such a radical step possible through its central 

precept that “everyone has the right to make fundamental decisions about their own life 

including the decision to die by suicide.”4 This does not mean that Maytree is averse to 

discussions of risk. On the contrary, they have a clearly articulated policy on risks that 

extends to assessment criteria and house-rules for guests. However, trust and the importance 

of differentiating between the responsibilities of staff and those of guests is seen as a more 

suitable approach, and one that in the end holds fewer risks.4 Evaluations of Maytree are 

promising. Evidence indicates that Maytree offers its guests short and long-term relief from 

suicidal distress and that, for some guests, a visit to Maytree was described as 
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‘transformational’ since it marked a turning point in their recovery from suicidal thoughts and 

feelings.4,50  

 

Of course, evidence for the efficacy of models such as Maytree is in its early stages. Also, 

while Maytree provides a striking example of a service which has successfully turned away 

from conventional medical frameworks, there are some persons for whom the talking-

focussed approach appeared ill-suited.50 We would therefore question whether this model 

continues to hold to the notion of the psychologised, self-determining, and self-governing 

individual who is solely responsible for their own recovery.51 Just as this paper has sought to 

bring into question the institutional structures and norms that govern the management of 

suicidality, we would not wish to lose sight of the social, political and cultural circumstances 

in which individuals live their lives and the ways they are both enabled and constrained by 

relations of gender, class, and so forth. In other words, although our purpose is to examine 

alternative approaches to suicide prevention, and we illustrate this with the Maytree example, 

we support a broader approach to the care of persons who are suicidal that includes advocacy, 

peer support, critical awareness of the socio-political conditions of suicide, and the linking of 

crisis support to educational, social, community, and health services. 

 

The design and implementation of alternative services or programs that adequately meet the 

needs of people who are suicidal challenges many of our tacit assumptions about suicide and 

how it should best be responded to. It is only by challenging the dominant normative contexts 

that shape current practices, however, that change can occur. The capacity of service users to 

make significant contributions to service design is often promoted by researchers and 

community and health services. Yet too often this is tokenistic with involvement being 

confined to a consultative role rather than being collaborative or user-led.52 The research and 
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argument presented above suggests that the views of service-users need to be heard, and that 

they have an important role to play in the design and delivery of alternative service models 

that meet the needs of those who are suicidal.  

 

It is a stated aim of various organisations in Australia and worldwide to improve services to 

persons who are suicidal. In light of our discussion we make three key recommendations for 

achieving this. First, we need to engage in frank and honest discussions about current health 

services to persons who are suicidal. This is not to say that mental health services do not have 

their place in the care of nonfatal suicidal injuries or serious mental illness, but rather we 

need to gain a clearer understanding of what medical services can, and cannot, currently offer 

to persons who are suicidal. Second, we must be prepared to enter into new territories and 

sincerely consider alternative models of care. Such discussions are necessarily challenging 

since they require candid discussions of issues such as the limits of the medical model, the 

social and economic factors that contribute to ill health, distress, and suicide, and how fear 

and risk-aversion in medical settings limits authentic interactions. Third, the views of service 

users must be genuinely elicited through processes of research, consultation and 

collaboration. We need to move away from paternalistic approaches and begin to work with 

persons who are, or have been, suicidal to acknowledge them as experts in the development 

of comprehensive, acceptable and useful services.  

 

Conclusion 

 

In this paper we have outlined criticisms of current approaches to the care of persons who are 

suicidal. We have also offered examples of alternative models of care that challenge the 

current framework, and made recommendations regarding service design. For those 
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committed to improving services to persons who are suicidal, there is an urgent need to 

engage in authentic and transparent discussions about the limitations and problems of current 

services. We can no longer shrink away from difficult conversations or maintain a 

paternalistic approach to service design. The stakes are simply too high. This means that we 

must examine the critiques put forward by service users, clinicians, and academics, as well as 

alternative models of care. We need to become aware of how current services deter help 

seeking or sincere engagement. Most importantly, to create services that adequately meet the 

needs of persons who are suicidal, we must begin to genuinely collaborate with those who 

have lived experience of suicidality.  
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