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SUMMARY 
Background: Today there exist different views on origins of suicidal behaviour, which can influence the help-seeking behaviour 

and the adherence to the treatment of suicidal people.  
Subjects and methods: The beliefs lay people and patients have about the origins of suicidal behaviour as well as the 

compatibility of their beliefs with the views of the mental health personnel (general practitioners and psychiatrists) were assessed. 45 
semi-structured interviews with the general population, suicide attempters, general practitioners and psychiatrists were conducted, 
audio typed, transcribed and a thematic analysis of the data was carried out. 

Results: The results indicated the incompatibility of the views. The general population and the suicide attempters favoured 
psychological explanations of suicidal behaviour, whereas the general practitioners and psychiatrists promoted medical 
explanations. The only common theme was perception of the suicidal crisis as a crucial factor in suicidality. 

Conclusions: Lay people and experts believe that suicidal crisis is the main origin of suicidal behaviour. The awareness of this 
common denominator and also of the differences in opinions between lay people and experts should be kept in mind when planning 
and implementing prevention and treatment programmes if we wish to promote help-seeking behaviour and attain good adherence to 
treatment.  
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*  *  *  *  *  

INTRODUCTION 

Attention to the beliefs which people hold about 
mental health is growing since these beliefs have been 
found to be one of the factors significantly influencing 
help-seeking behaviour and adherence to treatment 
(Caldwell & Jorm 2000, Goldney et al. 2002). In recent 
years several research groups have focused on the 
‘mental health literacy’1 of both the general population 
and mental health professionals about mood disorders 
and schizophrenia (Goldney et al. 2002, Jorm & 
Griffiths 2008, Jorm et al. 1997, Matschinger & 
Angermeyer 1996, O’Reilly et al. 2010), two mental 
disorders closely related to suicidal behaviour 
(Marčinko et al. 2003, Marčinko & Vuksan-Ćusa 2009, 
Tanney 2000). There are some similar studies on 
suicidal behaviour (Eagles et al. 2003, Hjelmeland & 
Knizek 2004, Knizek et al. 2010, Owens et al. 2005, 
Tzeng & Lipton 2005, Zadravec et al. 2006) but the 
majority of studies focus on attitudes towards suicide, 
measuring predominantly normative evaluation of 
suicidal behaviour with only single items or factors 
referring to opinions about possible causes and 
treatment of suicidal behaviour (Diekstra & Kerkhof 
1989, Domino et al. 1982, Salander Renberg & 
                                                 
1 ‘Mental health literacy is a concept introduced by Jorm 

(2000) and is defined as ‘Knowledge and beliefs about 
mental disorders which aide their recognition, manage-
ment and prevention.’  

 

Jacobson 2003). One of the reasons for the lack of such 
studies could be that the complexity and multidimen-
sionality of suicidal behaviour results in many co-
existing evidence-based theories on suicide. These 
theories vary in the individual or sociological factors 
they prioritise; for example medical, biological and 
genetic (Mann 2002), psychological or psychodynamic 
(Beck et al. 1974, Maltsberger 1992, Shneidman 1985, 
Williams & Pollock 2001), sociological factors 
(Durkheim 1951) and the treatment and prevention 
interventions they consequently favour. The concept 
‘mental health literacy’ assumes the superiority of 
psychiatric knowledge that lay people and experts 
should follow and could devaluate the subjective 
experience of the distressed people (Jorm 2000). Since 
none of the existing theories is recognized as revealing 
the complete explanation of suicidality we have used 
Moscovici’s theory of social representations instead 
(Moscovici & Duveen 2000), which is popular in 
research on health psychology (Joffe 2002). Social 
representations are defined as complex entities of 
hierarchically and relationally arranged opinions, 
attitudes, stereotypes and explanation models about 
everyday phenomena including the understanding of the 
specific processes by which these contents are shaped as 
well. They enable individuals to orient themselves and 
facilitate communication among members of the 
community. These socially and culturally shared 
representations influence the perception and behaviour 
of the individual. The social representations of health 
and illness vary also according to personal experience 
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and the familiarity people have with professional 
activity and as such are assumed to differ between the 
social groups. The effectiveness of the therapeutic 
process is not defined only by the content of 
representations about the problem but also by the 
compatibility between the views of the distressed people 
and experts (Krause 2002). The social representations 
are continuously transforming due to emerging 
scientific knowledge to which experts should have 
direct access; such knowledge however is disseminated 
to lay public by the mass media. The mass media does 
not present the scientific knowledge as it is, but 
simplifies it and saturates it with the core values and 
social norms of the culture. Lay people actively forge 
the transmitted knowledge and instead produce the 
common sense ideas that they follow. Similar concepts 
to social representations are explanatory models 
(Kleinman 1980) and patients’ narratives (Frank 1995, 
Murray 2003). In order to assess the representations of 
suicidal behaviour in the relevant social groups we 
looked into the explanations of suicidal behaviour 
favoured by psychiatrists and general practitioners, both 
of whom are involved in treatment and in prevention of 
suicidal behaviour, and the compatibility of their views 
with the way that suicidal behaviour is conceptualized 
among the potential users of medical services, namely 
the general population and suicide attempters.  

 
SUBJECTS AND METHODS 

Subjects 
Four groups of participants, namely from the general 

population, suicide attempters, general practitioners and 
psychiatrists were included in the study. They varied in 
degrees of (1) familiarity with the professional know-
ledge and (2) experiences with suicidality. The mini-
mum number of participants per group was set at 10. All 
of the participants were informed about the purpose and 
risks of the research. They provided written consent for 
their participation. The research was approved by the 
National committee of ethics. The study was carried out 
in 2005.  

The inclusion criteria for people from the general 
population were: (1) no suicide attempts in the past; (2) 
no suicide attempts or suicide in the immediate family; 
(3) no formal education on the subject of suicidality; 
and (4) no professional or voluntary work with people at 
risk of suicide. People of different gender, ages, educa-
tion, employment status, household composition and 
civil status were recruited from among the acquaint-
tances of the researchers or their friends. All of the 14 
people invited agreed to take part in the research.  

Suicide attempters were approached at the Crisis 
intervention unit and psychiatric intensive care unit of 
the University Psychiatric Hospital Ljubljana. The 
diagnosis of parasuicide was made by a psychiatrist 
according to the World Health Organization (1986) 
definition: where parasuicide is defined as: ‘An act with 

nonfatal outcome, in which an individual deliberately 
initiates a non-habitual behaviour that, without inter-
vention from others, will cause self-harm, or delibe-
rately ingests a substance in excess of the prescribed or 
generally recognised therapeutic dosage, and which is 
aimed at realising changes which the subject desired via 
the actual or expected physical consequences’. The 
psychiatrists also examined the mental state of the 
patient but did not exclude any of the patients as all 
were mentally and intellectually able to participate. 
Three patients refused to take part in the study, one due 
to the taping of the interview and the other two due to a 
‘bad mood’. All together 10 patients were interviewed 1 
to 7 days after the suicide attempt.  

None of the 11 invited general practitioners refused 
to take part in the study. Some were approached via 
acquaintances and others because of their involvement 
in the teaching process of the next generations of 
general practitioners (faculty staff). The heterogeneity 
of the sample was ensured by differences in gender, age, 
private or public practice, urban or rural areas and users 
of the medical services (children and adolescents or 
adult population).  

All but one of the psychiatrists in the sample worked 
at the University Psychiatric Hospital Ljubljana, which 
was at the time of the research the only teaching 
hospital for mental health personnel. The psychiatrists 
worked either on an inpatient or outpatient basis with 
patients of different age, gender and psychopathology. 
Only one psychiatrist declined the participation due to 
lack of time. All together 10 psychiatrists were inter-
viewed.  

 

Procedure 
The semi-structured interviews were conducted in 

order to allow as free an expression of opinions as 
possible. Only the basic topics were determined in ad-
vance (origins, suicidal process, treatment, prevention, 
and stigmatization). No attempt was made to standardise 
the wording or the sequence of the questions. The 
interviews with people from the general population 
were conducted at the participant’s home, a researcher’s 
office or in a public place (a library). The interviews 
with patients took place at the hospital ward. The 
general practitioners and psychiatrists were interviewed 
at either their or a researcher’s office. Interviews took 
from 30 to 110 minutes, with an average time of 45 
minutes. None of the participants requested to end the 
interview prematurely or reported any distress at the 
end. The interviews were carried out by one of the 
principal researchers of this study. For the purpose of 
this study only the themes relevant to origins of suicidal 
behaviour are presented.  

 

Data analysis 
The interviews were audio taped and transcribed. As 

this is a comparative study, thematic analysis was 
carried out (Flick 2002). Paragraphs were used as the 
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unit of analysis. First open coding and then selective 
coding was applied aiming at developing the thematic 
structure. The thematic structure developed from the 
first case was modified and elaborated continuously for 
all further cases. The transcripts were reread and 
recoded during the process until no new themes and 
sub-themes emerged. The described process was carried 
out by two researchers, at first separately. After each 
researcher finished the process the themes and thematic 
structure were compared again and further process of 
elaboration and comparison was carried out until the 
two researchers agreed on the themes and sub-themes 
identified. 

 
RESULTS 

Description of the sample 
All together 45 interviews were carried out. The 

socio-demographic characteristics of the sample are 
presented in Table 1. In keeping with the study design, 
the sample characteristics are diverse. 

Seven suicide attempters had attempted suicide at 
least once before and 8 had already undergone 
psychiatric treatment. The general practitioners have 
worked in this field on average for 20 years (median). 
Seven general practitioners worked in the public health 
system and 4 in private practice. Eight general 
practitioners worked in a large city or its suburbs and 3 
in smaller towns. One general practitioner worked 
predominantly with students, 3 with children and 
adolescents and the rest with adults. The psychiatrists 
have worked in this field on average for 10 years 
(median). Three psychiatrists worked with outpatients, 6 
with inpatients and 1 was retired. Two psychiatrists 
worked with children and adolescents and 1 with 
geriatric patients. Two worked in the crisis intervention 
unit, 1 with alcohol addictions and 1 at the psychiatric 
intensive care unit. Two worked with the adult 
outpatient population.  

 
Identified themes  

The identified themes and sub-themes are shown in 
Table 2 in random order and are described below with 
few citations from participants added as examples.  
Causes 

All four groups referred to external adverse events 
as causes for suicidal behaviour at some point during 
the interview. Losses related to important relationships, 
financial situation or health problems were most often 
mentioned. Internal states as causes were mentioned less 
frequently. Six people from the general population 
claimed that suicidal behaviour may be a consequence 
of boredom, contemplating too much and a lack of life-
goals. Only two suicide attempters stated that feelings 
of inner dissatisfaction, disappointment and insecurity 
about the future were the main motivators for suicidal 

behaviour. The general practitioners stressed the 
combination of genetics, personality and circumstances. 
However during the actual interviews they spoke 
continuously about suicidal behaviour as a consequence 
or a part of mental illness, depression being the most 
often mentioned. Besides the external events the 
psychiatrists promoted mental illness as a possible cause 
for suicidal behaviour, especially illnesses that change 
the mental state of the person such as depression or 
psychosis (cit.1). 

‘There could be external events like higher pressure 
than usual, more stress or there could be internal 
reasons, for example depression changing perspective.’ 
(cit 1; psychiatrist)  

 
Table 1. Socio-demographic characteristics of the sample 
Socio-demographic characteristics P SA GP PS 
gender     

male 7 5 5 5 
female 7 5 6 5 

age (in years)     
18-19 2 0 0 0 
20-29 2 2 0 0 
30-39 2 4 3 4 
40-49 2 1 4 3 
50-59 2 3 4 1 
60-69 2 0 0 2 
70 or more 2 0 0 0 

civil state     
single without partner 1 3 2 2 
single with partner 2 1 1 1 
married 6 2 7 4 
divorced 1 2 0 2 
widowed 2 1 0 0 
cohabiting 2 1 1 1 

household composition     
living alone 1 1 1 2 
living with partner 3 1 1 3 
living with partner  
and child(ren) 6 2 7 4 

living with child(ren) 1 1 1 0 
living with parents 3 2 1 1 
living with other  
relatives or friends 0 3 0 0 

education level     
unfinished primary school 2 0 0 0 
primary school 0 1 0 0 
secondary 3 year school 2 2 0 0 
secondary 4 year school  7 5 0 0 
higher education 3 1  11  10 

employment status     
employed 6 5  11 9 
unemployed 0 3 0 0 
student 2 1 0 0 
retired 6 1 0 1 
Note: P=general population; SA=suicide attempters; 
GP=general practitioners; PS=psychiatrists 
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Table 2. Themes and sub-themes identified in the interviews  
Main themes General population Suicide attempters General practitioners Psychiatrists 
Causes - external events 

- internal states 
- external events 
- internal states 

- external events 
- depression 

- external events 
- mental illness 

Personality 
(traits) 

- weak 
- spoiled 
- ambitious 
- impulsiveness 
- poor problem solving 
- narrow-mindedness  

- weak 
- poor problem solving 

- different/special 
- weak 
- poor problem solving 
- introversion 
- aggression 
- self-destructiveness  

- impulsiveness 
- aggression 
- poor coping with stress
- pessimism 
- weak ego strength 

Crisis - negative affect 
- cognitive constriction 
- hopelessness  

- negative affect 
- cognitive constriction 
- hopelessness  

- crisis 
- depression 

- negative affect 
- cognitive constriction 
- hopelessness  
- depression 

Mental illness not important not important - causally related - present  
Genetic not important not important - causally related  - vulnerability 
Family - upbringing 

- adverse events 
- role model 

- upbringing 
- adverse events 
- unfulfilled needs 

- role model  - role model 

Society - values 
- disconnectedness 
- living conditions 

not important - values 
- disconnectedness 
- living conditions 

not important 

 
Personality 

Personality is the most important concept in the 
general population’s and suicide attempter’s explanation 
of suicidal behaviour. In their opinion personality acts 
as a mediator between the individual and the environ-
ment and determines success in coping with problems. 
It is the source of chronic suicidality. Due to personality 
some people tend to overreact to everyday problems 
with suicidal behaviour. These people have a weak, 
overly sensitive and emotionally unstable personality. 
Spoiled and overly ambitious people are at risk for 
suicide as well. Spoiled people give up the first time 
they encounter a larger problem and are incapable of 
patiently following goals. Overly ambitious people try 
to surpass their capabilities and thus get into trouble. 
Some suicide attempters are impulsive and cannot 
control themselves. People who attempt suicide are poor 
problem solvers and are either too passive or too 
pessimistic. They might also be narrow-minded. Suicide 
attempters described themselves as generally weak 
personalities and also admitted to having poor problem 
solving skills (cit.2). Most general practitioners believed 
that the underlying tendency to suicide is some kind of 
personality trait or structure not visible on the outside. 
They suggested a variety of personality traits like weak 
personality, poor problem solving skills, general self-
destructiveness, introversion, lack of assertiveness or 
aggression (cit.3). Psychiatrists believed that biolo-
gically based personality traits such as impulsiveness 
and aggression were strongly related to suicidal 
behaviour. They stressed poor coping or problem 
solving skills and pessimism as well. One mentioned 
weak ego strength.  

‘I don’t know. Character. Basically personality 
itself. I’m not emotionally stable. I have intelligence, 

ideas, good thinking, but I’m too sensitive.’ (cit.2; 
suicide attempter) 

‘They do not have spine these people. Values. They 
have poor mental and physical capacity. They can not 
cope with suffering. They can’t solve problems. They 
run, either into addictions, self-destructive, risky 
behaviours or illness and death.’ (cit.3; general 
practitioner) 
Crisis 

By the opinion of the participants crisis is the 
ultimate reason for suicidal behaviour. The general 
population strongly believed that without crisis people 
would not commit suicide and were able to describe in 
detail the elements of suicidal crisis (cit.4). Most of the 
suicide attempters talked about the intolerable state of 
rumination, perturbation and a feeling of aloneness with 
the ensuing wish to end this state immediately (cit.5). 
Only one suicide attempter argued that his suicide 
attempt was rational, pre-contemplated and accom-
panied by a strong and lasting desire to die. The 
psychiatrists described the state of negative affect and 
cognitive constriction of the suicidal crisis as the final 
point of the suicidal process. Some psychiatrists 
mentioned that mental state, changed due to depression 
or psychosis, could lead to suicidal behaviour as well. 
The general practitioners mixed the elements of acute 
suicidal crisis and symptoms of depression. Depression 
was more accurately described and recognized. 
Psychiatrists and general practitioners argued that 
changed mental state impairs judgment and makes 
problems seem insolvable at that moment.  

‘An enormous crisis. Non-resolvable. Without 
solution.’ (cit.4; general population) 

‘I want more willpower, not to have all this anxiety. 
I wish my head was empty, not like now, when it is full. 
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The same thoughts on a merry-go-round.’ (cit.5; suicide 
attempter) 
Mental illness 

The general population did not mention mental 
illness as being related to suicidality. The same opinion 
was shared by suicide attempters. Though they some-
times referred indirectly to anxiety disorders or alcohol 
addiction as an additional problem that had complicated 
their lives they did not use the term mental illness; nor 
did they see these problems as psychopathology (cit.6). 
The general practitioners perceived mental illness, espe-
cially depression causally related to suicidal behaviour, 
and acknowledged that their primary responsibility in 
suicide prevention was early recognition of depression. 
They were convinced that serious mental illness like 
depression or psychosis entails a predisposition to 
chronic suicidality. The psychiatrists believed that the 
symptoms of mental illness could be found in the 
majority of suicide attempters and that a psychiatric 
diagnosis could be made (cit.7). But they expressed that 
the mere presence of mental illness does not imply 
causal relations. Rather mental illness could be a risk 
factor for suicidal behaviour. The suicidal process might 
also be parallel to mental illness or could be a sad 
consequence of the losses that mental illness brings.  

‘And also alcohol. An even bigger problem. There 
was no work, no money. When I got some money I 
drank. Then we fought at home even more. A disaster 
basically.’ (cit.6; suicide attempter) 

‘Well, they are not completely healthy. Not 
necessarily mentally ill. They suffer from some 
disorders that psychiatry deals with. If somebody is in a 
crisis you can find enough symptoms to classify him in 
some psychiatric category. It could be cause; it could be 
parallel to suicidal behaviour. At least some personality 
traits that are dysfunctional.’ (cit.7; psychiatrist) 
Genetic factors  

The general population did not consider genetic 
factors significant. Neither did most suicide attempters. 
They interestingly claimed that genetic factors did not 
contribute to their own suicidal behaviour but were a 
principal predisposition to chronic suicidality in other 
people. Only one suicide attempter believed that the 
main cause for his suicide attempt were genetic factors. 
The general practitioners believed that suicidality runs 
in the family (cit.8). Two were convinced that genes 
play a major role in suicidal behaviour. Others 
suggested that only some subpopulations share suicidal 
genes. Two mentioned the influence of Ural genes in 
Slovenian people, the idea that stems from the Finno-
Ugrian suicide hypothesis which assumes that the 
countries with the highest national suicide rates in 
Europe have similar genetic communalities. They 
border one another and form a J-shaped belt from 
Central to Northeastern Europe (Marušič 2005). The 
psychiatrists were familiar with the evidence-based 
research on a genetic basis for suicidal behaviour but 
did not find them useful in their everyday clinical work. 

They thought that genes expressed themselves in the 
vulnerability to trait impulsiveness and aggression or 
vulnerability to mental illness.  

‘I think suicidal behaviour is related to genetics. It is 
never only environment; it has to be something in the 
individual that goes in this direction.’ (cit.8; general 
practitioner) 
Family 

The general population and the suicide attempters 
argued that upbringing in the primary family determines 
deeply the lives of the children. Both groups agreed that 
very strict and punishing parents raise children with 
weak personalities. The general population pointed out 
that permissiveness results in spoiled or overly 
ambitious personalities. Adverse events like abuse of 
children, violence in the family, psychopathology of 
parents and divorce contribute to suicidal behaviour in 
adolescents or later in life. The life-stories of suicide 
attempters were filled with details of a sad and 
traumatic childhood (cit.9). Only one did not mention 
his family as important and one stated that her family 
was overly protective but pleasant to live in. Three 
suicide attempters recognised that they transferred the 
pathological relations from the primary family to the 
present family. They also tried to fulfil the needs for 
love from childhood in their present families which had 
proven to be too burdening for their partners. The 
general population, and even more so, the general 
practitioners and psychiatrists advocated that the 
parents’ pattern of problem solving, coping with stress 
or accepting suicidal behaviour as a solution to a 
problem presents a model from which children learned 
how to react when faced with troubles. Four 
psychiatrists mentioned that the idea of suicide as a 
possible solution is crucial for suicidal behaviour 
(cit.10). This idea could also be acquired outside the 
immediate family. Otherwise the general practitioners 
and psychiatrists rarely acknowledged the importance of 
family relationships.  

‘They raised me in family like this. To be weak and 
quiet. If I said something, they beat me up. I was not 
wanted at home. My father was a chronic alcoholic, my 
parents fought all the time. Eventually they got 
divorced, I lived with my father. He tried to rape me. 
Then I went to live with my mother. She threw me on 
the street at 15.’ (cit.9; suicide attempter) 

‘I imagine that he must have an idea of suicide as 
possible solution inside him from way back, when he 
was without problems. It must be somewhere, to get 
imprinted, whether he heard about someone, saw it in 
the family or he had thought about it before.’ (cit. 10; 
psychiatrist)  
Society 

Suicide attempters and psychiatrists did not find 
society to be relevant (cit. 11) whereas the general 
population and the general practitioners found the 
societal influence to be of great importance. The 
materialistic values of modern society were considered 
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especially detrimental because they promote success, 
productiveness and in this way put immense pressure on 
people (cit.12). The consequence of these values has 
been increasing disconnectedness among people and a 
growing lack of support. The sense of social security 
has lowered and more people live in poverty in and 
constant fear of losing their job.  

‘If everybody else can live in this society, then it is 
not the society, it is me.’ (cit.11; suicide attempter) 

‘The rhythm of the day changed a lot. All this 
competition, what will you achieve, materialism. If you 
see, that you have fallen behind, it is not pleasant.’ 
(cit.12; general practitioner) 

 
DISCUSSION 

From the themes identified we can notice that 
elements from various evidence-based perspectives 
(medical, biological or genetic, psychological and 
sociological) were represented. The themes were given 
different levels of importance in explanations of the 
origins of suicidality by the included groups. The 
general population and suicide attempters were similar 
in emphasising personality and crisis while ignoring 
mental illness and genetic factors. The latter two themes 
were stressed by the general practitioners and 
psychiatrists. Within a single group as well as within a 
single person different perspectives were usually 
combined in a more or less coherent system. Combining 
of the perspectives was expected since suicidal 
behaviour is multicausal and multidimensional.  

The sample from the general population has shown 
rather homogenous concepts on the origins of 
suicidality, with personality being the mediator between 
adverse events and suicidal crisis. In the qualitative 
study of the Norwegian general population’s views on 
the causes of suicide (Hjelmeland & Knizek 2004) 
participants mentioned psychological causes most often, 
followed by experiences of loss in the interpersonal 
relationships and psychiatric illness or substance abuse. 
The first two categories were expressed in our study as 
well. Perhaps the awareness of the relationship between 
mental disorders and suicidality in the Norwegian 
population is the result of the implemented national 
action plan for suicide prevention as education and 
prevention programmes on suicidality have been proven 
to be efficient for suicide prevention (Titelman & 
Wasserman 2009). So far no national program on 
suicide prevention has been implemented in Slovenia 
but certain educational programmes for recognition of 
depression and suicide risk evaluation have proven to be 
beneficial (Roškar et al. 2010). In other studies on 
public opinion about the causes of mental disorders 
people emphasised psychosocial causes. Weak mental 
constitution, unstable personality or weakness of 
character was stressed as well (Jorm et al. 1997, 
Matschinger & Angermeyer 1996). Strength of 
character is of clinical importance in psychodynamic 
theories of suicidality but not given much attention in 

the mainstream theories and research on suicidality 
(Maltsberger 1992, Marčinko et al. 2008). The general 
population believed that personality structure was 
developed in the primary family. The role of the 
primary family had been proven to be related to suicidal 
behaviour in various ways (Kolk et al. 1991, Yang & 
Clum 1996). While the general population believed that 
personality is hard to change, this concept gave a sense 
of hopelessness and permanent proneness to suicide in 
suicidal people. Weak personality was not automatically 
negatively evaluated except when lack of appropriate 
values was attributed to the individual person rather 
than to society as a whole. The role of society was also 
seen to be of great importance because society gives 
people the guidelines on how to live (that is, values) and 
provides basic living conditions. Without one or the 
other people are driven to crisis and weaker members 
are doomed to fail. The general population’s 
understanding of the subjective experiences of the 
suffering person in the moment of the crisis was 
surprisingly good and corresponded to Shneidman’s 
(1985) concept of psychache defined as intolerable 
emotional pain from which people try to escape by 
suicidal behaviour.  

Suicide attempters’ views were similar to those of 
the general population, proving the immense influence 
of public opinion as well as sharing of the same social 
representations. Even though eight suicide attempters 
had already been psychiatrically treated they had not 
adopted the medical or biological views. Goldney et al. 
(2002) noticed that the subgroup of the general 
population that had professional contact because of 
depression and suicidal ideation did not show increased 
mental health literacy but Jorm et al. (2000) discovered 
that having sought help for depression was associated 
with beliefs closer to those of professionals. Suicide 
attempters stressed painful inner experiences (psych-
ache), their sensitive personality and emotional insta-
bility as the main causes of their suicidality. Nearly half 
mentioned also unfulfilled needs for love and belonging 
as a consequence of adverse events and upbringing in 
the primary family. Unfulfilled psychological needs are 
the main source of psychache in Shneidman’s theory 
(1985). In the life-stories of older suicidal women, 
Haight & Hendrix (1998) found that dysfunctional fami-
lies of origin, poor role models, a feeling of isolation 
and pessimistic outlook contributed to a suicidal career. 
Suicide attempters in our study explained suicidal 
behaviour on the individual, psychological level of 
mental pain, stating that society is not to be blamed and 
that social changes could not help them.  

Half of the general population and most of the 
suicide attempters said they had never seen or read 
expert explanations on suicidal behaviour nor did they 
talk about suicide with other people except when some-
body committed suicide; as a result of this explanations 
of suicidal behaviour were rather homogenous. In 
contrast the general practitioners had the most 
heterogeneous explanations of suicidal behaviour and 
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were the only group that mentioned all the themes 
identified. Their primary source of knowledge was their 
medical training and some experiences in working with 
suicidal people. The topics of suicidality and mental 
illnesses have been spreading in the last decade through 
formal education and certain prevention programs in 
Slovenia (Marušič et al. 2004, Roškar et al. 2010). The 
consequence of this process is the interesting mix of lay 
and expert theories of most general practitioners. For 
example one claimed that suicide attempters are weak 
personalities lacking basic human values. The society as 
a whole should change to stop them from committing 
suicide, but recognition of depression is the focus of the 
treatment. Most of the general practitioners concen-
trated on the role of mental illness (depression) in 
suicidality. They defined their primary responsibility at 
work as being able to recognize quickly the physical or 
mental illness of the patient. Perhaps this is the reason 
that they did not stress the subjective experiences of the 
suicidal people but emphasised the symptoms of 
depression. Though we could agree with Shneidman 
(1993) that depression and suicidal crisis are two 
distinct concepts, a quick screening of the people’s 
mental state and referral to psychiatrists could be 
efficient enough for the majority of suicidal people. The 
general practitioners with preferences to work with 
psychological problems described the suicidal process 
and crisis well. As a group they also advocated the 
importance of society and living conditions as the major 
origins of stress on people. In general we could 
conclude that they favoured medical and sociological 
explanations. 

Psychiatrists have in general adopted the current 
medical model of suicidality. They described adverse 
events and mental illness as triggers for the diathesis of 
suicidality in the form of impulsiveness and aggression 
as proposed by Mann (2002). They emphasised the idea 
of suicide, present in the family or in the wider 
environment that is transmitted to the individual or 
societal level through the social learning processes as in 
certain theories (Kral 1994). They strongly believed in 
prevention of suicidal behaviour by treatment of mental 
illness or resolving suicidal crisis, both of which only 
momentarily change the mental and physical state of the 
distressed persons.  

In our quantitative study on expert and lay 
explanations of suicide behaviour (Zadravec et al. 2006) 
we got similar results. Lay people (general population 
and suicide attempters) favoured crisis, sociological and 
medical models whereas the experts (general 
practitioners and psychiatrists) shared the belief in the 
medical, genetic and crisis models. The personality 
model was the least accepted explanation in all groups. 
Again it was the crisis model that was the strongest 
common ground between the groups included.  

Qualitative studies on lay and expert views on 
suicidal behaviour have thus far been rare (Haight & 
Hendrix 1998, Hjelmeland & Knizek 2004, Kenning et 
al. 2010, Knizek et al. 2008, Knizek et al. 2010, Owens 

et al. 2005, Redley 2003). The results of our study could 
not be compared directly to the previous studies due to 
different design and data analysis. In a similar 
qualitative study on the views on suicide attempt in 
Taiwan, Tzeng & Lipson (2005) have also found 
differences between lay and expert views and suggested 
that the mental health professionals should bridge the 
gap between the two. In other countries with a lower 
suicide rate or already implemented national programs 
perhaps the differences between medical staff and lay 
population would be less pronounced. Evaluating the 
recruitment of the participants in our study we may 
argue that the included psychiatrists and general 
practitioners were probably more interested in suicidal 
behaviour and had a greater knowledge than the 
average. Although the main themes in this study were 
saturated, perhaps some new themes or sub-themes 
could emerge with further inclusion of different subjects 
or groups. It would be interesting as well to include 
some suicide attempters that had refused to accept 
psychiatric treatment or those who did not need 
inpatient care. An attempt was made to include also the 
significant others of the suicide attempters but the 
patients refused to involve their relatives or friends so as 
not to burden them. As this is a qualitative study, it was 
not the intention to quantify the knowledge and 
differences between the groups and to generalize them 
to other contexts.  

 
CONCLUSIONS 

First hand comparison of lay people’s and experts’ 
beliefs on suicidal behaviour clearly showed striking 
discrepancies that have been neglected up to now. The 
general population and suicide attempters shared similar 
views on origins of suicidal behaviour. Both stressed 
psychological factors (personality, suicidal crisis), while 
the general population mentioned sociological factors as 
well, but both groups ignored medical factors (mental 
illness, genetic factors). On the other hand medical staff, 
namely general practitioners and psychiatrists, 
emphasised medical factors and suicidal crisis. This 
discrepancy in beliefs between (potential) users of 
medical services and medical staff could be a cause for 
poor help-seeking and adherence to treatment by suicide 
attempters. It is advisable to identify the beliefs of the 
suicidal person and not simply impose a medical model 
from the expert position. A shared understanding of the 
patient’s suicidality should be reached as some authors 
have already emphasised (Jobes 2010). A recommended 
starting point in the first contact between patient and the 
medical staff could be creating a narrative about the 
common theme identified in all four groups, namely, 
subjective experience of suicidal crisis. This shared 
understanding achieved through dialog is a prerequisite 
for establishing of a good therapeutic alliance which in 
the process of treatments enhances treatment adherence 
and with this better treatment outcome and prevention 
of further suicide behaviour.  
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