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Din gåva är mångrå ögon 

Din fråga en stilla svalka 

Därute väntar mig kraven 

hårda järnhimmelshaven 

 

Din gåva är mångrå ögon 

och lyssnarens öppna tystnad 

En droppe sover på kinden 

men torkar och flyr med vinden 

 

För ingenting är förlorat 

livet och allt är nu 

Och evigheten har morgon 

och evigheten är du 

 
Din gåva är mångrå ögon 

Din närhet gör livet verkligt 

När mitt inre kallar till handling 

låt den ske då, min förvandling 

 

Bo Korsár 

 

 

 
 



 
 

 
 



Abstract 
This study was motivated by encounters with persons with repeated suicidality 
in clinical psychiatry. Their suicide attempts are frequently regarded as 
manipulative, and the patients are often labelled as “borderline personality 
disorder”. They cause frustration and are sometimes met with repellent 
attitudes among clinicians, but clinical experience as well as research shows that 
their personal history regularly includes severe childhood trauma and often 
childhood sexual abuse. 

The first part of the study was undertaken to investigate the frequency of 
borderline personality disorder among consecutive persons admitted to hospital 
after a suicide attempt, the experience of adverse life events among them and 
the motives for the act. The concept and definition of parasuicide was used as 
inclusion criterion. During the 10 months of the study 81% of all parasuicide 
inpatients gave their consent to partake, altogether 64 patients, 41 women and 
23 men. Standardized instruments were used for assessment of personality 
disorders, and self-report questionnaires were used to investigate motives and 
adverse life events.  

Seven years later, follow-up interviews were conducted with 51 of these persons, 
32 women and 19 men. This second part of the study used qualitative methods 
in the form of thematic open-ended interviews to allow for the patients’ own 
descriptions of their suicidality and mental health in the years following the 
suicide attempt. The role of psychiatry in this process was one of the themes in 
the interview. Use of psychiatric treatment and support during the follow-up 
period was investigated through a review of the medical charts recorded at the 
psychiatric clinic. 

The quantitative part of the study showed that among the parasuicide patients 
there was a considerable overrepresentation of borderline personality disorder, 
and that the frequency of adverse life events was much higher in this subgroup. 
The motives for the parasuicide did not differ between those with borderline 
personality disorder and the others. Childhood sexual abuse could be identified 
as the most important factor influencing suicidality and extent of psychiatric 
treatment after the index parasuicide.  

The patients’ own descriptions in the follow-up interview were related to the 
theoretical perspectives of symbolic interactionism, therapeutic alliance, 
perception of difference, empowerment and the concept of modernity. In the 
narratives a picture emerges of a psychiatric health care that carries the potential 
to offer therapeutic relationships, but often fails in its aims. In therapeutic 
alliances built on personal relationships, characterized by close and frequent 
encounters and a focus not only the weaknesses but also the strengths of the 
patient, there was room for personal development.  A reliance on therapeutic 
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method instead of a therapeutic alliance with the patient and a lack of a 
collaborative perspective in therapeutic work set definite hindrances for the 
therapeutic process, according to the views of the patients.  

Regardless of the severity of the life experiences and personality dimensions that 
had lead to the parasuicide, the core prerequisite for subsequent stabilisation 
was an orientation towards significant others that saw and supported the 
potential for change and helped redefine the situation. These significant others 
were sometimes found in the psychiatric health care services, but were mainly 
found outside of psychiatry.  

The conclusions of the study are that there is a close correlation between 
repeated suicidality, borderline personality disorder, female gender and adverse 
events such as childhood sexual abuse, and that the repeated suicidality is better 
explained by adverse events such as childhood sexual abuse than by personality 
disorder. This background seriously challenges repellent attitudes towards these 
patients. The narratives of the patients pose definite challenges for the 
therapeutic community to embrace new ways to find working therapeutic 
alliances after a parasuicide, possibly based around perspectives of 
empowerment and mutuality. Identifying the processes that helps the person 
find “the difference that makes a difference” should be in focus of future 
psychiatric research and at the heart of psychiatric support and treatment after 
parasuicide, to enable the patients to find their own strengths and resources and 
in this way be able to leave it all behind. 
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Preface 
 
What factors lie behind a research interest in suicidology? Is it the narrative of 
the intended suicide of my grandfather, aborted through an intervention of my 
father? Is it the repeated suicide attempts of some of my best friends in early 
adult life, or the completed suicides of some of my friends during the last years? 
Does the theme reflect a suicidality of my own? Who knows the whys and 
wherefores of man? 

For some reason or another, suicidality touches me. During my years as a 
clinical psychiatrist, I have come to meet persons soon after, and sometimes just 
hours or even minutes before a suicide attempt or a completed suicide. These 
encounters have had a special significance to me, and I remember most of them 
very well. In the clinical work with these patients, I have met their despair and 
their narratives of the reasons behind their suicidality. Through the years, 
different paths have been pursued in attempting to meet their needs. 

Time and time again, the narratives of those with repeated suicide attempts 
have been of a most dramatic and woefully sad character. Descriptions of 
situations in childhood and adult life that to me seem unbearable have emerged 
in the therapy room or at the emergency ward. I have come to deeply respect 
the persons behind these narratives. At the same time, the different paths tried 
in the endeavours to meet their needs and ameliorate their symptoms often have 
not worked out well, and the frustration on the part of my co-workers and 
myself has been obvious.  

In this way, an interest grew for research into the stories of their lives, the 
motives for their suicidality and their own experiences. Could our frustration be 
mended by their stories of what had been helpful and what hadn’t through the 
years? Maybe some clues could be drawn from their own experiences? Maybe 
the answer was not in our theories, but in their realities? Hence, the research 
project. 

 
 



 
 

 
 



1. Introduction 
 
Motivational aspects of the study  

A suicide attempt is usually a highly dramatic act. Feelings of desperation are 
often expressed in the immediate aftermath, and the suicide attempt is 
commonly related to a life situation that is felt to be unbearable. Descriptions 
of the suicide attempt as the only way available to try to solve the situation are 
familiar to every clinician in psychiatric health care.  

A suicide attempt of a relative, spouse or friend is also among the most dramatic 
situations encountered in social life. The suicide attempt usually alerts concern 
as well as feelings of failure, guilt and sometimes anger, and these reactions 
repeatedly are expressed in clinical encounters with relatives of persons who 
have made a suicide attempt. Due to the dramatic character of a suicide 
attempt, it sometimes shows to be a turning point in relationships and life 
circumstances, and in this way turns out to be instrumental for finding 
solutions to the despair that is often evident behind the act.  

A somewhat different situation is found among those with frequently repeated 
suicide attempts. The concern of relatives and friends tend to diminish over 
time, and the repeated attempts seldom seem to bring relief and change in life 
circumstances but for the moment, at least not in the eyes of others. Persons 
with repeated suicide attempts often show marked impulsivity, intense mood 
swings, incoherent self-image and low self-esteem, as well as difficulties in 
maintaining relationships – and the traditional psychotherapeutic models have 
repeatedly proven unsatisfactory for establishing working therapeutic 
relationships with many of them.1 Unlike persons with a single suicide attempt 
related to depressive symptoms and a strenuous life situation, the experience of 
clinicians is that the symptoms of those with repeated suicide attempts often do 
not readily respond to medication.2 Their repeated suicidality, mood reactivity 
and inaccessibility to medical interventions cause frustration among therapists,3 
resulting in repellent attitudes, even to the point of becoming “the ones 
clinicians love to hate”.4

In spite of the resentment that often meets persons with repeated suicide 
attempts, sometimes within the confines of the inpatient ward or the therapy 
room they narrate experience of severe childhood trauma, often including 
childhood sexual abuse. These stories make their symptoms understandable, 
and their revealing of these experiences, often kept as secrets through many 
                                                 
1 Gunderson et al. 1989; Gunderson & Sabo 1993; Tyrer 1999 
2 Zanarini et al. 2001 
3 Hellman et al. 1986 
4 Paris 2003, p. xiii 
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years, sometimes leads to the establishing of a working therapeutic relationship. 
Through their narratives, a growing sense of respect may develop, as described 
by Mary Zanarini, who suggests “one can admire these patients for the integrity 
with which they have dealt with their pain. After all, not many people remain 
so loyal to and so respectful of such disheartening childhood experiences”.5

These narratives led to a growing research interest. How often can the 
personality traits that are related to repeated suicidality be found among 
those we meet in the emergency room after a suicide attempt? Do their motives 
differ from the motives of others? How many have experienced childhood 
sexual abuse? What can be done to find a working therapeutic relationship with 
them? What characteristics should determine the kind of treatment that should 
be offered? What are the prospects of future stabilisation for these persons?  

These were the questions that started out this research project. To reach its 
ends, both quantitative and qualitative methods were used. The research process 
started with exploring the established theoretical constructs and the research 
already done. 

 

Theoretical constructs on suicidal behaviour 
The term suicide has been credited to Sir Thomas Browne, physician and 
philosopher, who used the word in his book Religio Medici in 1642.6 The term 
was possibly derived from the Latin words sui (of oneself) and cadere (to kill). 
The connotations and definitions of suicide and suicidal behaviour have varied 
over centuries and cultures,7 and theoretical approaches trying to explain 
suicidal behaviour have used several quite different perspectives. For instance, 
Durkheim8 focused the sociological aspects, how suicidality was related to the 
degree of integration in society, while Freud inferred a death instinct in 
suicidality, a supposed imbalance of “libido” and “thanatos”.9  

Suicide attempts that result in a visit to an emergency room are around 10 
times as common as suicides, and epidemiological studies have repeatedly 
shown a male dominance in suicide in Western society, while women dominate 
in attempted suicide.10 Due to this and other differences in group characteristics 
of those who commit suicide compared to those with one or several suicide 

                                                 
5  Zanarini 2000, p. 99 
6  De Leo et al. 2004  
7  For an overview, see Minois 1999 
8  Durkheim 1951 (1897) 
9  Freud 1955 (1920) 
10 Schmidtke et al 1996; 1999 
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attempts, Stengel hypothesised that suicide and suicide attempts represented 
different kinds of behaviour.11 

Stengel focused a supposed difference in motivation between suicide and 
suicide attempt. The suicide attempters were thought to be ambivalent in their 
wish to die, and he also saw attempted suicide as an act of aggression, that 
supposedly was to have a catharsis function.12 These thoughts were further 
enhanced by Kreitman, who saw attempted suicide mainly as an act of 
communication and manipulation to achieve some change in the life situation,13 
and Maris, who besides arguing communicative and manipulative aspect of 
attempted suicide also described a “suicidal career”.14 According to Maris, the 
majority of suicide attempters do not want to die, but instead communicate a 
wish for changes in life circumstances. If the suicide attempt fails in achieving 
this goal, repetitive suicide attempts can become a habitual way of coping with 
stress and life events, he hypothesised.15

The theoretical construct of a communicative aspect of the suicide attempt has 
been of special importance for the views on those with repeated suicide 
attempts, as the theories include references to their suicide attempts as 
“manipulative”. This label has been readily applied in response to the 
frustration and resentment that these patients evoke,16 and still is a common 
attitude among health care personnel.17 These attitudes remain in spite of the 
work by Bancroft and colleagues18 and Michel and co-authors19 showing such a 
concept to be misleading. Asking the patients themselves, communicative and 
manipulative motives were only reported by a minority. The power of the 
theoretical construct was demonstrated when Bancroft and colleagues20 
theorized these findings might be related to dishonesty and denial in the self-
reports due to a reluctance to report motives that might be regarded as socially 
less acceptable.21 In a later study they also discussed the possibility that the 

                                                 
11 Stengel 1962; 1964 
12 It is of importance to note that spite of this construct of dichotomy, a previous suicide attempt 

is the best predictor for subsequent suicide (Sakinofsky 2000)  
13 Kreitman 1977 
14 Maris 1981 
15 Maris 1992 
16 Hellman et al. 1986 
17 Lewis & Appleby 1988; Samuelsson et al. 1997; Schnyder et al. 1999 
18 Bancroft et al. 1976; 1979 
19 Michel et al. 1994 
20 Bancroft et al. 1976 
21 In the words of Kuhn, actually citing Popper: “In point of fact, no conclusive disproof of a 

theory can ever be produced; for it is always possible to say that the experimental results are not 
reliable or that the discrepancies which are asserted to exist between the experimental results 
and the theory are only apparent and that they will disappear with the advance of our 
understanding.“ (Kuhn, 1970 p. 15) 
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results might indicate manipulative motives are mistakenly attributed to the 
patients.22

Michel and co-authors23 drew other conclusions from their findings. Their work 
showed the main motive behind suicide attempts to be a need for relief from an 
unbearable state of mind. Michel and Valach later presented a theoretical 
construct where they saw suicidal behaviour as a consequence of failure to 
achieve important goals in life.24 This failure could be related to occupational or 
relational goals, and could also be self-oriented, that is related to a sense of 
failure in the person’s construction of his/her identity. In failures such as these, 
suicide may seem to be the only possible escape from a situation felt to be 
unbearable. Michel and Valach theorized that at the moment of a suicide or 
suicide attempt a person would be in a dissociative psychological state as a 
defence against humiliation, pain and the threat of collapse of the self-image.  

The stance of Michel and Valach is reminiscent of a theoretical model proposed 
by Shneidman.25 Shneidman focused the psychological dimension of suicide, 
and introduced the term “psychache” to describe the intolerable psychological 
pain he saw as the essence of suicidality. He further hypothesised suicidality to 
be a consequence of frustrated psychological needs and feelings of hopelessness and 
helplessness, and proposed the act of suicide to be a response to this “psychache”. 
He saw the suicidal act as an attempt to solve the situation through escape, which 
he saw as a lifelong coping pattern of suicidal individuals. In Shneidman’s 
thinking, the suicidal act was regarded communicative in quite another way 
than in the work of Stengel, Kreitman and Maris. The suicidal act was seen to 
communicate intent to die, although ambivalence was thought to be present. 
Shneidman related the suicidal situation to a constricted perceptual state, and 
saw a cessation of consciousness as the goal of the act. 

In another theoretical construct, van Heeringen and co-authors26 elaborated 
earlier thoughts by Paykel and colleagues27 and Beskow28 on a suicidal process in 
suicidality. According to their model, suicidal behaviour is the end point of a 
process starting with fleeting suicidal thoughts that might progress into suicide 
plans and later to attempted suicide or completed suicide. All forms of suicidal 
behaviour are seen along a continuum of such a suicidal process, and the 
individual is thought to move back and forth along this continuum over time. 
The psychological state in the early phases of the suicidal process is thought to 

                                                 
22 Bancroft et al. 1979 
23 Michel et al. 1994 
24 Michel & Valach 1997; 2001 
25 Shneidman 1985; 1992; 1993a; 1993b; 1998 
26 van Heeringen et al. 2000; van Heeringen 2001a; 2001b; 2001c 
27 Paykel et al. 1974 
28 Beskow 1979 
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be associated with anxiety and anger, while the later stages are characterized by 
hopelessness and depression. Their work includes references to a stress-diathesis 
model, as the vulnerability of an individual is thought to be related to biological 
and psychological traits that determine the way of coping with stressors.  

The thoughts of van Heeringen and co-authors rely partly on the work of 
Beck.29 Beck argues that suicidal behaviour should be regarded as a continuum 
based upon varying intent to die through the act, and that hopelessness is the 
crucial element determining the extent of this intent. Beck argues that suicidal 
individuals have cognitive distortions in the form of exaggerated negative views 
on themselves and their ability to solve their problems, which lead them to see 
death as a solution.  

Williams and Pollock30 have put forth a theoretical model based on suicidal 
behaviour as a cry of pain. Their model primarily focuses a reactive pattern in 
suicidality, and uses concepts from Shneidman, Stengel and Kreitman. In their 
model, feelings of entrapment and defeat together with lack of possibilities for 
escape or rescue lead to the suicidal act.  

The theoretical constructs come to complement one another, since they are not 
mutually exclusive although partly contradictory. None of them seem to fully 
cover the complexity of suicidal behaviour. Most importantly, the theoretical 
constructs are focused around trying to explain suicidal behaviour – and such 
theoretically derived preconceptions may hamper the ability to understand the 
suicidal behaviour of the individual patient. The theories may give guidance for 
thinking on the group level, but must not guide the understanding of the 
particular patient.31  

In clinical practice, evaluation of suicidality and the risk for repeated suicide 
attempts or completed suicide is intricate. It involves several levels of 
consideration, including the quality of the supportive network, the presence of 
somatic disease, addiction and major psychiatric disorders. All of these must 
needs be taken into consideration in the clinical situation. Another important 
clinical consideration is the influence of the personality dimension. 
 
The personality dimension in suicidal behaviour 
Personality, traditionally broadly defined as an integrated structure of 
genetically determined temperament32 and learned character due to life 
                                                 
29 Beck 1980 
30 Williams 1997; Williams & Pollock 2000; 2001 
31 Jaspers 1963 (1913) 
32 Temperament traits may be defined as basic emotional response patterns, such as fear, anger, 

and attachment. Temperament is supposed to be mainly genetically inherited and relatively 
stable during the life span. (Goldsmith & Alansky 1987) 
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experiences33 is elusive and infinitely varied. Personality dimensions has long 
been known to be of importance in suicidality, both in terms of being an 
important factor in itself for suicidality and in terms of affecting the outcome of 
treatment of major psychiatric axis I disorders that may lead to suicidality. Such 
disorders include depression, drug addiction, and alcohol abuse.34 To account 
for psychiatric symptoms that seem to be rooted in personality traits the 
construct of personality disorders has been introduced. 

 
Classification of the personality dimension; the construct of 
personality disorders 

Personality disorder may be understood as an exaggeration of common 
personality traits to the point of malfunctioning.35 "The best way of 
understanding these conditions […] is as amplifications of normal personality 
traits".36 In the present widely used DSM-IV classification system of the 
American Psychiatric Association37 personality disorders are understood as 
enduring and inflexible patterns of inner experience and behaviour that leads to 
stress or impaired functioning. A short version of the general criteria that 
defines personality disorder in DSM-IV is found below. The definition applies 
to all of the personality disorders.  

“A personality disorder is an enduring pattern of inner experience and 
behaviour that deviates markedly from the expectations of the 
individual’s culture, is pervasive and inflexible, has an onset in 
adolescence or early adulthood, is stable over time and leads to stress or 
impairment in the areas of cognition, affectivity, impulse control and 
interpersonal or occupational functioning”.38

The personality disorders are coded on a separate axis (axis II), while the major 
psychiatric disorders such as depression, anxiety disorders and psychotic 
disorders are coded on axis I.39 The personality disorders are grouped into 
clusters based on descriptive similarities and categorized into 10 specific 
categories; the so-called “odd and eccentric” personality disorders in Cluster A 
(paranoid, schizoid and schizotypal personality disorder), the “dramatic, 

                                                 
33 Soloff 2000; Livesley 2000 
34 Reich & Green 1991; Reich & Vasile 1993; Phillips & Nierenberg 1994;  Sullivan et al. 1994; 

Ilardi et al. 1997;  Kosten et al 1989; Verheul et al. 1998 
35 Paris 2003 
36 Paris 1998a p. 289 
37 DSM-IV 1994  
38 DSM-IV-TR 2000 p. 685 
39 The ICD-10 classification system of the WHO has similar, but not identical categories for 

personality disorders, although they are not coded on a separate axis (World Health 
Organisation 1992) 
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emotional or erratic” in Cluster B (antisocial, borderline, histrionic and 
narcissistic personality disorder) and the “anxious and fearful” personality 
disorders in Cluster C (avoidant, dependent and obsessive-compulsive 
personality disorder). Finally, the classification system has a category for 
personality disorder not otherwise classified. A more detailed description of the 
personality disorders of the DSM-IV40 is listed below. 

Cluster A: 
Paranoid personality disorder: a pattern of distrust and suspiciousness 
such that others’ motives are interpreted as malevolent. 
Schizoid personality disorder: a pattern of detachment from social 
relationships and a restricted range of emotional expression. 
Schizotypal personality disorder: a pattern of acute discomfort in close 
relationships, cognitive or perceptual distortions, and eccentricities of 
behaviour. 

Cluster B: 
Antisocial personality disorder: a pattern of disregard for, and violation 
of, the rights of others, occurring since age 15 years.  
Borderline personality disorder: a pattern of instability in interpersonal 
relationships, self-image and affects, and marked impulsivity. 
Histrionic personality disorder: a pattern of excessive emotionality and 
attention seeking. 
Narcissistic personality disorder: a pattern of grandiosity, need for 
admiration, and lack of empathy. 

Cluster C: 
Avoidant personality disorder: a pattern of social inhibition, feelings of 
inadequacy, and hypersensitivity to negative evaluation. 
Dependent personality disorder: a pattern of submissive and clinging 
behaviour related to an excessive need to be taken care of. 
Obsessive-compulsive personality disorder: a pattern of preoccupation 
with orderliness, perfectionism and control. 
---- 
Personality disorder not otherwise classified: a category to be used when 
the general criteria for personality disorder are met and traits of several 
personality disorders are present, while the criteria for any of the 
specified personality disorders are not met. 

The validity of a construct of personality disorders as qualitatively distinct 
clinical syndromes has long been questioned.41 The critique focuses the lack of 
empirical support for a qualitative distinction between normal and abnormal 
personality functioning42 as well as the extensive overlap between and 

                                                 
40 DSM-IV-TR 2000, p. 685-686 
41 For a more detailed overview, see Skodol et al. 2002 
42 Livesley 1998 
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heterogeneity within the categories.43 Often several different personality 
disorders can be diagnosed in a single individual,44 but in research as well as in 
clinical practice a categorical diagnostic system will tend to focus only one of 
these. In this way, the categorical construct of the personality dimension may 
lead to an oversimplified reduction of the complex personality dimension, both 
in research and treatment.45

On the basis of such criticism, many would favour a dimensional description of 
personality in the diagnostic system, based upon traits such as dependency, 
impulsivity, novelty seeking and conscientiousness. A dimensional description 
would assess to what extent each trait is present. An overview of this subject is 
being undertaken by the task force for DSM-V. Through a factor analysis of the 
possible convergence of major dimensional models for the description of 
personality46 the aim of the task force for DSM-V is to find a dimensional 
description of personality, and the expectations are that these may be presented 
in 2011 or 2012.47 For the time being, the categorical description remains the 
focus of substantial research.48  

 

Epidemiological research on personality disorders 
The incidence of personality disorders according to DSM-IV in the population 
has been estimated at around 10%.49 Research on the incidence of personality 
disorders in varying psychiatric outpatient populations has shown figures 
between 25-45%,50 and among psychiatric patients in Sweden research has 

                                                 
43 “There are now 151 different ways of meeting the DSM-IV criteria for BPD. […] it is evident 

that there can be substantial diversity among persons who are given the BPD diagnosis. In fact, 
any two particular persons with a DSM-IV BPD diagnosis are required to share only one of the 
nine diagnostic criteria. […] many of the differences will be of considerable importance to 
clinical practice and research.”  (Skodol et al. 2002 p. 943) 

44 A person who fulfils the borderline personality disorder often also fulfils the criteria of 3 or 
more other personality disorders (Kass et al. 1985; Oldham et al. 1992) 

45 Kass et al. 1985  
46 The models under investigation are; the Five-Factor Model (FFM) ( ), 

the Dimensional Assessment of Personality Pathology - Basic Questionnaire (DAPP-BQ) 
( ), the Schedule for Nonadapative and Adaptive Personality (SNAP) (

), the Temperament and Character Inventory (TCI) ( ), the 
Interpersonal Circumplex (IPC) ( ), the polarities identified by  and 
the Shedler-Westen Assessment Procedure (SWAP-200) (  & Shedler 1999a; 1999b)

Costa & Widiger 1994

Livesley et al 1998 Clark 
1993 Cloninger et al 1993

Wiggins 1982 Millon (1981)
Westen

47 DSM-V classification of personality disorders: The white paper and beyond. Symposium, APA, 
2004 

48 For an overview, see Silk 2000; Paris 2003 
49 Casey  & Tyrer 1986; Reich et al. 1989; Zimmerman & Coryell 1990; Maier et al 1992; 

Weissman 1993; Casey 2000 
50 Casey 2000; Mattia & Zimmerman 2001 
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identified personality disorders in 35-50%.51 Among persons with suicidal 
behaviour research in different settings have identified personality disorders in 
55-70%.52  

In the context of research on personality disorders in suicidality the borderline 
personality disorder has been found to be predominating. A borderline 
personality disorder has been identified in up to 46% of persons with a recent 
suicidal act.53 Repeatedly, these investigations have found a gender difference 
with around 70-75% women.54 Borderline personality disorder has also been 
found to be associated with elevated rates of completed suicide.55 Among 
persons with borderline personality disorder the risk for completed suicide in 
the years following a suicide attempt is around 10%,56 which is in the same 
range as major mood disorders57 and schizophrenia.58 While the overall risk, 
regardless of personality traits, for completed suicide after a suicide attempt is 
highest in the year following the attempt and then diminishes,59 for persons 
with borderline personality disorder the risk for completed suicide remains 
elevated for more than a decade.60

Since the median prevalence of the borderline personality disorder in the 
community across studies is 1.1%,61 the high prevalence of borderline 
personality disorder in suicidal behaviour indicates a substantial need for a 
better understanding of the life experiences and sufferings of the individuals 
that hide behind these figures. 
 

The impact of childhood sexual abuse and other 
adverse events on suicidal behaviour 
During the last 15 years childhood sexual abuse has proven to be highly 
overrepresented among persons with suicidal behaviour. Female overdose 
inpatients have been found to be 15 times as likely as matched controls to have 

                                                 
51 Kullgren 1992; Bodlund et al.1993  
52 Clarkin et al. 1984; Casey 1989; Gomez et al 1992 
53 Bongar et al. 1990; Persson et al.1999 
54 Swartz et al. 1990; Gunderson et al. 1991; Widiger & Weissman 1991; Persson et al.1999; 

Skodol & Bender 2003  
55 Kullgren et al. 1986; Runeson 1989; Runeson & Beskow 1991; Gustafsson 1999 
56 Stone et al. 1987; Paris et al. 1987; Kjelsberg et al. 1991 
57 Guze & Robins 1970; De Hert & Peuskens 2000 
58 Wilkinson 1982; Wulsin et al. 1999  
59 Rygnestad & Hauge 1991; Nordstrom et al. 1995; Rygnestad 1997; Tejedor et al. 1999; 

Suokas et al 2001; Ostamo & Lonnqvist 2001 
60 Paris 2002 
61 Mattia & Zimmerman 2001 
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experienced childhood sexual abuse,62 and the odds ratios for suicidal behaviour 
are 1.3 to 25.6 times higher among adults with experience of childhood sexual 
abuse than among those without such experiences.63 Sexual abuse has been 
identified in 67–86% of borderline inpatients64 and an increasing number of 
studies have linked the symptoms of borderline personality disorder to sexual or 
physical abuse and neglect in childhood.65 On close examination, around one 
third of patients with borderline personality disorder also meet the criteria for 
PTSD,66 an axis I diagnosis related to severe trauma with characteristics such as 
reexperience of the traumatic event in recollections or flashbacks, intense 
psychological reactions to situations resembling the event, avoidance reactions 
and arousal symptoms such as irritability and hypervigilance. 

Sexual abuse is regarded as a very serious adverse life event with long-term 
psychological consequences,67 including symptoms of depression, anxiety and 
low self-esteem as well as suicidal behaviour.68  A recent study of the association 
between documented childhood sexual abuse and subsequent treatment for 
mental disorder showed that both male and female victims had significantly 
higher rates of psychiatric treatment than general population controls, for men 
a relative risk of 7.2 and for women 3.3.69  The sequelae of childhood sexual 
abuse have been found to be related to its severity and age of onset70 and the 
presence or absence of protective factors,71 as other forms of childhood trauma 
and neglect often accompany childhood sexual abuse.72  

Not all patients with borderline personality disorder have experienced 
childhood sexual abuse. A link between different forms of childhood adversities 
and borderline personality characteristics has been known since 1938,73 and 
different forms of dysfunctional relationships, emotional neglect and 
abandonment during childhood has been shown to be closely related to 
borderline personality disorder.74

Therefore, resorting to an approach of attributing all the emotional pain these 
patients reveal to sexual abuse trivializes other experiences of neglect, emotional 

                                                 
62 Coll et al. 1998 
63 Santa Mina & Gallop 1998 
64 Stone 1981; Bryer et al. 1987; Herman et al. 1989; Westen et al. 1990; Weaver & Clum 1993  
65 For an overview, see Zanarini 1997 
66 Swartz et al. 1990; Gunderson & Sabo 1993 
67 Finkelhor & Browne 1985; Herman 1992; Silverman et al. 1996 
68 Briere & Runtz 1988; Malinosky-Rummel & Hansen 1993; Romans et al. 1995 
69 Spataro et al. 2004 
70 Maercker et al. 2004 
71 Browne & Finkelhor 1986; Malinosky-Rummel & Hansen 1993  
72 Brodsky et al. 1997; Soloff et al. 2002; Zanarini et al. 2002  
73 Stern 1938 
74 Gunderson et al. 1980; Links et al. 1988b; Zanarini et al. 1989; Zweig-Frank & Paris 1991; 

Gunderson & Sabo 1993 
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torture and abandonment, both among those who have and those who have not 
been sexually abused.75 Sexual abuse may be seen as an indicator of severely 
dysfunctional relationships in childhood, and sexual abuse in itself may not be 
the most horrifying experience to the patients, although it may be to clinicians. 
In the words of Mary Zanarini: “Rather, it may be emblematic of the ongoing 
chaos and insensitivity that left them with long-term feelings of helplessness, 
worthlessness and inchoate rage”.76  

In clinical practice, these trauma histories are difficult to verify, and some do 
not respect the patients’ accounts. This stance of course is another trauma for 
those who “have had a lifetime of having their feelings and experiences denied 
by those on whom they depend the most”.77

 
Gene-environment interaction? 
In spite of the figures associating borderline personality disorder to experience 
of childhood sexual abuse and other forms of trauma and neglect, there is no 
simple etiology for personality disorders. Most children with such experiences 
do not develop serious psychopathology,78 not even after such serious trauma as 
childhood sexual abuse.79 Therefore, although there is a strong interplay 
between traumatic experiences and personality disorders, the traumatic 
experiences by themselves do not inevitably lead to maladaptive personality 
traits. This has led some to the conclusion that childhood trauma does not 
sufficiently explain the symptoms presently diagnosed as personality disorder 
among adults.80  

Studies on the possibility of a hereditable component in personality disorder 
have suggested a familial transmission,81 but studies of siblings of patients with 
personality disorder show that they usually do not develop the same kind of 
disorder.82 A twin study pursuing the thought that borderline personality 
disorder should have a heritable component did find zero concordance in 7 
monozygotic twin pairs but 11% concordance in 18 dizygotic twin pairs.83 In a 
larger study where 92 monozygotic and 129 dizygotic twin pairs were 
interviewed, around half of the variance was attributed to heredity, but shared 

                                                 
75 Zanarini 2000; Goodman et al. 2003 
76 Zanarini 2000 p. 98 
77 Zanarini 2000 p. 97. Rogers (2002) argues that in clinical work, there is a moral duty to trust 

the patients’ descriptions of their experiences 
78 Werner & Smith 1992; Rutter 1987; Paris 1998b 
79 Browne & Finkelhor 1986; Rind & Tromowitch 1997; Rind et al. 1998 
80 Paris 1994; 2003; Zanarini 2000 
81 Zanarini et al. 1988 
82 Links et al. 1988a 
83 Torgersen 1987 
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familial environmental effects influencing the personality characteristics could 
not be ruled out.84 Accordingly, to date there is no simple explanation for 
personality disorders in genetics or the concept of heredity. 

Paris85 and Zanarini86 have suggested a gene-environment interaction model in 
an attempt to account for this diversity of research findings. According to the 
gene-environment interaction models personality disorder is seen as a result of 
genetically determined temperamental extremes, resulting in greater sensitivity 
to environmental risk factors, that in the context of cumulative psychosocial 
adversities87 shapes the course of personality disorder. Future research possibly 
will show whether there is a need to suggest a genetically determined 
component or whether on close examination dysfunctional relationships and 
lack of protective factors may sufficiently explain the maladaptive personality 
traits that are presently diagnosed as borderline personality disorder. 
 

Psychiatric treatment of suicidality 
Psychiatric in- and outpatient services regularly offer support after a suicide 
attempt. Assessment of suicidal intention and risk for repeated suicidal acts, as 
well as exploration of the precipitating factors and motives for the act, is usually 
initiated in the emergency room. The treatment often includes an initial period 
of inpatient treatment. Major psychiatric disorders as well as somatic diseases, 
drug or alcohol addiction and the social situation are regularly addressed, but 
the intricate assessment of personality traits as well as the cognitive functioning 
and the existential orientation of the patient is sometimes neglected. Neither 
has the advantages of including family members in the process of assessment 
and treatment been adequately established.88

Outpatient psychiatric treatment after parasuicide is often prolonged and 
extensive89 and the Swedish Psychiatric Association recommends follow-up 
during a full year.90 Besides pharmacological treatment of major psychiatric 
disorders such as depression, bipolar and psychotic disorders, several different 
therapeutic approaches have been suggested. Supportive therapeutic strategies, 
cognitive therapeutic methods,91 behaviourally oriented methods such as 
dialectical behavior therapy (DBT)92 as well as psychodynamically oriented 
                                                 
84 Torgersen et al. 2000 
85 Paris 1994; 2003 
86 Zanarini 2000 
87 Rutter & Maughan 1997; Rutter 2002 
88 Magne-Ivar & Öjehagen 1992; Åkerberg et al. 1994 
89 McGlashan 1986; Chiesa et al. 2004 
90 Åsberg et al. 1997 
91 Freeman & Reinecke 1993 
92 Linehan et al. 1991; 1993 
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models such as interpersonal psychotherapy (IPT)93 and transference focused 
psychotherapy (TFP)94 are all being applied in clinical work with patients after 
attempted suicide. Psychiatric treatment in the years following a suicide attempt 
possibly has an impact on the suicide rate, and adequate treatment may be 
crucial for outcome, even though empirical evidence that clinical interventions 
have any systematic effect 

 on completion is weak.95

Among patients who have attempted suicide as well as among patients with 
personality disorders, the satisfaction with the psychiatric health care has been 
shown to be less than among other groups of patients,96 indicating that their 
needs are not fully met by the psychiatric health care system.97 A strong 
association has been found between patients’ satisfaction with treatment and 
global outcome,98 and the quality of the therapeutic alliance has long been 
known to be a core feature in therapy.99 Most of these studies of patients’ 
satisfaction have not comprehensively explored the patients’ experiences but 
have been based upon questionnaires with pre-defined items.100 However, 
qualitative interview studies on psychiatric care are emerging,101 and have 
recently shown the quality of the relationship between the patient and the 
helper to be the most important aspect of good care.102

The treatment of suicidal patients includes patients with borderline personality 
disorder as well as patients with histories of childhood sexual abuse and other 
forms of severe childhood trauma. Childhood sexual trauma often leads to 
psychiatric treatment,103 and persons with borderline personality disorder are 
also treatment seeking, as reflected in their representation in outpatient and 
inpatient settings.104 The characteristic symptoms of disturbed affect, cognition, 
impulsivity, self-image and interpersonal relationships as well as the repeated 
and chronic suicidality105 of patients with borderline personality disorder 
however poses a challenge and stress to the therapists,106 and whenever possible 
many clinicians prefer not to treat them.107 Labels such as “treatment-resistant 

                                                 
93  Klerman & Weissman 1993 
94  Clarkin et al. 1999 
95  Hawton et al. 1998 
96  Lebow 1983; Kelstrup et al.1993 
97  Carrigan 1994 
98  Lebow 1983 
99  Rogers 1992 (1957); Frank & Gunderson 1990; Hubble et al. 1999 
100 Hansson & Höglund 1995; Barker & Orrell 1999 
101 Samuelsson et al. 2000 
102 Johansson & Eklund 2003 
103 Spataro et al. 2004 
104 Bongar et al. 1990; Persson et al.1999 
105 Sakinofsky 2000; Paris 2002 
106 Hellman et al. 1986 
107 “Once the diagnosis is made, the professionals run in the other direction” (Paris 2003 p. xiii) 
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depression”108 reflect the frustration of the therapists.109 This frustration is also 
expressed in the fact that many of these patients are prescribed four to five 
drugs, often without sufficient effect on their symptoms.110 The “borderline” 
label is sometimes used for any patient who evokes hostile reactions on the part 
of the therapist,111 reflecting a negative attitude towards these patients.112

Lately, the results of the in- and outpatient studies of the dialectical behaviour 
therapy of Linehan,113 as well as the psychodynamically oriented work of 
Bateman and Fonagy114 and Meares and co-workers115 poses promising 
treatment perspectives for the future for the chronically suicidal patients. These 
treatment principles have shown to give better results than “treatment as usual”. 
Still, a recent review of the effectiveness of psychotherapeutic treatment of 
personality disorder found relatively little compelling evidence that individuals 
with personality disorders and low levels of functioning can be successfully 
treated on an outpatient basis.116

 
Definitions in research on non-fatal suicidal behaviour 
Due to the varying theories on suicidal behaviour, several definitions of fatal 
and non-fatal suicidal behaviour have evolved through the years, defining partly 
different populations. Suicidal behaviour in itself may be very varying, from 
gunshots to marginal cuts, from intake of lethal doses of drugs to almost 
insignificant dosages of medication. Knowledge of the potential lethality of an 
act differs considerably among patients. The intent of the act may also vary, and 
sometimes the major motive of the act may seem to be communicating intense 
pain or need for changes in life rather than intent to die. In research of non-
fatal suicidal behaviour, this variation is the cause of much concern, as the 
behaviours to be included are in no way clear-cut, and depend upon the 
definition used. 

At present, three different concepts are being widely used in the literature: 
suicide attempt/attempted suicide, parasuicide and deliberate self-harm. The 
concepts define somewhat different groups of behaviours, which complicate 
                                                 
108 Trivedi & Kleiber 2001 
109 Paris 2003 
110 Zanarini et al. 2001 
111 According to Vaillant (1992), in clinical practice the borderline personality disorder diagnosis 

is actually used for any patient who evokes hostile countertransference reactions, and suggests 
that the beginning of wisdom is never calling a patient borderline 

112 Henry & Cohen 1983 
113 Linehan et al. 1991; Linehan et al. 1993; Linehan et al. 2002; Verheul et al. 2003; Bohus et al. 

2004 
114 Bateman & Fonagy 1999; Bateman & Fonagy 2001 
115 Meares et al. 1999 
116 Bateman & Fonagy  2000 
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comparisons of figures between different studies. Suicide attempt is the most 
limited concept, as it usually infers a wish to die and a potential lethality of the 
act, while the other two concepts, parasuicide and deliberate self harm, are akin 
to each other in their definition, but have different connotations.117

 
The concept of parasuicide 
The concept of parasuicide was introduced by Kreitman118 to avoid the 
problems inherent in a definition based upon intent or lethality, which may be 
difficult to assess, and also to avoid inclusion of habitual self-harming 
behaviours such as drug abuse. The focus is on the intent of achieving some 
kind of change through the act, and the term excludes thoughts or wishes. The 
definition also excludes self-harm through ignorance or accidents. The term 
parasuicide avoids the broad connotations of the term self-harm; “Terms such 
as deliberate self harm, self-injury or self-poisoning […] neglect the very real 
association that exists between attempted suicide and completed suicide”.119  

As the research process of this study was initiated within the confines of a 
collaborating centre of the WHO/EURO Multi-Centre Study on Parasuicide,120 
the official definition of parasuicide of the multicentre project was used to 
define the suicidal behaviours that should be included in the study. The 
definition of parasuicide reads as follows, and this term and concept henceforth 
will be used throughout the thesis: 

“an act with non-fatal outcome, in which an individual deliberately 
initiates a non-habitual behaviour that, without intervention from others, 
will cause self-harm, or deliberately ingests a substance in excess of the 
prescribed or generally recognized therapeutic dosage, and which is 
aimed at realizing changes which the individual desired via the actual or 
expected physical consequences”121

Within the wider context of the WHO/EURO multicentre study, the use of 
the term parasuicide has shown to have disadvantages. The connotations of the 

                                                 
117 A definition of deliberate self-harm developed by the Child and Adolescent Self-harm in 

Europe (CASE) group reads as follows: “An act with a non-fatal outcome in which an 
individual deliberately did one or more of the following: Initiated behaviour (for example, self 
cutting, jumping from a height), which they intended to cause self harm; ingested a substance 
in excess of the prescribed or generally recognised therapeutic dose; ingested a recreational or 
illicit drug that was an act that the person regarded as self harm; ingested a non-ingestible 
substance or object”. (Hawton et al. 2002) 

118 Kreitman et al. 1969 
119 Kreitman et al. 1969 p. 746 
120 Platt et al. 1992 
121 Platt et al. 1992; Swedish translation in Salander Renberg & Jacobsson 1993 
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prefix “para” in certain languages associate to “mimicking” and “pretending”, 
implying a parasuicidal patient should have no intent to die.122 The term has 
also been the cause of some confusion in research and clinical practice. The 
WHO/EURO working group preferred the term parasuicide recognising the 
difficulties inherent in assessing intent and potential lethality of a suicidal act, 
but interpreted the terms parasuicide and attempted suicide as interchangeable. 
However, the two terms have come to have quite different connotations in 
Europe and overseas.123   

In the US, the term parasuicide is often regarded as a subcategory of attempted 
suicide, characterized by low suicidal intent. In Europe, on the other hand, 
attempted suicide is commonly regarded as a subcategory of parasuicide, 
characterized by strong suicidal intent. Still others use the terms as mutually 
exclusive – parasuicide defines suicidal acts with low suicidal intent, while the 
term attempted suicide is reserved for situations with evident intent to die.  

These disadvantages led the WHO/EURO group to suggest that both these 
terms, as well as the term deliberate self-harm, should be exchanged with the 
term “non-fatal suicidal behaviour”.124 Accordingly, the term parasuicide was 
discarded from the name of the group, now re-named the WHO/EURO Multi-
Centre Study on Suicidal Behaviour. Thus, another term has been introduced, 
the fate whereof we as yet do not know. 

 
The formation of the study project 
Due to the emerging data of the importance of personality disorders in suicidal 
behaviour and the interplay between borderline personality disorder and 
childhood sexual abuse and other forms of childhood abuse and trauma, this 
study was undertaken to investigate the frequency and distribution of 
personality disorders and the prevalence of adverse life events among those who 
were admitted to hospital after a parasuicide. Since health professionals often 
regard the repeated suicidal behaviour of persons with borderline personality 
disorder as manipulative,125 motives and precipitating factors were of special 
interest.  

The study was designed to be based upon structured interviews with 
consecutive persons admitted to hospital after a parasuicide, and follow-up 

                                                 
122 De Leo et al. 2004 
123 Bille-Brahe et al. 1994 
124 The present definition of non-fatal suicidal behaviour, used by the WHO/EURO group, reads 

as follows: ”A non-habitual act with non-fatal outcome that the individual, expecting to, or 
taking the risk, to die or to inflict bodily harm, initiated and carried out with the purpose of 
bringing about wanted changes.” (De Leo et al. 2004) 

125 Lewis & Appleby 1988; Samuelsson et al. 1997; Schnyder et al. 1999 
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interviews seven years later with these persons. The design included a review of 
the medical charts recorded at the psychiatric clinic at the time of the index 
parasuicide and during the follow-up period.  

The follow-up study after seven years aimed at investigating how borderline 
personality disorder and childhood sexual abuse was related to continued 
suicidal ideation, repeated suicidal acts and use of psychiatric treatment and 
support during the follow-up period. The psychiatric treatment after 
parasuicide may be crucial for outcome, and the patients’ satisfaction with 
treatment has been shown to be strongly associated with their global report of 
outcome.126 The follow-up therefore aimed at investigating the patients’ own 
views of the psychiatric treatment and support during the follow-up period, as 
well as what factors they identified as crucial for either continued mental 
problems or for any stabilisation of mental health that might have occurred. In 
this part of the study, qualitative methods were chosen.127

 
Aims 
The general aim of the study was to illuminate important characteristics of the 
persons behind the presenting symptoms in parasuicide, in order to get a better 
understanding of factors of importance in suicidality and in the subsequent 
course of the patients’ mental health  

The specific research aims were:   

• to investigate the incidence of personality disorders among consecutive 
parasuicide inpatients 

• to explore incidence of lifetime adverse life events among them  

• to compare life events, motives and precipitating factors between 
persons with borderline personality disorder and other parasuicide 
inpatients 

• to investigate the impact of borderline personality disorder and adverse 
life events on suicidality and psychiatric treatment 

• to identify themes of importance for stabilisation of mental health or 
continued mental health problems after parasuicide 

• to explore the patients’ view on the psychiatric treatment and support 
during the follow-up period, as a guide for future psychiatric treatment 
of parasuicide patients 

                                                 
126 Lebow 1983 
127 Malterud 2001b 
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As gender issues may be of importance in all these variables, gender was 
regarded as a separate factor in the study. 

 
Ethical considerations of the study project 
In clinical psychiatry, exploring the precipitating factors and motives for a 
suicide attempt of a person is an everyday concern. Probing into personality 
characteristics that may be of importance for the situation is also common and 
uncontroversial. Clinical experience tells us that most people value the 
opportunity to talk about themselves and their suicidal thoughts and acts, as 
this may reduce the psychological tension inherent in suicidality. Direct 
questioning on suicidal thoughts and acts can be of help in structuring what has 
happened, and promote a sense of being taken seriously. 128  

Investigating the realities behind a recent parasuicide in a structured way in a 
research project improves the understanding of such acts, and may be helpful in 
future treatment planning. Still, a research interview soon after a parasuicidal 
act puts serious demands on an informed consent from the patients, and 
readiness to handle any adverse reactions. As such considerations guided the 
design of the project, this part of the study was considered to comply with 
ethical standards of research. 

The follow-up project seven years later on the subject of former and present 
suicidality and the way the life situation and the mental stability had evolved 
through the years posed somewhat different kinds of ethical questions. 
Exploring these areas may evoke thoughts and reminiscences among the 
interviewed that could lead to mental instability and possibly renewed suicidal 
acts. A conscious awareness of the reactions on the part of the interviewee and a 
readiness to handle adverse reactions is crucial in this process. The study design 
was guided by these considerations, and was considered to comply with ethical 
standards of research.  

Both the initial and the follow-up interview series obtained the approval of the 
Research Ethics Committee of Umeå University.  

                                                 
128 Salander Renberg 1998 
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2. Methods 
The study uses both quantitative and qualitative methods. This chapter describes 
the methods used in both the quantitative and the qualitative part of the study. 
Methodological considerations for the study as a whole are discussed. 

Quantitative methods are focused on finding statistically significant differences 
between groups and covariance between phenomena to be able to identify potential 
casual connections. Such methods have long been the preferred methodology in 
psychiatric research, closely adhering to the biomedical paradigm1 of medical 
research.2 Lately, qualitative methods derived from the social sciences and focused 
on finding themes and mechanisms that promote or are hindrances for health are 
beginning to emerge in the field.3  

While quantitative methods focus descriptive information, qualitative methods are 
focused on exploring and understanding human behaviour.4 They belong to two 
quite different scientific traditions; the quantitative methods are derived from a 
positivistic paradigm and use a deductive strategy, that is, research is based upon a 
theory and hypotheses that are found to be falsified or verified by the results. 
Qualitative methods are derived from a hermeneutic paradigm and use inductive 
strategies, that is try to interpret and understand the character of a phenomenon, 
and either build theory from this information, or use established theoretical 
perspectives to better understand the realities under study.5

There is still a debate between advocates of the respective methods, where 
quantitative researchers sometimes find the qualitative methods too subjective and 
imprecise, while the qualitatively oriented researchers tend to find the quantitative 
methods insufficient for exploring the complexity of the human experience.6 Still, 
both methods are characterized by well-defined scientific standards, guarding them 
from being too much influenced by preconceptions and subjectivity – a bias that 
may affect both strands of scientific method.7

The two methodological perspectives may be regarded as complementary to each 
other, answering different types of questions.8 The present study uses a multi-
methodological design with quantitative measures of frequencies, distributions and 
durations and qualitative questions on life experiences during the follow-up period. 

                                                 
1 A scientific paradigm, in the words of Kuhn, is “universally recognized achievements that for a long 

period provide model problems and solutions to a community of practitioners” (Kuhn 1962 p. viii) 
2 Wilson 2000 
3 Horton 1995; Samuelsson et al. 2000; Johansson & Eklund 2003 
4 Malterud 1993 
5 Lincoln & Guba 1985; Malterud 2001a 
6 Berman et al. 1998; Morgan 1998; Malterud 2001a; Barbour 2003 
7 Lincoln & Guba 1985; Malterud 1993; 2001b 
8 Morgan 1998; Malterud 2001a 
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Study site 

The study was undertaken at the University Hospital of Umeå in northern 
Sweden. Being the only inpatient facility in a region serving 136 000 inhabitants, 
with no other full-scale psychiatric services in the study area, the setting gives 
opportunity to study rates of hospital admitted parasuicides as well as background 
variables and subsequent treatment with some certainty in the coverage.  

 
The definition of the group to be studied 

To explicitly define the group to be studied, the WHO/EURO definition of 
parasuicide as described in Chapter 1 (p. 17) was used. Only persons who had 
committed deliberate parasuicidal acts that had resulted in admittance to inpatient 
care at a somatic or psychiatric ward at the hospital were included. The inclusion of 
only suicidal acts leading to inpatient care infers some seriousness of the suicidal 
act, but potential lethality was not an inclusion criterion. 

 
The surveillance system 

To meet the aim of identifying the consecutive parasuicide inpatients, a system was 
set up for daily surveillance of the emergency services of the hospital by S.S., who 
by partaking in the WHO/EURO multicentre study had several years of training 
in identifying acts that fulfil the criteria for parasuicide. Every morning, including 
weekends and holidays, the records of all the newly admitted patients’ reasons for 
visiting the emergency services were scrutinized for descriptions that could be 
related to a parasuicidal act. Whenever there was such a description, the ward that 
had been assigned for the care of the patient was visited. Members of the staff at 
the ward were questioned, and whenever their answers were positive or ambiguous 
as to whether there had been a parasuicidal act, the patient was contacted. Thus, a 
considerable amount of time and effort was invested to identify the consecutive 
parasuicide inpatients.  

In this way, all patients were contacted within a few days after admission. 
Whenever there was a parasuicidal act behind the admission, the patient was 
informed about the study and asked for his/her consent for an interview. The 
interview usually took place within a week to a month, with one exception, when a 
man had committed an exceptionally serious suicide attempt and needed recovery 
before the interview could take place.  

There were three inclusion periods, which lasted altogether 10 months. Inclusion 
was started November 15 1994 and continued through March 15 1996, with 
exception of the spring and summer months of 1995 (April 15–September 15) and 
the Christmas period 1995–1996 (December 20–January 10).  
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The structure of the initial interview 

All the interviews were conducted by S.S. The interview started with an overview 
of the life situation and the present and earlier parasuicidal history, followed by a 
clinical interview focused towards the axis I criteria in DSM-IV to determine 
presence of any major psychiatric disorder. 

The clinical interview was followed by a diagnostic interview for personality 
disorders by means of a modified version of the SCID-II, an instrument developed 
by Spitzer and colleagues9 for structured clinical diagnoses of the personality axis of 
the DSM.10 After the SCID-II, precipitating factors for the recent parasuicide were 
investigated through a structured interview covering 17 possibly problematic areas 
of life.11

The Life Event Scale is a questionnaire with 104 statements, which the person 
declares to be true or false.15 The instrument gives a detailed picture of the 
problematic life events of the individual, and among the life events covered, 
experience of sexual abuse throughout life is explored.16  

 
The follow-up interview 

The follow-up interview series was undertaken during five months starting in 
autumn 2002, with a mean time lapse between the first and second interview of 
7.5 years (range 79 – 96 months). The interview had a semi-structured character 

                                                 
9  Spitzer et al. 1987; 1992; First et al. 1995 
10 The interview focuses each specific criterion of the separate personality disorders, and the researcher 

uses his clinical judgement to determine whether each individual criterion is met or not.  
11 This interview is a part of the EPSIS (European Parasuicide Study Interview Schedule), an interview 

schedule developed for the WHO/EURO multicentre study on parasuicide (Kerkhof et al. 1989; 
Bille-Brahe et al. 1996). The questions are listed in Paper II, Table 2 

12 Both of these questionnaires are included in the EPSIS.  
13 Bancroft et al. 1976; 1979. 
14 The questions are posed as statements, and each statement is declared to be of none, some or strong 

influence as a motive for the parasuicide. The list is found in Paper II, Table 1 
15 Kerkhof et al. 1989; Bille-Brahe et al. 1996
16 The questionnaire covers experiences in relation to important persons such as parents, siblings, 

partners, children and others, as well as other traumatic events in life. It is subdivided into events in 
childhood (< 15 years), later in life (≥ 15 years) and during the last year. Examples of the problem 
areas covered in the questions are found in Paper II, Table 4 
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The interviewees were also asked to answer two self-report questionnaires, the 
Motives List and the Life Event Scale.12 The Motives List questionnaire contains 14 
questions, and is based on the work of Bancroft and co-workers.13 The list addresses 
possible motivational aspects of the parasuicide such as feelings of entrapment and 
desperation, wish to escape and wish to die as well as possible communicative and 
manipulative aspects.14
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with open-ended questions, and covered life experiences in the years following the 
index parasuicide. The focus was primarily on three areas:  

• the interviewees own view of his/her present life situation compared to the 
situation at the index parasuicide 

• his/her experience of mental health problems during follow-up time, 
including suicidal thoughts and acts 

• events and experiences that in his/her own mind had been important for 
reducing or maintaining mental problems, including experiences of 
psychiatric health care 

To be able to capture any spontaneous descriptions of helpfulness of the psychiatric 
health care, the theme of the life situation and the experience of mental problems 
during the past years were explored before the theme of the experiences of 
psychiatric health care was introduced.  

To ensure a high response rate on follow-up, the interviewees were presented with 
a choice to be interviewed either by phone or at a personal visit. The majority, 
78%, chose a telephone interview. Each interview was completed within 
approximately one hour. During the course of the interview, the answers were 
extensively written down, excluding conjunctions. The answers were validated in 
the dialogue by questions such as “As I understand it, you have […] is that 
correct?” At the end of the interview, the interviewer summarized his 
understanding of what had been said with respect to the three areas mentioned, 
giving the interviewee the opportunity to verify, correct or expand the 
understanding.  

Immediately after the interview, the notes taken were transcribed in full text. 
Conjunctions were retrieved from memory to make complete sentences. Thus, the 
record of the interview was transcribed in a slightly modified verbatim mode.17  

A couple of the transcripts were examined independently by two of the researchers 
(I.E. and S.S.) for themes and classes of statements in a process of check-coding.18 
This is a process where the initial codes are discussed, expanded and clarified until 
common coding principles are found, and agreement is checked in a new 
independent coding of interview transcripts. These codes were then used in the 
coding and decontextualisation of all of the interview transcripts (by S.S.). When 
psychiatric treatment or support was mentioned, the psychiatric setting addressed 
was coded separately (outpatient treatment, inpatient periods, treatment centre 
periods, support in daily life at home). Recurrent themes were identified. Finally, 
in a recontextualisation procedure the interviews were re-read to certify that the 

                                                 
17 Poland 1995 
18 Miles & Huberman 1994 
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information contained in the interviews had been sufficiently covered in the coding 
process. 

The statements were then structured with respect to gender, experience of 
childhood sexual abuse, presence of borderline personality disorder and, when 
statements referred to psychiatric treatment and support, the psychiatric setting 
addressed, to discern possible differences. Recurrent themes within each group and 
setting were identified. 

 
Review of the medical records 

A review of the charts at the psychiatric clinic was undertaken after both the first 
and second interview, with the consent of the patients. The first chart review 
focused presence of outpatient treatment at the psychiatric clinic in the immediate 
period before the parasuicide, and the presence of a personality disorder diagnosis 
in the charts.  

 
Statistical methods 

The Statistical Package for Social Sciences (SPSS) version 9.1–11.5 was utilized for 
the statistical analyses of the quantitative material throughout the study.19 The 
significance level was set at p < .05 or lower throughout. 

In comparison of means the Student’s t-test was used, except when the samples 
were very small and a normal distribution could not be expected. In these cases, the 
Mann-Whitney test was used to explore statistically significant differences. 

When the groups were more than two (Paper I), one way analysis of variance 
(ANOVA) was used to explore significant differences in means, followed by 
pairwise comparison in post-hoc analyses according to Bonferroni. 

The chi square test was used to test differences in distribution between groups on 
categorical variables. If the expected value in any of the cells was less than five, 
Fisher’s exact probability test was used instead. 

Univariate logistic regression analyses were used in Paper III and Paper IV to assess 
the specific influence of the covariates borderline personality disorder, female 
gender and childhood sexual abuse on outcome variables (crude rates). The 

                                                 
19 Basic characteristics of SPSS is found in Kinnear & Gray 2000 
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The second review focused duration of outpatient treatment, number of inpatient 
periods, number of hospital known parasuicidal acts and occurrence and duration 
of treatment centre periods and/or support in daily life at home during the follow-
up period. The reviews were undertaken after each interview series was completed, 
to avoid being biased in the interviews by information from the medical charts. 
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univariate analyses were followed by a logistic regression analysis with all covariates 
entered into the same model, to compare the relative influence of the covariates. 

 

Methodological considerations 
The personality disorder diagnosis 

The study focuses personality disorder as a variable of importance in parasuicide. 
In the study, the personality disorders were diagnosed by means of SCID-II. There 
are more elaborate ways of diagnosing personality disorders, and there were also 
other structured interviews than the SCID-II available at the time of the interview 
series.20 The SCID-II was chosen on the merits of being widely used for research 
purposes, being validated21 against the LEAD,22 and being well-known and utilized 
in the research group and familiar to the interviewer of the study. It is also directly 
focused on the DSM criteria, which is of importance for the communicative 
research objective of the study. 

At the time of the first interview series, SCID-II was not yet revised for DSM-IV, 
but rather addressed the criteria of the DSM-III-R. Therefore, before the interview 
series a consensus procedure in the research group adapted the questions to focus 
the somewhat different criteria of DSM-IV.23 The SCID-II (version 2.0) was later 
revised for DSM- IV.24 When comparing the version 2.0 with the one used in the 
study, there were no major differences in the content of the interview.  

 
The reports of childhood sexual abuse and other traumatic life events 

Another focus of the study is the impact of life events such as childhood sexual 
abuse, based on information from the self-report questionnaire the Life Event 
Scale.25 It is well known that direct questions on sexual abuse give much higher 
rates than spontaneous reporting,26 and the confidential questionnaire is thought to 
give more reliable answers than a personal interview, since it minimizes reporting 
bias.27 In this study, an established and widely used questionnaire was utilized, and 
the experience of childhood sexual abuse was reported as one of many questions on 

                                                 
20 See  Zimmerman 1994 for an overview 
21 Skodol et al. 1988 
22 LEAD = Longitudinal expert evaluation using all available data, a method for personality disorder 

diagnosis based on the expert consensus of two or more clinicians using information from 
assessments, case records, informants and in- and outpatient observation periods (Spitzer 1983)   

23 Ottosson et al. 1995; 1998 
24 Maffei et al. 1997 
25 Kerkhof et al. 1989; Bille-Brahe et al. 1996
26 Briere & Zaidi 1989 
27 Coll et al. 1998 
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life events, thus minimizing the psychological tension that may be inherent in 
questions on sexual abuse.   

Retrospective reports on sexual abuse have been criticized on the basis that there 
might be a recall problem, and that the reports of abuse may be related to a 
distorted perception of interpersonal events due to personality disorder.28 In spite 
of this discussion, the figures on sexual abuse probably underestimate the real 
prevalence among the parasuicide inpatients, since a significant underreporting 
even on direct questioning has been shown by Fergusson and Lynskey.29 Their 
findings from a longitudinal birth cohort study were that among those with a 
documented history of abuse, in adult life there was a 50% false negative rate of 
reports of abuse. Among those who had not been abused there were no false 
positive reports.30

 
The qualitative follow-up interview 

Due to the focus on the patient’s own experiences, a thematic interview with open-
ended questions was chosen in the follow-up study. This interview form was 
chosen to avoid the limitations of the fixed-answer interview, which is susceptible 
to bias and limitations in the way the questions are formulated and the alternatives 
phrased.31 The open-ended questions allow for a less selective gathering of 
information, but still the focus of the interview is dependent on the preconceptions 
on the part of the interviewer.32 Precautions therefore have to be taken to minimize 
this influence during the course of the interview. In this study, one of these 
precautions taken was that the theme of experiences regarded as important for 
reducing or maintaining mental problems was explored before the theme of the 
experiences of psychiatric health care was introduced. This design of the study 
avoided inferring to the patients any notion that the interviewer was only interested 
in the influence of the psychiatric health care on the course of their mental health 
during the follow-up period, which possibly could have caused them to withhold 
other important influences. The design also gave opportunity to capture any 
spontaneous descriptions of helpfulness of the psychiatric health care. 

Another possible source of bias is that the interview series was undertaken by a 
person distinctly affiliated with the psychiatric system. Several of the patients with 
recurrent inpatient periods before and during the follow-up period had met the 
interviewer at the emergency unit or at an inpatient ward at the psychiatric clinic. 
This affiliation possibly could lead to an underreporting of views less favourable to 
the psychiatric establishment. The interviewer however did not have responsibility 
                                                 
28 For an overview, see Paris 1995 
29 Fergusson & Lynskey 1995 
30 Fergusson et al. 2000 
31 Kvale 1996  
32 Miles & Huberman 1994; Kvale 1996 
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for the long-time care and treatment of the patients at the time of the interviews, 
nor during the follow-up period, which minimizes this possible bias. 

The preconceptions of the researcher of necessity have an influence on the 
interpretation and coding of the individual statements, as well as the themes that 
are being identified. In this way, bias may occur both at the time of the interview 
and in the process of coding and analysis.33 Measures were taken to minimize this 
bias through the method of validating the answers in the dialogue, and by 
summarizing the interviewer’s understanding of what had been said at the end of 
the interview, allowing for corrections and expansions by the interviewee. The 
check-coding process and the confirmation of the themes in the recontextualisation 
procedure were also means to minimize the influence of the personal 
preconceptions of the interviewer on the process. 

The interview series was mainly conducted by phone according to the personal 
choice of the patients. The phone interview offered the advantages of a higher level 
of integrity for the patient as well as a higher level of neutrality in the encounter, 
since the influence of non-verbal interaction and personal appearance was 
minimized. The phone interview also made it possible to conduct the interview at a 
time chosen by the interviewee in his/her own home. The possibility to actively 
choose the setting for the interview allowed for a higher level of control on the part 
of the patients, thus promoting a sense of mastery of the situation. The personal 
choice of setting for the interview rather than a fixed setting possibly brought a 
higher degree of consent to partake in the study.  

The technique of taking notes of what was said during the interview allowed for a 
good rapport during the interview, but also brought a certain amount of insecurity 
in the exact wording of the statements. The translation procedure however makes 
the exact wording of the statements less important, since translation necessarily 
focuses the content rather than the wording. Focusing the exact wording may also 
be seen as a sign of rigor in methodology.34 For the purpose of finding major 
themes in the patients’ own experiences, the technique used seemed appropriate. 

 
The review of the medical records 

The accuracy of a review of medical charts is dependent upon the accuracy of the 
information recorded in the charts and the recording routines at the clinic. Records 
of a seven-year period for a person with intense contacts with a psychiatric clinic 
may include a considerable amount of information that is not relevant to the 
research issues.  

                                                 
33 Miles & Huberman 1994; Kvale 1996 
34 Poland 1995 

 
 
28 



2. Methods 
 

The review after the initial interview focused only the presence of outpatient 
treatment and the presence of a personality disorder diagnosis in the charts. The 
review after the follow-up interviews was undertaken to verify information 
retrieved during the interview of duration of outpatient treatment, number of 
inpatient periods and occurrence and duration of treatment centre periods and/or 
support in daily life at home. There were no important differences between the 
patients’ own reports and the information in the medical charts, but the procedure 
gave a reliable foundation for some of the quantitative approaches of the follow-up 
study. 

 
The statistical analyses 

The main limitation of the statistical analyses is the moderate number of persons in 
the study. Sometimes there were very few individuals in a group, and the answers 
of a few persons therefore influence the balance between the groups. Whenever 
applicable, the consequences of these limitations were balanced in the statistical 
analyses by using statistical methods such as Mann-Whitney and Fisher’s exact test, 
methods that take the sample size into consideration in the calculations.  

To minimize the effects of small groups, in Paper II-IV those with borderline 
personality disorder (the BPD group) was compared with those without a 
borderline personality disorder (the NoBPD group), to achieve approximately 
equal group sizes. 

The moderate number of persons also limits the statistical power of the study. 
Sometimes, observed tendencies in the material did not reach statistical 
significance, wherefore there may be differences between the groups that were not 
revealed in the statistical analyses (Type-II-error). 

 
Ethical considerations with respect to methodology 

The interviews in this project were undertaken by a person with several years of 
clinical experience of in- and outpatient work with persons with parasuicidal 
behaviour and/or personality disorders, as well as professional training in open 
dialogue as a family systems therapist. In the interview sessions at both the initial 
and the follow-up interview, the full resources of the psychiatric clinic were at hand 
and could be activated should an adverse reaction be evident in an interview.  

There was a substantial difference in the way the first and second interview was 
undertaken. The first interview was based upon standardized instruments, where 
the questions follow each other without much considering the reactions of the 
patient. Structured interviews such as these may sometimes seem intrusive to the 
patient. As a precaution for this, the patients received written and oral information 
on their right to end the interview at any moment of the process, and this 
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information was regularly given at least one day before the interview took place. 
The possibility to end the interview whenever they chose was also discussed before 
the interview started.  

During the structured interview, there was a conscious awareness on the part of the 
interviewer of the reactions of the patient, and during the course of the interview 
the interviewer repeatedly asked whether the patient felt comfortable to continue 
the interview process. At the end of the interview the patient’s written consent for a 
follow-up interview was obtained. All but one gave their consent. 

The follow-up interview was introduced by a letter, sent approximately one week 
before contact was taken by phone. The letter was held in a very considerate tone, 
asking their renewed consent for a follow-up interview focusing their personal 
experiences during follow-up time.35 This letter possibly was of considerable 
importance for the response rate of the follow-up study, 51 of the 55 that were 
contacted (93%).  

The follow-up interview was made by the same person that made the initial 
interviews, and was based upon open-ended questions. This interview form allows 
for both the interviewer and the interviewee to leave off topics that are felt to be 
intrusive. The interview form also allows for much more sensitivity in the way the 
questions are formulated and the way the topics follow one another. In this way, 
the reactions of the interviewee can be integrated in the structure and course of the 
interview. During this interview the rapport with the patient was of utmost 
importance, and whenever there seemed to be any uncertainty on their willingness 
to continue the process, this was brought up by the interviewer. 

By the end of both interviews, the interviewer summed up his impression of the 
encounter, inviting to be of help in handling possible adverse reactions due to the 
interview or needs that had been described during the interview.  

During the interview series, no adverse effects of the interviews could be identified, 
and several of the interviewed expressed satisfaction with having had the 
opportunity to talk about their life experiences, and an appreciation of the interest 
in their views.  

A project such as this includes material of a very sensitive character. Before 
publication, precautions have been taken to exclude any details that might bring 
the possibility to identify any specific person.  Precautions have also been taken not 
to include material that could be of an especially sensitive character, while still 
allowing for the excerpts of the narratives to keep their very personal character. 
 

                                                 
35 The letter is found as Appendix 
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3. Quantitative descriptions 
In this section, the figures of the quantitative part of the study are discussed. 
The results are related to the theoretical constructs outlined earlier, and to 
relevant research findings in the literature. Conclusions of the quantitative part 
of the study are drawn. The quantitative figures from the initial interview are 
further described in Paper I and II, while a more detailed account of the 
quantitative figures from the follow-up interview is found in Paper III and the 
first part of Paper IV.  

In the analyses in Paper I, the patients who fulfilled the criteria for borderline 
personality disorder (BPD) were compared with those who fulfilled the criteria 
for some other principal personality disorder (OPD) and with those who did 
not fulfil the criteria for any personality disorder (NoPD). Due to the relatively 
small numbers in the OPD and NoPD groups, in the analyses in Paper II-V 
these two groups were merged into one group, NoBPD, characterized by not 
meeting the criteria for borderline personality disorder. For easy reference, the 
major group characteristics with respect to number of individuals, gender, 
borderline personality disorder and childhood sexual abuse at the initial 
investigation are presented below.  

78 persons fulfilled the inclusion criteria. 

64 were interviewed (41 women and 23 men) 

Paper I. Groups:  

BPD:   35 (26 women, 9 men)  

OPD:   15 (8 women, 7 men) 

NoPD:   14 (7 women, 7 men) 

Paper II. Groups:  

BPD:   35 (26 women, 9 men) 

NoBPD:   29 (15 women, 14 men) 

Childhood sexual abuse:  

In the BPD group:    17 women, 1 man  

In the NoBPD group: 2 women  
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The initial interviews 1994 –1996 
General description of the patients in the study 

During the specified time intervals, 78 persons fulfilled the inclusion criteria for 
a parasuicidal act leading to hospitalisation at a somatic or psychiatric ward. 
Five persons were excluded because of acute psychosis and nine chose not to 
participate in the study. The study thus included 81% of the consecutive 
parasuicidal inpatients during the study periods, altogether 64 individuals.  

The gender distribution was 41 women and 23 men. The gender difference was 
not statistically significant. The age range was 18-54 years (mean 33 years), 
with 33 persons in the age group 18-30 years, 12 in the age group 31-40 years 
and 19 in the age group 41-54 years.  

The majority of the patients, 59%, were unemployed, permanently sick or on 
long-term sick leave, while 25% were working and 16% were students. Forty-
one percent were living with a partner, and 41% had part- or full-time custody 
of children less than 18 years old. 

 
Factors behind parasuicide 
Personality disorders and axis I disorders in parasuicide 

A specific objective of the study was to investigate the incidence of personality 
disorders among those with a recent parasuicide. According to the SCID-II 
interviews, 35 persons (55%), 26 women and 9 men, met the criteria for 
borderline personality disorder (BPD), while 15 persons (23%), 8 women and 7 
men, met criteria for some other personality disorder (OPD), mainly paranoid, 
avoidant and obsessive-compulsive personality disorder.1 Finally, 14 persons 
(22%), 7 women and 7 men, did not fulfil criteria for any personality disorder 
(NoPD). In this group, 6 persons had a diagnosis of schizophrenia.  

The quantitative findings confirm earlier findings of a very large proportion of 
personality disorders among parasuicidal patients,2 and personality disorders 
were even somewhat more common than in studies elsewhere. There is a 
possibility that the concurrent axis I disorders and the assessment of axis II soon 
after a parasuicide might have resulted in an overestimation of axis II 
morbidity.3

In the BPD group 25 out of 35 persons (71%) met criteria for three or more 
personality disorders, compared to one person in the OPD group. These figures 

                                                 
1 Details of the distribution of personality disorders are presented in Paper I, Table 1  
2 Clarkin et al. 1984; Casey 1989; Gomez et al. 1992; Persson et al. 1999  
3 Zimmerman 1994 
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are in accordance with earlier research4 and support the arguments for a 
dimensional description in the diagnostic system. The BPD label does not 
sufficiently describe the problematic personality traits of these patients, and 
possibly could oversimplify the focus in the treatment process. 

However, the approach of a structured clinical interview identified a 
substantially larger amount of personality disorders than routine clinical 
diagnosis. The review of the records at the psychiatric clinic showed that less 
than half of those who had ongoing outpatient treatment at the psychiatric 
clinic and fulfilled criteria for personality disorder at the interview had a 
personality disorder diagnosis recorded in the charts.  

At the index parasuicidal act, 24 persons (69%) in the BPD group and two 
persons (13%) in the OPD group had ongoing outpatient treatment at the 
psychiatric clinic. Both of the persons in the OPD group had a personality 
disorder diagnosis recorded in the medical charts, but of the 24 persons in the 
BPD group with ongoing outpatient contact, only six (25%) had a diagnosis of 
borderline personality disorder and four (17%) had a diagnosis of an 
unspecified personality disorder recorded in the charts.  

The figures could imply that in more than half of the cases the personality 
disorder is left unattained in clinical practice. Another possible explanation for 
the discrepancy might be a poor clinical validity of personality disorders 
diagnosed through structured interviews,5 and possibly also a reluctance to use 
diagnostic labels such as borderline personality disorder in clinical practice.6  

The clinical interview indicated an axis I disorder in 88% of the group as a 
whole. The most common axis I disorder was a mood disorder, found in 55%, 
followed by anxiety disorder, 14%. Schizophrenia was present in 9% and 
adjustment disorder in 8%.7  

Mood disorders were predominant in all groups, with a large proportion of 
schizophrenia in the NoPD group and a marked proportion of anxiety disorders 
in the BPD group. Since mood disorders such as depression have repeatedly 
been shown to have a poorer treatment response in case of concomitant 
personality disorder,8 the figures of a high percentage of personality disorder in 
the study stress the importance of recognition of the personality dimension 
when customizing treatment for a person with a recent parasuicide. 
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4 Skodol et al. 2002; Oldham et al. 1992 
5 Westen 1997 
6 Tyrer 1999: Zimmerman & Mattia 1999 
7 Details on axis I disorders are presented in Paper I, Table 2. Findings are in accordance with 

other studies (Beautrais et al. 1996; Persson et al. 1999) 
8 Reich & Green 1991; Reich & Vasile 1993; Phillips & Nierenberg 1994;  Sullivan et al. 1994; 

Ilardi et al. 1997 
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Differences in suicidality 

Another objective of the study was to investigate differences in suicidality over 
time among the parasuicidal patients. At the initial investigation, the number of 
previous parasuicides was chosen as an indicator of suicidality.  

Previous parasuicides were significantly more common in the BPD group, 
where 20 persons (57%) had more than three parasuicides during their lifetime, 
compared to 2 persons (13%) in the OPD group and 4 persons (29%) in the 
NoPD group.9  All of those with more than three repeated parasuicides in the 
NoPD group had an axis I diagnosis of schizophrenia. The figures imply a 
failure of the psychiatric health care to meet the needs of those with a 
borderline personality disorder. As conceptualized by Beck,10 such a failure will 
leave them prey to feelings of helplessness and negative views on themselves and 
their ability to solve their problems, which may lead them to see death as a 
solution. The chronic suicidality of these patients implies that they often move 
in close vicinity to the end point of the continuum of the suicidal process 
described by van Heeringen and co-workers.11

 
The merging of the OPD and NoPD groups; characteristics of the 
NoBPD group 

The OPD and NoPD groups, described in Paper I and in the paragraphs above, 
were merged into one group, NoBPD, in all the following analyses as well as in 
Paper II-V, due to the relatively small numbers in the former groups.  

Of the 29 persons in the NoBPD group, the 15 patients of the former OPD 
group (52 %) met criteria for some other principal personality disorder. There 
was a significant difference in age between the BPD and NoBPD groups, with a 
mean age of 30 years in the BPD group and 37 years in the NoBPD group. The 
difference in sex distribution between the groups, with 26 women and 9 men in 
the BPD group and 15 women and 14 men in the NoBPD group, did not 
show statistical significance. There were no statistically significant differences 
between the groups with regard to the axis I disorders mentioned above. 

 
Motives and precipitating factors 

One of the specific aims of the study was to identify any difference in motives 
and precipitating factors between the borderline group and the others. 

                                                 
9  The distribution of previous parasuicides is presented in Paper I, Fig 1 
10 Beck 1980 
11 van Heeringen et al. 2000; van Heeringen 2001a; 2001b; 2001c 
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The analysis of the answers of the Motives List showed no significant 
differences between the borderline group and the others. Neither did gender 
specific figures show significant differences within or between the groups with 
respect to motives. The vast majority, 93%, declared as a motive for their 
parasuicide that they were under the pressure of unbearable thoughts and/or an 
unbearable situation, and 87% stated that at the moment of parasuicide they 
wanted to die. More than half of the persons declared a wish to make things 
easier for others as a motive for their act. 12   

Applying the theoretical perspectives, these findings support the stance of 
Michel and Valach,13 arguing for the suicidal act as a response to a situation felt 
to be unbearable, where the suicidal act seems to be the only possible escape.  

The figures also harmonise with the work of Shneidman,14 describing 
“psychache” at the moment of the suicidal act. It is of importance to note that 
Shneidman himself only applied his work to completed suicide, but in spite of 
this, his description seems to fit well with the desperation found in the answers 
of this study. This contrasts to Stengel’s construct of a dichotomy between 
suicidal and parasuicidal behaviour.15

The motives for the parasuicide did not differ between the borderline group 
and the others. The results indicate that the myth of the manipulative 
parasuicide of the borderline patient16 should be disregarded to reflect any 
inherent characteristic of the patient, but rather should be regarded as an 
expression of frustration on the part of the helpers.17

In analogy with the motives, the structured interview for precipitating factors 
did not show significant differences between the two groups. The major 
precipitating factor, stated to be of influence by 81% of the patients, was 
feelings of loneliness.18 Gender specific figures did show a significant difference 
in that 56% of the men compared to 22% of the women reported problems 
with economy to be of influence as a precipitating factor for the parasuicide, in 
accordance with the theory of failure of goals behind the suicidal act.19

The despair and loneliness at the moment of parasuicide stated at the 
investigation of motives and precipitating factors is in line with other research 

                                                 
12 The full figures are found in Paper II, Table 1 
13 Michel & Valach 1997; 2001 
14 Shneidman 1985; 1992; 1993a; 1993b; 1998 
15 Stengel 1962; 1964 
16 Kjellander et al. 1998 
17 Lewis & Appleby 1988; Paris 2003 
18 The frequencies of reported precipitating factors are listed in Paper II, Table 2 
19 Michel & Valach 1997; 2001 
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of parasuicidal patients.20 Feelings of entrapment and defeat according to the 
model of Williams and Pollock21 together with lack of possibilities for escape or 
rescue seem prominent, regardless of personality traits. The parasuicide may be 
seen as a reaction to unbearable pressures in life, whether external stressors or 
inner emotional states. The lack of differences between the borderline group 
and the others supports the study by Suominen and co-workers22 showing that 
the clinical characteristics at the time of the suicide attempt of persons with 
cluster B personality disorder does not differ from those without a personality 
disorder.  

 
Life events 

The identification of any difference in exposure to traumatic life events and 
especially childhood sexual abuse between the borderline group and the others 
was among the specific aims of the study. 

The answers on the Life Event Scale were examined for differences between the 
groups on mean summarized scores on the different segments and for 
significant differences on individual items.23 The analysis showed distinct 
differences between the BPD and the NoBPD groups, and the borderline group 
consistently reported a higher total problem load throughout life. More than 
half of the patients in the borderline group felt that they were neglected or left 
alone as a child, and in a significantly higher degree than the others reported a 
sense of inadequate support from their parents in later life. They also more 
commonly than the others stated experience of childhood sexual abuse by 
parents and mistreatment by others both during childhood and in later life.  

The findings of a high frequency of adverse life events among borderline 
patients support the growing body of empirical research reporting a high 
frequency of traumatic life events among persons with borderline personality 
disorder24 and the findings of a cumulative effect of stressors and traumatic 
events in relation to attempted suicide and suicidal ideation.25 The reports of 
neglect, mistreatment and abandonment obviously constitute environmental 
risk factors in the sense described by Rutter and others,26 and possibly these 

                                                 
20 Bancroft et al. 1979; Hawton et al. 1982; Michel et al. 1994; Tulloch et al. 1994; Kienhorst et 

al. 1995; Boergers et al. 1998 
21 Williams 1997; Williams & Pollock 2000; 2001 
22 Suominen et al. 2000 
23 Results are listed in Paper II, Table 3 and Table 4 
24 Herman et al. 1989; Zanarini et al. 1989; Shearer et al. 1990; Westen et al. 1990; Salzman et 

al. 1993; Paris et al. 1994; 1998a; Laporte & Guttman 1996  
25 Beautrais et al. 1997; Goldney et al. 2000 
26 Rutter & Maughan 1997; Rutter 2002 
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psychosocial adversities have been among the factors shaping the course of 
personality disorder, as theorized by Paris27 and Zanarini.28  

 
Sexual abuse 

Among the traumatic life events reported, sexual abuse stands out as a factor 
with a distinct and significant gender difference. While sexual abuse during 
lifetime was reported by 25 of the women (61%), there was a single man (in the 
BPD group) who reported sexual abuse, which had occurred during childhood. 
Among the women in the BPD group 20 out of 26 (77%) reported experience 
of some form of sexual abuse during lifetime, while in the NoBPD group 5 out 
of 15 (33%) stated lifetime experience of sexual abuse. The figures confirm 
earlier studies identifying sexual abuse in 67–86 % of borderline inpatients.29  

Childhood sexual abuse by parents and/or others was reported by 17 of the 
women in the BPD group (65%), and by two of the women in the NoBPD 
group (13%). Two women in the BPD group stated experience of childhood 
sexual abuse from both parents and others. In the BPD group 11 of the women 
(42%) compared to none in the NoBPD group stated experience of sexual 
abuse both in childhood and in later life.30  

The high frequency of childhood sexual abuse among the women with 
borderline personality disorder, together with the findings of a high frequency 
of other forms of abandonment, mistreatment and neglect confirms earlier 
findings of a linkage between childhood sexual abuse and other forms of 
childhood trauma and neglect.31 These findings support the notion that a 
history of childhood sexual abuse may be regarded as an indicator of severely 
dysfunctional relationships in childhood that need to be addressed in 
subsequent treatment.32   

In short, the reports in the Life Event Scale form a picture of severely disturbed 
relationships all throughout life in the borderline group. Such a situation has 
repeatedly been found to result in severe psychological consequences,33 
including symptoms of depression, anxiety and low self-esteem as well as 
suicidal behaviour.34 The high prevalence of sexual trauma and other adverse life 

                                                 
27 Paris 1994; 2003 
28 Zanarini 2000 
29 Stone 1981; Bryer et al. 1987; Herman et al. 1989; Westen et al. 1990; Weaver & Clum 1993  
30 A more detailed description is found in Paper II, p.157  
31 Brodsky et al. 1997; Soloff et al. 2002; Zanarini et al. 2002  
32 Zanarini 2000 
33 Finkelhor & Browne 1985; Herman 1992; Silverman et al. 1996 
34 Browne & Finkelhor 1986; Briere & Runtz 1988; Malinosky-Rummel & Hansen 1993; 

Romans et al. 1995; Maercker et al. 2004 

 
 

37



3. Quantitative descriptions 
 

events in the borderline group stresses the importance of repeated trauma in the 
formation of borderline personality disorder.35

 
The follow-up interviews 2002 
The follow-up study included a quantitative description of suicidality and type 
and extent of psychiatric treatment during the seven years following the index 
parasuicide. These outcome variables were related to gender, BPD diagnosis 
and experience of childhood sexual abuse, and will be discussed in this section.  

The main part of the follow-up interview was focused on the patients’ own 
experience of stabilisation of mental health or continued mental health 
problems after the parasuicide, and their views on the psychiatric treatment. A 
perspective on these experiences will be formed in Chapter 4 through 6. 

 
General description of the patients in the follow-up study 

All but one of the 64 persons that took part in the first interview series had 
given their consent to be contacted for a follow-up interview. Seven years later 
61 could be traced. Five people (8%), one man and one woman in the BPD 
group and two men and one woman in the NoBPD group, had died through 
suicide, and one woman in the NoBPD group had died of natural causes. Of 
those who had committed suicide, one had reported a history of childhood 
sexual abuse. This was a man who had fulfilled the criteria for BPD. The 
suicide rate was approximately equivalent to that reported in other studies.36  

Of the remaining 55, four did not give renewed consent for a follow-up 
interview. The remaining 51 were interviewed, 80% of those who did partake 
in the first interview. For easy reference, an overview of the major group 
characteristics at the follow-up is presented below.  

61 out of 64 were traced;  

6 were diseased, 4 did not give consent for a new interview 

51 were interviewed (32 women and 19 men) 

Paper III – V. Groups: 

BPD:      29 (22 women, 7 men) 

NoBPD: 22 (10 women, 12 men) 

 

                                                 
35 Paris 1994; 2003; Rutter & Maughan 1997; Zanarini 2000; Rutter 2002 
36 Paris 2002 
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Childhood sexual abuse:  

In the BPD group:    14 women 

In the NoBPD group: 1 woman  

The follow-up group consisted of 32 women and 19 men, and 57% of the 
group as a whole fulfilled the criteria for BPD at the first interview. In the BPD 
group of 29 persons, 22 (76%) were women and 7 were men, while in the 
NoBPD group of 22 persons 10 (46%) were women and 12 were men. The 
gender difference was statistically significant. In the NoBPD group 5 men and 
5 women fulfilled criteria for some other personality disorder, and 5 persons 
had a diagnosis of schizophrenia. 

A history of childhood sexual abuse had been reported by 15 of the women and 
none of the men, and 14 of these fulfilled the criteria for BPD. Thus, within 
the borderline group 64% of the women had a history of childhood sexual 
abuse, compared to one of the 10 women in the NoBPD group.  

The mean age was 37 years (range 24–59) in the BPD group compared to 42 
years (range 24–61) in the NoBPD group, a difference that was not statistically 
significant.  

 
Differences in suicidality during follow-up time 

One of the aims of the study was to investigate how personality disorders and 
experience of childhood sexual abuse were related to suicidality during follow-
up time, and the relative importance of these two variables. Reports of recurrent 
suicidal thoughts and parasuicidal acts in the interviews were chosen as 
quantitative indicators of suicidality.  

There were distinct differences between the borderline group and the others 
with respect to suicidality during the follow-up period. Although suicidal 
thoughts were not significantly more common in the BPD group, repeated 
parasuicides were significantly more common and 69% in this group had 
committed one or several new parasuicides during the follow-up period, 
compared to 36% in the NoBPD group. Borderline personality disorder thus 
was shown to be closely linked to recurrent suicidal behaviour, confirming 
earlier findings.37

However, a large number of the women diagnosed with borderline personality 
disorder had a history of childhood sexual abuse, a variable that is usually not 
taken into consideration in studies of borderline personality disorder and 
suicidal behaviour. The relative importance of these variables was investigated 

                                                 
37 Bongar et al. 1990; Tejedor et al. 1999; Suokas et al. 2001; Ostamo and Lonnqvist 2001 
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through logistic regression analyses. Due to the gender difference, gender was 
included in the analysis. 

The crude rates of the univariate logistic regression analyses showed childhood 
sexual abuse and borderline personality disorder as well as female gender to be 
related to significantly elevated odds ratios for repeated parasuicide during the 
follow-up period. Female gender and childhood sexual abuse, but not BPD, was 
also related to higher odds ratios for suicidal thoughts during the last three 
months preceding the follow-up interview.38

The univariate analyses were followed by a logistic regression analysis with all 
covariates entered into the same model. Since there were significant age 
differences in the dependent variables, the adjusted odds ratios were controlled 
for age. The combined logistic regression showed significantly elevated odds 
ratios only for the covariate childhood sexual abuse with respect to suicidal 
thoughts and repeated parasuicidal acts. This indicates childhood sexual abuse 
to be the main factor behind the differences in suicidality.39  

In short, there was a high intercorrelation between borderline personality 
disorder, female gender and childhood sexual abuse. When accounting for a 
history of childhood sexual abuse the statistical model showed this rather than 
female gender or borderline personality disorder to be the main factor 
influencing suicidality. The results suggest that the repeated suicidality that is 
often regarded to be a characteristic of persons with borderline personality 
disorder is better explained as a characteristic of sexually abused women.  

The findings have a bearing on our understanding and treatment of the chronic 
suicidality of those who fulfil the present criteria for borderline personality 
disorder, as they further support the growing body of evidence that is linking 
the characteristic symptoms of borderline personality disorder to childhood 
sexual abuse and other forms of childhood abuse and neglect.40 These findings 
indicate that whenever the diagnostic criteria of borderline personality disorder 
are met, such a person should be carefully evaluated for different forms of 
severely adverse family, social and interpersonal experiences underlying the 
presenting symptoms.41

 

                                                 
38 Figures are found in Paper III, Table 2 
39 Figures are found in Paper III, Table 2    
40 Stone 1981; Finkelhor & Browne 1985; Browne & Finkelhor 1986; Bryer et al. 1987; Briere & 

Runtz 1988; Herman et al. 1989; Zanarini et al. 1989; Westen et al. 1990; Shearer et al. 1990; 
Herman 1992; Weaver & Clum 1993; Malinosky-Rummel & Hansen 1993; Salzman et al. 
1993; Paris et al. 1994; 1998a; Romans et al. 1995; Silverman et al. 1996; Laporte & Guttman 
1996; Zanarini 1997; Brodsky et al. 1997; Santa Mina & Gallop 1998; Coll et al. 1998; 
Zanarini et al. 2002; Maercker et al. 2004; Spataro et al. 2004 

41 Tyrer 1999; Molnar et al. 2001 
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Psychiatric treatment during follow-up period 

Another specific aim of the study was to identify the relative importance of 
childhood sexual abuse compared to borderline personality disorder with 
respect to psychiatric treatment during the follow-up period. 

Duration of outpatient treatment at the psychiatric clinic during the follow-up 
period as recorded in the medical charts, and current psychiatric in- or 
outpatient treatment at the time of the interview, were chosen as quantitative 
measures of psychiatric treatment.  

 
Differences in outpatient psychiatric treatment; the role of gender, BPD 
and childhood abuse 

Outpatient treatment with different kinds of therapeutic approaches had been 
established for all but five persons, 3 women and 2 men. The outpatient 
treatment was of short-term duration (< 6 months) for 13 persons, 4 women 
and 9 men, of intermediate duration (6 – 36 months) for 10 persons, 6 women 
and 4 men, and of long-term duration (≥ 3 years) for 23 persons, 19 women 
and 4 men.  

The mean duration of continued psychiatric contact after the index parasuicide 
was 58 months in the BPD group compared to 26 months in the NoBPD 
group. In the BPD group, 16 (55%) had current psychiatric treatment at the 
time of the interview, compared to 5 (23%) in the NoBPD group.  

In terms of gender differences, the analysis showed that the women had 
considerably longer outpatient psychiatric treatment periods after the 
parasuicide than the men. The differences were statistically significant. The 
women had a mean duration of 61 months of outpatient treatment, compared 
to 25 months for the men. Among the women, those with experience of 
childhood sexual abuse had significantly longer duration of outpatient 
treatment than the others, with a mean of 78 months compared to 42 months. 

The gender difference was also found within the BPD group, where the mean 
duration of outpatient treatment was 66 months for the women compared to 
30 months for the men. All these differences were statistically significant. 

In short, regardless of personality disorder diagnosis, the men generally had 
much shorter periods of outpatient treatment than the women. The women 
with experience of childhood sexual abuse had the longest treatment periods. 
There is a possibility that gender role expectancies and differences in BPD 
symptoms between men and women may partly explain the gender difference.42 
Another explanation seems to fit better with the overall results of the study; the 

                                                 
42 Paris 2004 
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gender difference indicates that the burden of severely traumatic life events 
rather than borderline personality traits in itself are of importance for the long 
outpatient treatment periods of women with borderline personality disorder.  

There were no men with experience of childhood sexual abuse in our study, and 
therefore comparisons between men and women with this kind of trauma with 
respect to the treatment could not be performed. However, a recent study by 
Spataro and colleagues of the psychiatric treatment seeking behaviour of 1612 
persons (1327 females, 285 males) with ascertained childhood sexual abuse has 
shown that men with experience of childhood sexual abuse had even higher 
rates of subsequent psychiatric treatment than women with the same kind of 
trauma.43 This indicates that childhood sexual abuse is an important factor in 
treatment seeking behaviour also among men. 

 
Differences in extensive psychiatric treatment; gender, BPD and 
childhood abuse revisited 

To further explore the role of childhood sexual abuse for psychiatric treatment, 
a more detailed analysis of type and extent of extensive psychiatric treatment 
during the follow-up period was undertaken.  

As indicators of extensive psychiatric treatment, long-term outpatient treatment 
(≥ 3 years), repeated inpatient periods (≥ 2 admissions), treatment centre 
periods (≥ 6 months) and support in daily life at home (≥ 1 year) as recorded in 
the medical charts were chosen. 

The group with long-term outpatient treatment included those who during 
some part of the follow-up period attended treatment centres and/or had 
support in daily life at home. 

Twelve patients had received treatment centre periods of more than 6 months. 
Six of these had attended a cognitive treatment centre, and three had been 
referred to treatment centres with psychodynamic treatment regimes. Another 
three had received treatment at a private centre with treatment principles 
derived from humanistic/ anthroposophical traditions.  

The social services had given support in daily life at home during one year or 
more to 15 of the patients. Of these, 9 had a previous period at a treatment 
centre. 

The indicators of extensive psychiatric treatment were related to gender, BPD 
and childhood sexual abuse in univariate logistic regression analyses, followed 
by a logistic regression analysis with all variables entered into the same model, 
controlling for age. The crude rates showed childhood sexual abuse, borderline 
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personality disorder and female gender to be related to elevated odds ratios for 
all the outcome variables.44

The logistic regression with all covariates entered into the same model showed 
significantly elevated odds ratios only for the covariate childhood sexual abuse 
with respect to long-term outpatient treatment, repeated inpatient periods and 
support in daily life at home.  This indicates childhood sexual abuse to be the 
main factor behind extensive psychiatric treatment.

45

  

In short, the statistical analysis showed the extent of extensive psychiatric 
treatment to be strongly related to childhood sexual abuse. Although women 
with BPD were markedly predominant among those with extensive treatment, 
the logistic regression analysis indicated that the gender differences as well as 
the differences between the BPD and the NoBPD group were mainly explained 
by the underlying factor childhood sexual abuse. Once again, the figures show 
the burden of traumatic life events to be the factor behind the chronic 
suicidality and the extensive psychiatric support among those we presently 
categorize as “borderline personality disorder”. 
 

Conclusions of the quantitative part of the study 
The quantitative part of the study gave distinct answers to some of the research 
questions. Personality disorders, especially borderline personality disorder, were 
very frequent among the parasuicidal patients. The borderline patients showed 
elevated suicidality over a long period of time, both before the initial 
investigation and during the follow-up period. This group was characterized by 
having experienced many adverse events during lifetime, and the women in the 
group to a very large extent had suffered childhood sexual abuse. 

There were no differences in motives and precipitating factors between the 
borderline group and the other group, indicating the notion of “manipulative” 
suicide attempts among persons with borderline disorder is a reflection of 
frustration and resentment on the part of the helpers, rather than a 
characteristic of these patients. 

The follow-up study showed childhood sexual abuse to be the core factor 
behind repeated suicidality and extensive psychiatric treatment and support. 
Childhood sexual abuse may be regarded as an indicator of severely 
dysfunctional relationships and other adversities during childhood, and the 
findings seriously challenge resentful attitudes towards these patients who, in 
the terminology of Antonovsky,46 obviously seem not to have found a sense of 

                                                 
44 Figures are found in Paper IV, Table 1    
45 Figures are found in Paper IV, Table 1    
46 Antonovsky 1987 
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coherence during their childhood, neither in grown-up life, and due to this 
repeatedly move in close vicinity to the end point of the continuum of the 
suicidal process.47

Still, some research questions remain unanswered. What are the prospects of 
finding a working therapeutic relationship with persons who have committed a 
parasuicide, and especially with those with chronic suicidality? If a therapeutic 
relationship is possible, what should be the characteristics of such a relationship? 
Are the personality characteristics and experiences of some of these persons such 
that continued despair is inevitable, or are there prospects of future 
stabilisation? These questions will be addressed in the qualitative part of the 
study. 

                                                 
47 van Heeringen et al. 2000; van Heeringen 2001a; 2001b; 2001c 
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4. Theoretical perspectives 
In this chapter, theoretical perspectives are outlined to guide the understanding 
of the patients’ narratives at the follow-up presented in the following chapter. 

In clinical psychiatry, the main objective is – or should be – to try to understand 
the patient’s view of his situation. A diagnosis is not enough to be able to be of 
help, as the manifestation of a disorder as well as the possibilities for treatment is 
utterly dependent upon the context of the life situation and the personal values, 
attitudes and characteristics of the patient. Neither is detailed knowledge of the 
patient’s life history and traumas enough. A therapeutic relationship also gives 
too limited a view of the person. Several perspectives need to be at work to be 
able to understand the narratives of an individual and get a full picture of the 
inner qualities and life circumstances of a person, and how the times and the 
society of which he/she is part is influencing his/her way of thinking and acting. 

One perspective that may be of help in understanding a person may be the 
theoretical perspective of symbolic interactionism – a perspective of social 
psychology developed at the University of Chicago by Mead, Blumer, Cooley 
and others.1  

 
Symbolic interactionism 

The term “symbolic interactionism” was introduced by Blumer2 to cover a 
perspective that serves as a tool for analysis and understanding of social reality. 
Symbolic interactionism was developed in the first decades of the 20th century by 
persons active in or related to the University of Chicago, and symbolic 
interactionism is sometimes addressed as “the Chicago School”. Much of the 
thoughts were developed in close interaction with the practical work at Hull 
House, a settlement amongst the poor in Chicago established and developed by 
Jane Addams (1860-1935).3  

The basic assumption of Jane Adams and Hull House was that to be able to help 
the poor, you have to understand not only their life circumstances, but also their 
way of thinking. This can not be done without sharing their life. Her way of 
thinking led to the introduction of the term “sympathetic introspection”,4 a 
term closely related to the present term “empathy”.5 While Jane Addams and her 
work inspired the thoughts, the theory of symbolic interactionism has primarily 
been attributed to the men of the University of Chicago, most notably Charles 

                                                 
1 Charon 1998; Trost& Levin 1999 
2 Blumer 1937 
3 Jane Addams received the Nobel Peace Prize in 1931 
4 Addams 1902; Cooley 1902; 1909 
5 Sullivan 1953 
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Horton Cooley (1864-1929), George Herbert Mead (1863-1931) and Herbert 
Blumer (1900-1987).6  

Symbolic interactionism states that the way we define a situation decides how 
we act upon it, which has its most enduring formulation in what has come to be 
known as the theorem of Thomas; “if men define situations as real, they are real 
in their consequences”.7 The theorem states that our present assumptions about 
the world will form the way we act. This is also applicable to the development of 
identity. According to symbolic interactionism, the way we look at ourselves 
tend to be dependent upon the way others look at us, and therefore our identity 
is formed in the interaction with others.8 In this identity process, those who are 
or have been of special importance to us, the so-called “significant others”9 will 
have a major influence.  

Still, although our present identity is formed by what has been, we are free to 
continuously evolve our understanding of the world and ourselves by continuous 
actions and interactions in the present. In this way, according to symbolic 
interactionism, identity is not static, as the identity process is characterized as 
being active, not passive, throughout life. In a description of this process, Mead10 
uses the construct of “Me” and “I” to signify two parts of the self that interact in 
the formation of identity. “Me” is the integrated views we presently have of the 
world and ourselves, while “I” is the part that is spontaneous and creative and 
willing to take risks, sometimes violating the borders of the “Me”. The 
spontaneous activity of the “I” leads to new experiences that are subsequently 
integrated in a new understanding of “Me”, thus modulating the identity 
concept of the individual.11

Symbolic interactionism states that in our interaction with others, and in the 
forming of our identity, we interact through symbols such as language, gestures 
and objects. These symbols are tools when shared, but the very same language, 
gestures and objects can be dysfunctional and destructive when they have 
different connotations for those who interact.12

According to Cooley, man and society cannot be separated from one another – 
they are two sides of the same coin.13  A perspective of the tendencies of modern 
society therefore is necessary for an understanding of the way a person in the 
modern world is thinking and acting. 

                                                 
6  Charon 1998; Trost & Levin 1999 
7  Thomas & Thomas 1928 p. 572 
8  Blumer 1969; Charon 1998; Trost & Levin 1999 
9  Sullivan 1940 p. 21 
10 Mead 1934 
11 Charon 1998; Trost & Levin 1999 
12 Charon 1998; Trost & Levin 1999 
13 Cooley 1918 
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The impact of modern society, “modernity”, on self and personality 
development 

The context of modern society has been rapidly changing since the days of 
Cooley. In his time, in Western society the identity of the individual was formed 
by his/her participation in the nearby community, where a person was regarded 
as an integrated part of the whole. Urbanisation, industrialism and lately the 
mass media and the World Wide Web has unequivocally changed this context. 
Modern man mainly lives in cities, often far from relatives and friends. Instead 
of meeting others as an integrated person well defined by his place in society 
he/she meets others in the context of temporal roles,14 to which he/she adapts in 
the context of work and other relationships. Several different roles may be 
held during a day, and the encounters with others are related to the context of 
the temporal roles of those who interact. For anyone who lives separated from 
close private personal encounters, and/or does not carry an integrated sense of 
identity, this situation can lead to disintegration.15  

The last ten years have accelerated the pace of changes in society. Information is 
no longer mediated by narratives of persons we meet, but through modern 
media. Events far away permeate our homes and have an influence on our 
everyday thoughts and life. Encounters with others are no longer roles face to 
face, but the roles have become abstract, as the encounters often are through 
phone or other media. These abstract anonymous roles, for instance at a chat 
over the web, permit roles that disregard even such basics of identity as age and 
gender of the persons that interact. 

In the close encounters characteristic of Cooley’s time, the possibility for self-
development through “significant others”16 was quite different from the situation 
of our times. Today, the “significant others” who stand model for our lives may 
be persons we have only met through the media. Media also influences the way 
we perceive ourselves, as imperatives of achievement, happiness and an attractive 
body are daily advertised. Even the confines of the characteristics of the 
individual body are challenged through the possibility of an “extreme 
makeover”. 

Modern life thus is characterized by the break-up of the close confines of human 
life, guided by proximity, face-to-face relations and traditional values 
transmitted through the generations, into a situation where each individual has 
to make his own choices from a wide variety of practical as well as moral 
possibilities. This process is usually termed “modernity”, and according to 
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15 Giddens 1991 
16 Sullivan 1940 
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Giddens,17 this process of modernity has profound influence on the formation of 
self and identity. Instead of being defined by our position in a slowly developing 
community, the individual has to construct his own view of himself through a 
reflective process, a narrative of his identity. Giddens terms this process “the 
reflexive project of the self”.18

In this “reflexive project of the self” there are not only the ever changing 
possibilities of different roles. Seemingly contradictory to this, modern society 
also sets demands for uniqueness and authenticity. According to Taylor,19 the 
modern process has resulted in a quest for authenticity, of being true to oneself, 
so much so that it is perceived as an imperative. Authenticity “comes to be 
something we have to attain to be true and full human beings”.20 Being 
authentic is to stay true to my own originality – whatever that may be.  

These tendencies of modern society have a profound influence on the childhood 
experiences. In the context of constantly shifting styles, increasingly questioned 
norms and an increasing pace of social change the room for development of a 
well integrated “Me”21 diminishes, while the “I” constantly receives impulses that 
guide momentary but disintegrated actions. According to Millon, the 
characteristics of modern life “leave children bereft of a core of inner standards 
and customs to guide their future actions, exposing them to the capricious 
power of momentary impulse and passing temptation”22 promoting development 
of borderline personality traits among sensitive individuals.  

The present trends in modern Western society poses radically new demands on 
the organisation of the psychiatric health care as well as on the development of 
working strategies and methods to meet the needs of persons formed by the 
modern society.  

During the last century, psychiatry has developed increasingly more intricate 
and detailed diagnostic concepts that serve to guide the treatment. Different 
therapeutic traditions have evolved, and sometimes these constructs come into 
conflict with one another, due to notions among advocates of certain therapeutic 
traditions of being more “right” for certain disorders than others. Due to such 
tendencies, therapeutic models sometimes seem stagnant, refuting adaptations 
that are becoming increasingly necessary due to the pace of changes in society, 
and discussion is focused towards therapeutic models instead of therapeutic 
alliance.  

                                                 
17 Giddens 1991 
18 Giddens 1991 
19 Taylor 1991 
20 Taylor 1991 p.26  
21 Mead 1934 
22 Millon 2000 p. 134 
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Therapeutic alliance 

Jerome D Frank is among the pioneers of psychotherapy research, and first 
published his book “Persuasion and Healing” in 1961.23 In his comparative 
studies of psychotherapy, he finds that except for a few specific syndromes such 
as situation-bound fears and post-traumatic stress disorder, there is no 
convincing evidence that one form of psychotherapy should be more effective 
than another. This, according to Frank and Frank, is not to say that 
psychotherapy is ineffective, neither that training in therapeutic methods is 
unnecessary, but rather that in professional therapy, there are features common 
to all methods, which are at the core of the therapeutic process.  

The basic viewpoint of Frank and Frank,24 summarizing fifty years of research 
and work in therapy, is that it is the relationship to the therapist, not the 
therapeutic method that is the instrument that sets the stage for changes in 
attitudes, moods and emotions. This stance has been supported by the work of 
others.25 According to Frank and Frank, the outcome of therapy is dependent 
upon the relationship between the patient and the therapist, and foremost the 
patient’s sense of alliance with the therapist. The personal qualities, values and 
expectations of both the therapist and the patient determines the interaction 
between them, and the personal qualities and attitudes of the patient is of greater 
importance for the response to therapy than the technique the therapist uses. 
Therefore, according Frank and Frank a good therapist should be the master of 
many different approaches to be able to adapt the techniques to accord with 
each patient’s personal characteristics and view of the problem.  

Frank and Frank introduces the term “demoralization”,26 a sense of 
powerlessness to deal with himself or his life situation, to describe the state of 
mind that leads the patients to seek therapy. According to Frank and Frank, the 
task of the therapist is to alleviate the patient’s sense of powerlessness to change 
himself or his environment, and facilitate the experience of success and mastery 
in his/her dealing with the situation. This can not be done without a good 
therapeutic match between the patient and the therapist, says Frank and Frank. 

The stance of Frank and Frank implies that therapy should aim at helping the 
patient find a different perspective on the situation. This change of perspective 
has been explored in the work of Bateson.27

 

                                                 
23 Frank & Frank 1991 
24 Frank & Frank 1991 
25 Hubble et al. 1999 
26 Frank & Frank 1991 p. xiv 
27 Bateson 1972 
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The difference that makes a difference 

Gregory Bateson28 worked in the fields of biology, anthropology, human 
communications and psychiatry, and is a seminal figure in the field of human 
communications and family systems theory.29 He is acknowledged for having 
formulated that “a bit of information is definable as a difference that makes a 
difference”,30 a distinction that has had widespread consequences for the 
development of family systems theory and therapy.  

In his studies of human communication systems Bateson puts forth that human 
perception is built upon a difference between foreground and background. 
There is always a distinction between what we focus and what we see as less 
relevant. Due to this distinction, in everyday life as well as in the context of 
therapy, it is always possible to focus another aspect of a situation. According to 
Bateson, change is dependent upon our ability to see “a difference that makes a 
difference”, to find something that enables us to look at the situation from a 
different angle. When this difference of perspective is established over time, 
change may follow. According to Bateson, in the context of therapy the role of 
the therapist would be to work in close cooperation with the patient to find this 
difference of perspective, since change is always dependent upon the perception 
of the patient, and cannot be implemented from without.  

Both Bateson and Frank and Frank sees therapy as a way to strengthen the 
patient’s belief in his/her own capacity to manage, as well as strengthening the 
ability to actually take control over the life situation. Such a perspective is at the 
core of the concept of empowerment, which is beginning to permeate health 
care institutions. 
 

Empowerment 

The approach of empowerment is a contribution from the field of social work. 
Empowerment perspectives were developed during the 1970s in work with 
oppressed ethnical groups,31 and since have been applied to a wide variety of 
settings, including community health care projects,32 family work,33 work with 
patients with schizophrenia34 as well as acute psychiatric settings.35 The 
empowerment perspective places work with individuals and families in a 

                                                 
28 Bateson 1972; Bateson 1979 
29 Minuchin et al. 1996 
30 Bateson 1972 p. 315 
31 Solomon 1976 
32 Wells et al. 2004 
33 Weaver 1982; Pinderhughes 1983; Hegar 1989 
34 Bengtsson-Tops 2004 
35 Stevenson et al. 2003 
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collaborative context, aiming at a removal of the aspects of power of the 
traditional medical model.36  

Just as symbolic interactionism, empowerment has its roots in social work with 
the impoverished in the USA, seeking ways to help them gain control over their 
lives. Empowerment perspectives argues a participative approach and supposes 
that people want to be involved in decisions regarding their lives, and that they 
also have the right to be involved in these decisions.37 According to Croft and 
Beresford,38 empowerment practices include making it possible for people to 
take charge of matters which affect them by defining their own needs, and to 
participate in subsequent planning and decision-making. In their view, 
empowerment work includes developing confidence, self-esteem, assertiveness, 
expectations, knowledge and skills. The agency aiming at empowerment should 
also be organized in a way open to participation, thus making the experience of 
having influence a reflexive praxis.39  

According to Rose and Black,40 empowerment perspectives are focused on 
encouraging people to become subjects rather than objects in their lives, and to 
engage them in a process of transformation from dependence to 
interdependence through dialogue in a situation of trust. Empowerment 
advocates41 argue that the focus should be on the knowledge gained from the 
clients in a dialogical process based on their own descriptions, using their own 
language. The process should be focused on the client’s own understanding of 
himself and his situation, and the preconceived assumptions, policies and 
terminologies of the helper should be discarded, as such a language is an 
expression of a power relation. Empowerment strategies regard each human 
being as the expert of his own life, and empowerment perspectives seriously 
challenge the medical model of expert defined assessment, diagnostics and 
treatment,42 and redefines positions of power in health care settings.43

 

                                                 
36 Holmes & Saleebey 1993 
37 Payne 1997 
38 Croft & Beresford 1994 
39 Croft & Beresford 1994 
40 Rose & Black 1985 
41 Rose 1990; Rees 1991; Kondrat 1995  
42 A formulation of the medical model of psychiatry reads as follows: “In psychiatry, as well as in 

other branches of medicine, the aim of classification is to bring some order into the great 
diversity of phenomena encountered in clinical practice. Its purpose is to identify groups of 
patients who share similar clinical features, so that suitable treatment can be planned and likely 
outcome predicted” (Ottosson 1999 p. 1) 

43 Hewitt-Taylor 2004; Simmons et al. 2004; Crawford Shearer & Reed 2004; Finfgeld 2004 
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Integrating the perspectives 

Just as a diagnosis or a therapeutic model is insufficient to cover the complexity 
of man, the presented perspectives do not within themselves sufficiently 
enlighten the identity process in the present age. However, together they do help 
us see different aspects of the process, enabling a better understanding and thus 
possibly a better ability to support this process.  

According to these perspectives, therapy in modern Western society takes place 
against a background of a quest for self-fulfilment and authenticity. Society is 
constantly at flux with shifting styles and norms, and the construction of 
identity is a self-reflexive project. In the context of therapy symbolic 
interactionism would understand the role of a successful therapist as a 
“significant other” that in the interaction of therapy uses language symbols to 
offer the patient the opportunity to expand the limits of the present self. The 
therapist thus becomes a part of the identity process of the patient. According to 
Frank and Frank, the success in this process would be dependent on the 
therapist’s ability to find an alliance with the patient, which in turn is dependent 
upon the therapist’s ability to adapt the therapeutic method and technique to 
the personal qualities and attitudes of the individual patient. The empowerment 
perspective defines this adaptation as a dialogical, collaborative project, based on 
the patient’s own understanding of his situation. According to Bateson, within 
this collaboration the task of the therapist would be to help the patient find 
another perspective, “a difference that makes a difference”, and by upholding 
this perspective through the course of therapy strengthen the patient’s belief in 
his/her own ability to change the situation.  

This process, however, is not limited to the context of therapy. According to 
Frank and Frank, Bateson and symbolic interactionism the very same identity 
process will take place in everyday encounters with persons that for some reason 
become “significant others” to the individual, for good or for worse. Whether a 
friend, a lover, a spouse, a workmate, a therapist or a child, in the interaction 
with others new perspectives are found that come to accord with our own inner 
qualities and makes possible a different understanding of ourselves, and thus 
forms a new integration of our view of ourselves and our possibilities and 
limitations. Empowerment towards self-assertive, self-directed control of life 
circumstances likewise can take place within several different contexts. 

 
Limitations of the perspectives 

The perspectives chosen do not highlight psychodynamic or cognitive processes, 
which are well established perspectives within psychiatric practices. While 
psychodynamic and cognitive perspectives do give insights into the psychology 
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of man, the presented perspectives focuses what happens in the encounters of 
man, whatever the context.  

Any outline of perspectives is of necessity limited, since the perspectives on the 
realities of man possibly are as many as there are individuals. For the purpose of 
the study, the presented perspectives seemed relevant for the understanding of 
the stabilisation process after parasuicide. They were chosen on the merits of 
being widely used to understand different aspects of human behaviour, aspects 
that needs to be taken into consideration in psychiatric practices. 
Multidimensional perspectives seem to be a rapidly growing necessity for 
institutions aiming at working with any particular aspect of the realities of 
modern man, since the whole influences the particular and the two cannot be 
separated, as Jaspers eloquently has described a century ago: 

“We see the personality in the particular way an individual expresses 
himself, in the way he moves, how he experiences and reacts to situations, 
how he loves, grows jealous, how he conducts his life in general, what 
needs he have, what are his longings and aims, what are his ideals and 
how he shapes them, what values guide him and what he does, what he 
creates and how he acts”. 44

                                                 
44 Jaspers 1963 (1913) p. 428 
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5. Narratives of the patients: Roads 
towards stability 
In this chapter, recurrent themes in the patients’ narratives are presented and 
illustrated with excerpts from the interviews.  

The quantitative part of the study gave important background information on 
the personality dimensions, life experiences and extent of psychiatric treatment 
of the parasuicide patients. However, the figures do not give much guidance for 
the treatment processes, which must be guided by the individual experiences of 
the patients. To be able to identify positive as well as negative characteristics of 
the psychiatric treatment given, and the means for stabilisation as well as 
hindrances for such a process that the patients themselves identified, a 
qualitative interview with open-ended questions was undertaken.  

In the interviews, the theme of their life situation, their experience of mental 
health problems and what factors they identified as crucial for continued mental 
problems or stabilisation of mental health during the follow-up period was 
introduced before the theme of their views on the psychiatric treatment. This 
was done to be able to capture any spontaneous descriptions of positive or 
negative views on the treatment. The presentation will follow this structure of 
the interviews. 

 
A short description of the group of persons in the study 

All the interviewed, 32 women and 19 men, had been inpatients at the hospital 
some seven years earlier due to a parasuicide. In the following, two subgroups 
are identified; a group of 29 persons, 22 women and 7 men are referred to as the 
BPD group, and the other 22, 10 women and 12 men, are referred to as the 
NoBPD group. In the NoBPD group 5 men and 5 women fulfilled criteria for 
some other personality disorder, and 5 others had a diagnosis of schizophrenia.  
Of the women, 14 in the BPD and one in the NoBPD group had suffered 
childhood sexual abuse. For easy reference, the group characteristics are also 
outlined on pp. 38-39. 

The vast majority of the persons contacted were interested in taking part in the 
interview, indicating they were interested in sharing their views, possibly hoping 
to influence future treatment strategies?  

 
Means for stabilisation after parasuicide 
The focus of this part of the study was to identify what to the interviewees’ 
minds had been important means for stabilisation after the parasuicide, as well 
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as hindrances for such a process. The focus was in understanding their 
experiences, not in finding explanations for the process.  

The answers in this section were basically related to the question “How has your 
life evolved since we saw each other at the interview after the suicide attempt?” 
Regularly, there was a readiness to answer this question, the descriptions were 
often rich, detailed and markedly spontaneous. 1

Due to an interest in possible differences in the experiences due to gender, 
borderline personality disorder and experience of childhood sexual abuse, the 
presentation is structured according to these subgroups. 

 
Experience of a stabilised life situation 

The vast majority, 23 persons in the BPD group and 20 persons in the NoBPD 
group reported that their view of their life situation and their mental stability 
had changed to the better during follow-up time, compared to the situation at 
the index parasuicide. However, there was a difference between the groups in 
that 14 of the 22 in the NoBPD compared to 9 of the 29 in the BPD group 
reported their life situation and their mental stability to be in good balance at 
the time of the interview.  

"The first few years afterwards were tough, but then stabilisation came 
gradually. Nowadays I feel stable and enjoy life.” (woman, NoBPD) 

“The last few years have been quite OK. What I went through gave me a 
new perspective on my life, and my priorities changed. I’m truly grateful 
I’m alive.” (man, NoBPD)  

“Up until two years ago I had severe mood swings. Then I had a period at 
a treatment centre, and nowadays I feel much more mature.” (woman, 
BPD, not abused) 

“The difference is huge – I’m not self-destructive at all anymore. It grew 
gradually, after I realized I couldn’t continue to live the way I did – or it 
could end my life, and I didn’t want to die.” (woman, BPD, abused) 

 
The NoBPD group 

By the ten women in the NoBPD group, the past years were recurrently 
described as an initial period of chaos, anxiety and turbulent relationships. As 
time went by this had given way to more stability with respect to partners and 
friends, and this had affected the mental stability. Breaking up from a 
destructive relationship, finding a new partner or having children was 
recurrently reported as decisive for the positive change. 

                                                 
1 Further examples of the patients’ descriptions is found in Paper V 
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“I got rid of my husband. It turned the tide. It’s been a positive 
development ever since.  I’ve learned to become a grown-up; I realized I 
govern my own life.”  

“I stopped taking medication, and told my story to my friends and 
workmates. I started to be honest with them and got lots of support. I 
managed to emotionally break away from my former husband. You can’t 
continue to dwell on the past.”  

The former self-destructiveness was described as a period that felt distant and far 
away, a period remembered to be distinctly different from the present situation.  

“Life’s totally different now. I met my husband in 1998, and then things 
turned. Everything’s been going the right way since, with kids and a 
house. The past feels distant; I don’t remember much of it, except the 
depression the first few years.”  

“I have left the teenage years behind. I’m able to look at it from a 
distance. I don’t think the same way anymore, I don’t even understand 
how I could think that way.”  

The twelve men in the NoBPD group expressed their views in a somewhat 
different way. Making a change in their economic situation or working 
conditions, breaking away from alcohol dependence or finding a new 
relationship were repeatedly described to have been of importance in achieving 
stabilisation. 

“The suicide attempt was due to severe economic problems. I thought 
about the suicide attempt during the first year, but not after that. The 
economy is stable now, and so is my life.”  

“After a separation in 1993 I started drinking heavily. After I got 
professional help with this everything’s been going the right way with 
both economy and relationships.” 

Both among the women and the men in the NoBPD group, the psychiatric 
health care services were rarely mentioned as a means for stabilisation. 
 
The BPD group 

The views of the seven men with BPD did not distinctly differ from the men 
without BPD, although they often referred to a longer period of instability. 
Rethinking the life situation and a sense of responsibility was a recurrent theme. 

“The change came when I was caught driving drunk. I started to rethink 
the way I led my life. I said to myself: Goddamnit, I’ll manage! There was 
too much monkey business; I got tired of my old ways. I wanted a quiet 
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life, so I went fishing a lot. Then I got a couple of dogs, and later I found 
a woman.”  

“The change came when I realized I could change things, I wasn’t 
helpless, and I was important for my kids. They’d be worse off without 
me. I’ve had hard times every now and then afterwards, but I found ways 
to manage. It’s good to know I once have reached rock-bottom.”  

None of the men with BPD mentioned the psychiatric health care services as a 
means for stabilisation. 

The 22 women with BPD fall into two distinct categories; 14 reported sexual 
abuse in childhood, while 8 did not. Descriptions of means for stabilisation 
differ between the women with and without sexual abuse. 

Among the 14 women with BPD and experience of sexual abuse in childhood, 
long-term professional psychiatric health care services characterized by close and 
frequent contact were recurrently reported as a means for stabilisation. 
Treatment centres as well as support in daily life at home were regarded as 
means for change by most of those who had gotten this opportunity.  

“The treatment centre! I haven’t needed inpatient periods the last few 
months. The progress is enormous. I’m much more mature, and am 
planning to move to my own flat with support in daily life at home 
within a few months.” 

“After a year at the centre I feel better. I find it easier to stand the pain. 
I’ve gotten the support I needed to start taking care of the tormented 
child inside of me.” 

“The treatment centre saved my life. They gave me tools to go on with 
my life. I had a long period of stability and safety, and my creativity was 
encouraged. I also learned to communicate, and use alternative ways to 
express my self-destructiveness. Afterwards I needed support in daily life 
at home during half a year.” 

The recurring theme in the descriptions of the helpfulness of the treatment 
centres and support in daily life at home was the possibility to find long-term 
stable personal relationships, someone to trust, someone to turn to when in 
need. Relationships were described as the core feature of change.  

“The good thing was that I could leave the passivity of the ward. I found 
people who trusted me to manage daily life. They saw my strengths, not 
just my weaknesses.” 

 
 

57



5. Narratives of the patients: Roads towards stability  
 

Among the eight women with BPD but no sexual abuse in childhood, the 
acquired stability in life was attributed to changes both in terms of life 
circumstances and in terms of inner reflective processes. 

“I had recurrent inpatient periods up until four years ago. I allowed 
myself to be unstable instead of getting a grip on my problems and 
weaknesses. Then I decided it shouldn’t happen again. I went travelling 
during a few months, and during this time I changed. I got to know 
myself better, although the travels were rough. It took a year to sort things 
out afterwards, all the negative experiences. The process evolved 
gradually, and I did it all on my own, I didn’t talk to anyone about it.” 

 “I met a man after a couple of years, which led to stabilisation. The same 
year I also quit medication with benzodiazepines and antidepressants, and 
this was also good for the stabilisation process.” 

When describing the reasons for the acquired stabilisation, a couple of the 
women with BPD referred to their regular outpatient contact at the psychiatric 
clinic as a means for stabilisation, and one declared medication had been of 
importance for her mental stability during the past years. The vast majority 
however did not refer to the outpatient psychiatric health care services as a 
means for stabilisation. 
 
The turning point: a decision of their own 

A recurring theme in the descriptions was a decision of their own as a turning 
point for subsequent stabilisation. The majority, 52% in the BPD group and 
64% in the NoBPD group spontaneously reported that their own decision to 
make a change in their life situation was of decisive importance, and distinctly 
stressed this decision as the single factor that gave them standing ground and 
room to move on with their lives. Descriptions of a decision as a basis for change 
was found both among those who had found stability through professional 
psychiatric health care services and among those who had found stability in 
other ways. 

“I managed to make a decision of my own to break away from my former 
husband.” (woman, NoBPD) 

“I was into heavy drinking. I felt this wasn’t what I wanted. I had a period 
at a treatment centre and then was in contact with the Alcoholics 
Anonymous, and since then things have worked out fine.” (man, 
NoBPD) 

“I decided my child shouldn’t grow up without her dad, and started to 
fight to keep up the relationship with her.” (man, BPD) 
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“Finally, I reached rock-bottom. I felt I had to leave the life I led to 
survive. I decided to fight to avoid having to come to the inpatient ward. 
The treatment centre helped me build on this.” (woman, BPD, not 
abused) 

The decision in itself could be of a very varying character; from the actual break 
up from a destructive partner relationship or a dysfunctional professional 
contact to a decision to acknowledge the possibility to take control over life in 
some respect. The change typically was one of reorientation, a decision not to 
continue down the present road. 

“The situation changed when I decided to break up. It feels good to have 
left off psychiatry, to have taken a decision of change of my own.” (man, 
NoBPD) 

“Finally, I separated and headed for home, hitchhiking with three kids. I 
don’t know how I found the strength for this decision.” (woman, 
NoBPD) 

“I took a decision of my own to go to a treatment centre. I realized I 
needed a change, or I would kill myself. My therapist listened to me, and 
I was referred quite quickly.” (woman, BPD, abused)  

Decisions often included taking a stand against former ways of dealing with the 
problems in life, like drinking, self-destructiveness or insincerity in close 
relationships. The decisions repeatedly were based on a sense of having reached 
“the rock bottom”,2 a point where a new direction in life was an absolute 
necessity. In the descriptions of this turning point, an element of dawning 
awareness of self-worth was regularly addressed. The statements usually 
encompassed the choice to focus something else than their own weakness and 
incapacity, and to realize the possibility to take a more active part in the course 
of their lives. It was recurrently formulated as a decision to take up the challenge 
of life and fight for the future. 

“Before, I thought I couldn’t manage life – so I didn’t try, because I 
didn’t dare. Then I found things so destructive, I had reached rock-
bottom. Then I sat down and thought about what I really needed, and 
decided things like that should never happen again.” (woman, BPD, not 
abused) 

“I decided to work things through – to open up, talk to my friends. I had 
kept it all locked up before. Nowadays I treat situations quite differently 
when I come to a conflict or a crisis – I go straight at it, and get rid of it. I 
have taken this decision myself.” (man, NoBPD) 

                                                 
2 Brill et al. 1972 
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“Finally, after a suicide attempt I was in real bad shape. It dawned on me 
I could lose my life.  I realised I had to choose, and that I was able to 
choose. I realized I had to try something else. I had nothing to lose.” 
(woman, BPD, abused)  

In almost every case these decisions included an orientation towards some 
person(s) or some social situation that subsequently proved to be instrumental 
for further stabilisation and reorientation. 

The role of psychiatry in the decision towards change 

The psychiatric health care services were recurrently addressed in the statements 
of a decision of their own as a pivot for subsequent change. Some distinctly 
described they found relief by not continuing their scheduled visits at the 
psychiatric clinic, typically described as a decision not to continue to dwell on 
the past. Others described that only after they had come to the end of the road 
with their expectations that the psychiatric health care services would work 
things out for them, they could make demands for change on their own, and use 
their own capacities to move on with their lives.  

“The main reason I feel better is that I was able to take a stand, make a 
decision not to waste time on the past.” (woman, NoBPD) 

 “I did it myself – got a grip on my life, created a new life situation. I had 
let myself be sick before, had waited for others to do it all for me – but 
nothing changed, in spite of all the resources that were mobilised.” 
(woman, BPD, abused) 

“The second suicide attempt was a turning point, a shock – I felt I don’t 
want to go through this again. There was no change until I took a 
decision of my own to take a hold of the situation. I think things could 
have gotten much worse if I had waited for a therapist to fix it.” (man, 
BPD) 

 
Prevailing severe symptoms 

A minority of 8 persons, one man and three women from the NoBPD and four 
women from the BPD group, felt the past years had not led to stabilisation, and 
described prevailing severe symptoms throughout the follow-up period. All in 
the NoBPD group had a diagnosis of schizophrenia, and the four in the BPD 
group had continued repetitive frequent self-destructive behaviour. All the 
women in the BPD group had suffered childhood sexual abuse. The main 
reasons for continued instability in the NoBPD group were described to be 
recurring hallucinatory voices and/or unrelieved intense anxiety. Those in the 
BPD group described memories of the past that kept haunting them, mainly 
memories of sexual abuse in childhood. Sometimes these memories were 
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accompanied by repeated and recent sexual abuse in adulthood. The common 
denominator was hopelessness, a feeling nothing could be done to change the 
situation. 

“It’s the voices that keep haunting me.” (woman, NoBPD) 

“I still have this intense anxiety, and I don’t know why.” (man, NoBPD) 

“Thoughts about my childhood, pictures that keep haunting me. I started 
to hurt myself when I was 10, but it wasn’t as often then as it is now. I 
am imprisoned by these memories.” (woman, BPD, abused) 

 
Summary of the experiences of the patients 

To sum up, stabilisation was the rule, not the exception. Stabilisation was 
recurrently related to a decision of their own as the pivot or turning point for 
subsequent stabilisation, and the stabilisation almost without exception was 
related to finding someone to trust, who could be instrumental for further 
stabilisation. Treatment centres and daily support at home, psychiatric services 
characterized by close and frequent contact, were frequently mentioned as means 
for stabilisation. The regular outpatient psychiatric health care services were very 
seldom spontaneously mentioned as a means for stabilisation, in spite of the very 
long outpatient treatment periods described in the quantitative part of this 
thesis. Rather, these structures were repeatedly mentioned as something that had 
to be left behind to acquire stabilisation.  

In the light of these descriptions of means for stabilisation, what were the 
patients’ responses when introducing the theme of their views on the psychiatric 
treatment? 
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The patients´ views on the psychiatric treatment 
The patients’ comments on the psychiatric treatment were direct and 
straightforward, sometimes even blunt, and the answers were regularly given 
without hesitation. Most had a very distinct view on the treatment. Basically, all 
the answers in this section were in response to the question “How did you 
experience the psychiatric treatment after the parasuicide.” 

Due to an interest in possible differences in views regarding the various 
psychiatric settings, the presentation is structured around length and type of 
psychiatric treatment after the parasuicide. Recurrent themes in the comments 
within each setting are presented.3   

 
Short-term outpatient treatment, < 6 months  

Among the 13 persons with short-term contacts, two persons described 
satisfaction with the quality and content of the contact, and felt the treatment 
had led to stabilisation.  

“I talked to my therapist for a few months. The sessions were wonderful, 
we went through the problems I had with my partner. I started to see that 
every problem in the relationship wasn’t my fault. She gave me the 
strength to break up from him, the strength to make a stand.” (woman) 

The other eleven were critical and recurrently described a lack of shared 
understanding of what should be the focus of the contact. 

“I had an outpatient contact for a few months. I felt uncomfortable – she 
said nothing, only listened. I had need for some guidance, not just 
hearing myself talk. I was so lost, I needed some stability. I stopped going 
there because of this.” (woman) 

 
Intermediate outpatient treatment, 6 – 36 months 

In the group with intermediate duration of psychiatric treatment, the treatment 
was described as a positive experience by four of the ten persons. The 
relationship to the therapist was described as supportive and trusting, they 
sensed they had been listened to and had felt respected. Noteworthy is that 
among these, a recurrent point of view was that they had to fight to get the 
support they needed, sometimes leading to a change of therapist.  

                                                 
3 Further examples of the comments given are found in Paper IV 
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“It is due to her (the therapist) that I’m sitting here today. She saw I 
needed to make changes in my life, and she supported me in the process. I 
felt her support and felt I was safe with her. The commitment on her part 
did the trick!” (woman)  

“After 1.5 years of outpatient sessions I didn’t want to continue. Then I 
had a change of therapist. He met me like an equal human being. I felt I 
was being seen and heard. Things changed very quickly after that.” (man) 

Among those who were not satisfied with the treatment, a recurring comment 
was they felt the therapist held too much distance, and also that they had wished 
the therapist to be more active during the sessions.  

“I was seeing a therapist […] she was cold and distant, seemed like she felt 
burdened by another depressed middle-aged man. I felt abandoned, but I 
didn’t dare to end the therapy. I tried to adapt, I thought maybe I’m the 
one to blame.” (man) 

“I haven’t thought much about the outpatient visits. I’m the kind of 
person who does what I’m told to do. So I went to the sessions although I 
didn’t get much out of it.” (woman) 

 
Long-term outpatient treatment, ≥ 3 years 

In the group with three years or more of outpatient treatment after the index 
parasuicide, seven out of 23 described satisfaction with the outpatient treatment. 
The positive descriptions of the outpatient treatment were phrased in terms of 
having found someone who listened to them and understood their life situation.   

“She has helped me to keep my calm through the storms of life. It’s been 
important to be able to articulate myself to someone who understands.” 
(man) 

The negative remarks in this group were in terms of repeated shifts of supportive 
units and therapists, sometimes due to changes in the organization of the 
psychiatric support system.  

There were also recurrent remarks on rigidity in the methodology used, 
sometimes leading to feelings of not fitting into the model and a sense of not 
being taken seriously.  

“I fit the model, but the model didn’t fit me.” (woman) 

A lack of mutual understanding of the content of the treatment and a feeling of 
being passive recipients of care was expressed by more than a third of the persons 
in the group.  
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“Some seem to think they know me because they’ve seen me five or ten 
years ago, and think I’m still the same. Then they start practicing their 
ideas about what help I need – and only after they’ve come to a dead end 
they start asking me what we should do. It would have been better to 
agree on something from the start” (woman) 

 
The psychiatric ward 

The psychiatric ward was mentioned as a positive aspect of the psychiatric 
treatment system by 22 of the 45 who had been inpatients. The ward was 
mentioned as a safe place, a necessity to prevent further self-destructiveness or to 
preserve life during a very turbulent period in life.  

“It was necessary to stay at the ward – otherwise I would have done 
something much worse to myself.” (woman) 

Of the 24 with repeated inpatient periods, 14 described the psychiatric ward in 
positive terms. The ward was sometimes described as a second home, a place to 
gather strength. In the statements, the personal relations with someone in the 
staff were regularly addressed in positive terms such as understanding, reassuring 
and affirmative, someone with a commitment to help, someone to trust.  

“During a few years it was a great comfort to come to the ward every now 
and then. It felt like coming home, I was able to breathe. I had great 
confidence in an older man at the ward.” (man)  

The negative voices questioned the lack of privacy and the lack of activities at 
the ward, and the burden of being confronted with other patients with diverse 
kinds of problems in a situation where the personal problems were 
overwhelming. 

 
Treatment centres 

Treatment centres of different kinds were mentioned in positive terms by all but 
two of the 12 who had gotten this kind of treatment. Positive descriptions were 
found with respect to all the different treatment centres, and were not related to 
any specific treatment model. The treatment centre was often described as 
having started up a process that had led to positive changes in self-respect and 
sense of self-worth, giving tools enabling further personal growth in the 
aftermath.  

”It’s basically a question of attachment – relationship is the basis for 
change. Then you dare to look at the past, to taste and feel it – and the 
burden gets lighter. You can’t do that in front of a mirror- you have to 
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feel that someone sees you. You start the process, you get someone’s help 
– and finally it changes, although it always takes time.” (woman) 

 
Support in daily life at home 

Support in daily life at home was described in positive terms by 11 of the 15 
who had received this kind of support. The support was mainly described as 
giving stability in daily life by having somewhere and someone to turn to when 
in need. Losing the support was described as a devastating catastrophe, turning 
life from relative stability to chaos with repeated and frequent inpatient periods 
at the psychiatric ward.  

“I had support in my home. It gave me a feeling of safety – there was 
someone to turn to, someone to trust. For two years I could live my life 
without coming to the ward. Then the support at night was stopped, and 
the chaos started again”. (man) 

Among those who gave negative comments on the support in daily life at home, 
the common denominator was that they felt controlled and invaded in their 
homes, regularly leading to giving up the support. 

 
Summary of the patient’s views on the treatment 

To sum up, the patients’ answers on the theme of their views on the psychiatric 
treatment do not much differ from their spontaneous reports on means for 
stabilisation. Services characterized by close and frequent encounters, such as 
treatment centres, support in daily life at home and to some extent also the 
psychiatric ward, are repeatedly mentioned as positive aspects of the psychiatric 
health care, while regular outpatient contacts do not get much credit.  

How can these narratives be understood, what can we learn from the patients’ 
experiences and views? 
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6. Narratives revisited: What can we 
learn as clinicians? 

The analysis of the patients’ narratives will focus their views on the psychiatric 
treatment, as well as the means for stabilisation and hindrances for such a 
process that they acknowledge. The analysis will be focused around 6 themes:  

1. What can be learned from the narratives of those who feel the 
therapeutic treatment adequately met their needs? 

2. What conclusions can be drawn from the descriptions of dissatisfaction 
with the treatment? 

3. What difference of character can be found between the settings that 
often are regarded to have been instrumental for stabilisation, 
compared to those who seldom are mentioned as a means for 
stabilisation? 

4. What characterizes the position of those who feel the past years have 
not brought stabilisation? 

5. What are the common characteristics of the means for stabilisation 
mentioned by the patients? 

6. What implications of the impact of modernity can be found in these 
narratives? 

 
1. Narratives of contentment 

There are voices that proclaim a profound satisfaction with the psychiatric 
treatment. These narratives of satisfaction can be found in each setting, in 
inpatient as well as outpatient treatment, in short-term as well as long-term 
treatment, in descriptions of the helpfulness of treatment centres as well as in 
positive regards of daily support at home.  

What are the common characteristics in these narratives? A striking feature is 
that whenever there is a positive comment on the treatment, regardless of the 
setting, the human rapport between the patient and the therapist/helper is 
mentioned. “He met me like an equal human being. I felt I was being seen and 
heard.”  In remarks such as this, a positive therapeutic alliance of the kind 
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In this chapter the theoretical perspectives outlined in Chapter 4 will be used as 
tools in the understanding of the patients’ narratives. Conclusions are 
summarized at the end of each part of the analysis. 
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mentioned by Frank and Frank1 can be traced. The therapist has been able to 
adapt to the needs and personal qualities of the patient – although sometimes a 
change of therapist was needed to acquire this match. The therapist has also 
been instrumental to facilitate the patient’s experience of success and mastery in 
dealing with the situation. “She saw I needed to make changes in my life, and she 
supported me in the process. I felt her support and felt I was safe with her.”  The 
therapeutic alliance has been an instrument for change.  

Another common feature in the descriptions of those who felt the psychiatric 
treatment had adequately met their needs is that the treatment has opened a 
new or different perspective on the situation. These patients declare that the 
therapeutic contact has helped them see “a difference that makes a difference”, 
to use the words of Bateson.2 They have also gotten the support of the therapist 
in upholding this new perspective in real life, making room for positive and 
self-directed changes. ”I started to see that every problem in the relationship wasn’t 
my fault. She gave me the strength […] to make a stand.” 

The positive relationship to someone else, who becomes a “significant other” in 
the terminology of Sullivan3 and symbolic interactionism, is another common 
feature among the positive narratives, in words such as “I had great confidence in 
an older man at the ward” or “there was someone to turn to, someone to trust.” 
Being seen by someone worthy of trust has brought comfort and set the stage 
for a process where they have dared to explore and expand their former 
boundaries of identity. “You can’t do that in front of a mirror – you have to feel 
that someone sees you.”  In this way, the patients describe how the limits of the 
former identity have been transformed through the interaction with others who 
held a positive view of their potential for development. 

Elements of empowerment perspectives4 can be traced in these narratives, 
although an empowerment process cannot be fully discerned. Statements such 
as "It’s been important to be able to articulate myself to someone who understands” 
seem to indicate a relationship to someone who has accepted and validated the 
patient’s experience and his description of the situation, and has been able to 
support self-esteem and confidence in working things out. To articulate oneself 
“to someone who understands” is to uphold a dialogue concerning your own 
needs and expectations, and implies a relationship where you are being treated 
with respect, and where your views count, all of which are basic elements of 
empowerment strategies. 

                                                 
1 Frank & Frank 1991 
2 Bateson 1972 
3 Sullivan 1940 
4 Croft & Beresford 1994 
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In short, the narratives of contentment with the psychiatric care fulfils the basic 
demands on a working therapeutic alliance in the sense described by Frank and 
Frank, and has elements of establishing a change of perspective according to the 
thoughts of Bateson. The therapist has become a significant other in the way 
described by symbolic interactionism, and this encounter has led to an 
integration of a different understanding of identity. Although not fully 
described as an empowering process, the narratives include referrals to the 
attitude that is basic to the empowerment perspective. 

These narratives show that a qualified therapeutic relation can be established 
within a wide variety of settings in psychiatric care. 

 
2. Narratives of discontent 

The overall picture of the patients’ views on the outpatient treatment is 
discouraging for the therapeutic community. Among those with short-term 
contacts, the vast majority are dissatisfied with the content and quality of the 
treatment. This group includes those who after a few visits discontinued the 
treatment, and this discontent is of course reflected in their narratives. Still, 
among those who attended scheduled visits for up to six months the criticism 
prevails, especially concerning not having found a mutual understanding of the 
focus and aim of the contact.  

Among those with 6–36 months of regular outpatient visits, as well as among 
those with long-term outpatient treatment during more than 3 years, the 
majority also describe dissatisfaction.  

How can this discontent be understood, what can be learned from these 
narratives? 

A recurrent theme in most of the narratives of discomfort and failed 
expectations concerning the outpatient care is that of distance and a low profile 
on the part of the therapist. “I felt uncomfortable – she said nothing, only listened. 
I had need for some guidance, not just hearing myself talk.” “(The therapist) was 
cold and distant, seemed like she felt burdened by another depressed middle-aged 
man. I felt abandoned.”  Experiences such as these seem to indicate that a 
therapeutic alliance of the kind described by Frank and Frank5 was never 
achieved. Distance and a low profile on the part of the therapist may have been 
regarded as professionalism by the therapist him/herself, but seems to have been 
a hindrance for the therapist to become a “significant other”6 in the life of the 
patient. In this way the attitude of the therapist has forfeited the purpose of the 
therapeutic contact – helping the patient find a different perspective on his 

                                                 
5 Frank & Frank 1991 
6 Sullivan 1940 
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situation7 and pave the way for personal development through the symbolic 
interaction of therapy.8

How come so many of the outpatient contacts have become long lasting, in 
spite of the dissatisfaction? The answer seems to be found in Frank and Frank’s 
concept of “demoralization”,9 the sense of powerlessness to deal with himself or 
his life situation that leads the patients to seek therapy. There are recurrent 
descriptions of despair and a feeling there was nowhere else to turn. “I was so 
lost.”  Sometimes the patients even blamed themselves for the inadequacy of the 
therapeutic sessions (!) “I didn’t dare to end the therapy. I tried to adapt, I thought 
maybe I’m the one to blame.” In narratives such as these, the imbalance of power 
between the patient and the therapist comes into focus. The patients have felt 
they had to adapt to the ways and ideas of the therapist, and that their own 
views on the process were of no importance for the context of the sessions. “I’m 
the kind of person who does what I’m told to do. So I went to the sessions although I 
didn’t get much out of it.” 10

 Among the persons with more than 3 years of outpatient treatment, more than 
one third describe a lack of mutual understanding of the content of the 
treatment and a feeling of being passive recipients of care. In these sessions it 
seems the patient and the therapist have not had shared symbols as tools in the 
interaction, but the symbols and language of therapy used by the therapist has 
had different connotations for the patient and the therapist.11 It would seem an 
empowerment perspective focused on helping the patients articulate their own 
needs, participate in the planning and evaluation of the sessions as well as 
training in assertiveness12 would have been helpful in turning the balance in 
these sessions. Possibly an empowerment perspective could have achieved “a 
transformation from dependence to interdependence”13 within the therapeutic 
setting.  

A closely related theme in the narratives is the criticism of a strict, almost rigid 
adherence to a specific methodology within the therapeutic sessions, a 
methodology which the patients have felt did not match their needs, powerfully 
summarized in the sentence “I fit the model, but the model didn’t fit me.”  Others 
describe a silence on the part of the therapist in the context of the sessions, 
which has resulted in feelings of discomfort on the part of the patient. One of 
the more assertive descriptions put it this way: “They start practicing their ideas 

                                                 
7  Bateson 1972 
8  Charon 1998 
9  Frank & Frank 1991 p. xiv 
10 This comment is actually a summary of an outpatient contact lasting almost three years. 
11 Charon 1998; Trost & Levin 1999 
12 Croft & Beresford 1994 
13 Rose & Black 1985 
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about what help I need – and only after they’ve come to a dead end they start asking 
me what we should do.” This non-matching of therapeutic method to the 
personal qualities, values and expectations of the patients has repeatedly been 
shown to be a hindrance for therapeutic alliance of the kind described by Frank 
and Frank,14 and is evident in the narratives of these patients. 

In short, the narratives of discontent shows that non-matching of therapeutic 
method to the personal qualities and expectations of the patients, a reliance on 
therapeutic method instead of on a therapeutic alliance with the patient and a 
lack of empowerment perspectives in the process set definite hindrances for 
finding “the difference that makes a difference” and for a therapeutic process 
where the therapist becomes a “significant other” that is able to influence the 
identity process of the patient. 

  
3. Characteristics of psychiatric settings instrumental for 
stabilisation  

There are two psychiatric settings that are repeatedly mentioned by the patients 
as having been instrumental for their stabilisation; treatment centres and 
support in daily life at home. 

These settings work with patients with severe symptoms, in this investigation 
persons with schizophrenia, borderline personality disorder and/or experience of 
childhood sexual abuse. In the vast majority of their narratives, treatment 
centres as well as support in daily life at home were regarded to have been 
decisive for their stabilisation. The narratives of these patients, who regularly 
have had several years of outpatient treatment preceding the period at a 
treatment centre and/or support at home, are in line with a review of the 
effectiveness of psychotherapeutic treatment of personality disorder by Bateman 
and Fonagy.15 They found relatively little compelling evidence that individuals 
with personality disorders and low levels of functioning can be successfully 
treated on an outpatient basis. 

What are the characteristics of these settings that in the eyes of the patients have 
managed to form a working therapeutic alliance in spite of severe symptoms 
and/or severely traumatic life experiences? 

Treatment centres as well as support in daily life at home are supportive units 
characterized by close and frequent contact. In these settings, the personnel 
come to share the life of the patients in quite a different way than in the 
outpatient setting. This close and frequent interaction broadens the basis for an 

                                                 
14 Frank & Frank 1991, Hubble et al. 1999 
15 Bateman & Fonagy 2000 
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Quite in accordance with such a notion is the recurring theme in the 
descriptions of the helpfulness of these settings; the possibility to find long-term 
stable personal relationships, someone to trust, someone to turn to when in 
need.  ”I’ve gotten the support I needed to start taking care of the tormented child 
inside of me.” ”It’s basically a question of attachment – relationship is the basis for 
change.”  Relationships are described as the core feature of change, and these 
relationships in the narratives of the patients are characterized by a focus not 
only on the problems and weaknesses, but also on strengths and possibilities. 
“The good thing was […] I found people who trusted me to manage daily life. They 
saw my strengths, not just my weaknesses.”  “They gave me tools to go on with my 
life […] my creativity was encouraged. I also learned to […] use alternative ways to 
express my self-destructiveness.”  

Empowerment perspectives seem to be at work in these narratives, where the 
work at the centres are described as a dialogical, collaborative project, based on 
the patient’s own understanding of her (or sometimes his) situation.17 The 
narratives speak of daring to explore new territory within the context of a safe 
setting, and how this supported activity of the “I” has led to experiences that 
were integrated in a new understanding of “Me”, thus modulating the identity 
concept of the individual.18 “You start the process, you get someone’s help – and 
finally it changes, although it always takes time.” 

The narratives of the helpfulness of support in daily life at home follow the 
same lines of attachment and trustworthy relations to others, although the 
emphasis is quite different. The narratives do not speak of support in daily life 
as a setting that has been a means for finding a different perspective in life or 
has modulated their identity concept. Rather, support in daily life is described 
as a means to uphold the perspective of “a difference that makes a difference”,19 
upholding self-confidence in being able to handle mental problems and manage 
life in the context of self-directed control over their living conditions. “It gave 
me a feeling of safety – there was someone to turn to, someone to trust […] I could 
live my life without coming to the ward.” This kind of comment is also found in 
the positive descriptions of the psychiatric ward. “It was a great comfort to come 

                                                 
16 Addams 1902 
17 Rose 1990; Rees 1991; Kondrat 1995 
18 Trost & Levin 1999 
19 Bateson 1972 
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empathetic understanding of the patients’ life circumstances and way of 
thinking, or in the words of Jane Addams  16  a “sympathetic introspection”. 
According to the views of Jane Addams, this shared life is a prerequisite to be 
able to be of any help to persons whose life history and circumstances widely 
differ from that of the helper. 
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to the ward every now and then […] I had great confidence in an older man at the 
ward.” 

In short, the psychiatric settings that the patients often regard as having been 
instrumental for stabilisation, treatment centres, support in daily life at home 
and to some extent the psychiatric ward, are characterized by close and frequent 
encounters. On the part of the helper these close encounters lead to partly 
sharing the life of the patients, bringing a basis for a thorough “sympathetic 
introspection” and a perspective where a focus not only on weaknesses but also 
on strengths has been established. Within this context, the treatment centres 
have been able to empower the patients with new tools for handling their 
traumatic experiences and symptoms, and has given safe and firm ground for an 
exploration of new aspects of the self. The support in daily life at home that 
often has followed a period at a treatment centre has helped to uphold the self-
confidence in managing a life on their own, thus upholding the perspective of 
“the difference that makes a difference”. 

 
4. Characteristics of the position of those who feel the past years 
have not brought stabilisation 

All the four women in the BPD group that had not experienced stabilisation 
during the years after the index parasuicide had experience of childhood sexual 
abuse. The other four had a diagnosis of schizophrenia. These persons described 
the years after the first interview as a period of instability, with continued severe 
symptoms. The main reasons for continued instability was described to be 
recurring hallucinatory voices and/or unrelieved intense anxiety among those 
with a diagnosis of schizophrenia, and among those with a diagnosis of 
borderline personality disorder memories of the past that keep haunting them, 
mainly memories of sexual abuse in childhood. Sometimes these memories were 
accompanied by repeated and recent sexual abuse in adulthood.  

What are the characteristics of the position of those who felt the past years had 
not brought stabilisation?  

The common denominator in these narratives is hopelessness, a feeling nothing 
can be done to change the situation. “It’s the voices that keep haunting me.”  “I 
am imprisoned by these memories.” The identity of being victimized by past or 
present experiences seems prominent, coupled with deep pessimism in the 
definition of the situation. According to symbolic interactionism,20 such a 
pessimistic definition of the situation will tend to reinforce the identity as 
victimized, as the way the situation is defined decides how we act upon it, as 

                                                 
20 Charon 1998 
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stated in the theorem of Thomas.21 The psychiatric treatment has not been able 
to alleviate their sense of powerlessness to change themselves or their 
environment, and thus seems to have failed what Frank and Frank call the basic 
aims of therapy.22  

According to the statements of the patients it seems the psychiatric treatment 
rather has been dysfunctional by focusing limitations instead of possibilities. In 
these patients’ descriptions of themselves it seems the symbols used by the 
therapeutic community - the diagnostic approach of the psychiatric health care 
services – have not been shared tools in an interaction towards a redefinition of 
the situation,23 but rather has been a conserving factor in a static identity as 
“borderline,” “self-destructive” or “schizophrenic,” an expert language that has 
been labelled on them. These narratives indicate that in their own minds, they 
are victims of their experiences and symptoms and do not have the power to 
take control over the consequences of their plight. Empowerment perspectives 
thus are lacking in their descriptions of the contribution of the psychiatric 
health care during the past years. 

In short, among those with continued severe symptoms there was a pessimistic 
definition of the situation, characterized by a sense of powerlessness. The 
psychiatric treatment has not been able to help redefine this situation, but 
rather seems to have been a conserving factor in the formulation of a static 
identity as victimized. 

 
5. Common characteristics of means for stabilisation after 
parasuicide 

The psychiatric health care system is seldom mentioned as a means for 
stabilisation, except by those who had been to a treatment centre and/or had 
received support in daily life at home. Still, the majority describe a stabilized life 
situation compared to the situation at the time of the index parasuicide. Their 
ways to manage their lives have been dependent upon other factors than the 
psychiatric health care. What common characteristics can be identified in the 
narratives of this process? 

A core feature for achieving change seems to be a personal commitment for 
change. The majority of the interviewed stress this to be of decisive importance. 
A main theme in the descriptions is a decision not to carry on life as usual, but 
to actively search for other alternatives. “The change came when I realized I could 
change things, I wasn’t helpless.”  “I got rid of my husband. It turned the tide. It’s 
been a positive development ever since. ” The active decision is at the core of the 
                                                 
21 Thomas & Thomas 1928 
22 Frank & Frank 1991 
23 Charon 1998 
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process of change. Behind the decision there is a sense of having come to a dead 
end, a feeling their own life, their own mental stability or the welfare of others 
was in jeopardy should they continue to pursue the present path. “I felt I had to 
leave the life I led to survive. I decided to fight […] The treatment centre helped me 
build on this.”  Having reached this point, in all groups we find an 
acknowledgement of responsibility and self-worth, and the capacity to reorient 
and act towards a change of the situation. This reorientation is always in the 
present, and typically results in breaking away from the past, both in terms of 
how the situation is defined, and in terms of actual changes in life 
circumstances. The process illustrates the basic characteristic of man as being 
active, not passive in his efforts to evolve his identity and deal with his life 
situation, as described by symbolic interactionism.24

Among the structures that had to be left behind in the decision to make a 
change that since has led towards stabilisation, rather often the psychiatric 
outpatient treatment is mentioned. “There was no change until I took a decision 
of my own to take a hold of the situation. I think things could have gotten much 
worse if I had waited for a therapist to fix it.”  “I had let myself be sick before, had 
waited for others to do it all for me – but nothing changed, in spite of all the 
resources that were mobilised.” “It feels good to have left off psychiatry, to have taken 
a decision of change of my own.”  

These remarks are often related to a description of a passive role of the patient 
in the outpatient setting, a setting where relief and change was to be received, 
not achieved. According to symbolic interactionism, such a definition of the 
situation would be contraproductive, as the basic assumption of man as active, 
not passive, is neglected. Furthermore, in the interaction of therapy, the 
patient’s view of himself will tend to adapt to the attitude of the therapist. If the 
patient finds he/she is regarded as a passive recipient of care, not as someone 
who has abilities to make changes in life, this will affect the patient’s 
expectations and according to symbolic interactionism limit his/her possibilities 
to act. Advocates of empowerment probably would regard these narratives as 
standard examples of how the positions of power in health care settings reduces 
the patients to objects rather than subjects in their own lives, and how these 
power positions are hindrances for a process of transformation from 
dependence to interdependence in the therapeutic dialogue.25

Another theme for stabilisation is finding a different perspective on the 
situation. In the group without BPD, the instability at the time of the 
parasuicide was related to focusing a distinct crisis situation in life that seemed 
impossible to handle. Stabilisation is described to be related to the resolving of 

                                                 
24 Charon 1998; Trost & Levin 1999 
25 Rose & Black 1985; Rose 1990; Rees 1991; Kondrat 1995 
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this situation through actual changes in the life situation. “What I went through 
gave me a new perspective on my life, and my priorities changed.” As these changes 
were made, other aspects of life could come into focus, leading to stabilisation. 
“Life’s totally different now […] with kids and a house”. Those with BPD 
basically report the same kind of crisis experience, but refer to a longer period of 
instability and refer stabilization not only to a resolving of the factual situation, 
but also to a larger extent to a change of focus in their own ways of thinking 
and acting. “I started to rethink the way I led my life.” In their descriptions of 
how this change of perspective affected the subsequent stabilisation process, the 
upholding of the new perspective seems central for the process. In both groups, 
the descriptions include a change of perspective and focus, finding “the 
difference that makes a difference”26 whether it be deciding to break away from 
a destructive relationship, insincerity, self-destructiveness or alcohol abuse, or 
establishing rewarding relationships and new ways of dealing with traumatic 
memories and sense of worthlessness. 

A third theme found in the narratives of means for stabilisation is the relational 
aspect, the interaction with a “significant other”27 that sees and supports the 
potential for change and development and helps redefine the situation. ”It’s 
basically a question of attachment – relationship is the basis for change.”  Whether 
it be a friend, a partner, children, work-mates or a stable and rewarding 
professional relationship, the recurring theme in almost every statement of a 
positive change is a statement of the importance of relationships. No matter if 
the parasuicide was related to severe mental problems leading to extensive 
psychiatric treatment or an act of despair due to a crisis situation in life, the 
core feature for subsequent stabilisation was described to be reliable 
relationships that could further enhance self-esteem and self-worth, or getting 
rid of relationships that withheld such a development. The process has resulted 
in the integration of a different understanding of the possibilities and 
limitations in life. 

In short, the core characteristics of the means for stabilisation after parasuicide 
seem to be finding a different perspective on the situation. This change of 
perspective requires the presence of persons that can become “significant 
others” and in this way become instrumental for a new integration of identity. 
Behind this orientation towards relationships that carry the potential for a 
development of self-esteem and sense of self-worth there is often an active 
decision and a personal commitment for change.  

 

                                                 
26 Bateson 1972 
27 Sullivan 1940 
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6. The impact of modernity 

Modernity, with its seemingly increasing pace of social change, might lead to an 
increase in the development of personality disorders among sensitive 
individuals.28 The reflexive construction of the self29 in the modern age probably 
is a more difficult project for those with a high sensitivity30 while the moral 
obligation of authenticity in modernity31 hardly is less imperative. Should 
Millon’s argument hold true that the present stage of modernity leads to a 
decreased amount of core inner standards and customs, it would implicate that 
experiences of childhood abuse and mistreatment may be even more common 
in the future.  

This development of modernity poses a challenge to the therapeutic community 
both in the way psychiatric health care is organized, and in the methods used. 
We can expect an increased need for long-term treatment characterized by close 
and frequent interaction, since such methods seem necessary to broaden the 
basis for a “sympathetic introspection” regarding the life circumstances and way
of thinking of the patients with severe trauma or severe symptoms. Such treatment 
methods are witnessed to be of crucial importance in the narratives of those 
interviewed in this project.  

We can also expect changing expectations and demands on the therapeutic 
community as a whole. In the present phase of modernity, characterized by 
Giddens as “the late modern age”,32 the increasing availability of information 
regarding therapeutic alternatives affect people's views and expectations on 
psychiatric health care. The narratives in this study indicate that therapists and 
therapeutic traditions no longer can expect to be treated with respect and 
reverence transferred from the religious institutions,33 but are at the mercy of 
the pivot of trust and doubt that is characteristic of all institutions in the 
modern age.34 In the flow of information in modernity, people are used to make 
revisions of the basis for their trust, and no longer accept to be “treated” 
according to the preferred methods of an individual expert. In modernity, the 
responsibility for self-identity and self-development lies on the shoulders of the 
individual, who will recognize the value of a therapeutic intervention by the 
way this intervention is instrumental for his authenticity and individuality.35 In 
this context, we can expect a demand for mutuality and participation in the 
planning and process of therapy.  
                                                 
28 Millon 2000 
29 Giddens 1991 
30 Paris 1994; 2003; Zanarini 2000 
31 Taylor 1991 
32 Giddens 1991 
33 Rieff 1966 
34 Giddens 1991 
35 Taylor 1991 
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In short, from the narratives of the positive and negative views on the 
psychiatric treatment a picture emerges of what should be the basic 
characteristics of a rewarding therapeutic relationship. This working therapeutic 
relationship closely adheres to the principles outlined by Frank and Frank, 
Bateson and symbolic interactionism, but the narratives also repeatedly calls for 
a perspective of collaboration in therapeutic work, of enabling the patients’ to 
take charge of their lives, of helping them define their own needs and the use of 
a language that has common connotations for both the therapist and the 
patient. The process of modernity thus seems to call for a redefinition of the 
positions of power36 in psychiatric health care, possibly organized around the 
principles of empowerment.  

 

                                                 
36 Wilson 2000 
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7. Conclusions of the research process; 
implications for future research 
This chapter summarises the conclusions of the research process, and the 
implications for future research. 

The process of research started within a positivistic tradition of testing 
hypotheses regarding differences between groups through the use of 
standardized procedures. One of the purposes was to identify to what extent 
personality disorders were present in parasuicide, partly as a guide for future 
therapeutic interventions.  

The personality disorder concept labels these individuals as “odd and eccentric”, 
“dramatic, emotional or erratic” or “anxious and fearful”, and the repeated 
suicide attempts that are often seen among those with a borderline personality 
disorder are repeatedly labelled as “manipulative” both in the clinical situation 
and in theoretical constructs. Such a notion on the part of the clinicians will 
affect the interaction with the patients, as the perspective taken determines what 
we focus and what we see as less relevant1, which in turn affects the way we act.2 
The diagnostic concept of personality disorder in many ways epitomizes the 
positions of power in health care settings.3

Clinical work as well as research has found that behind the presenting 
symptoms that may seem “manipulative” and “dramatic, emotional or erratic”, 
persons with borderline personality disorder are often victims of severe abuse 
and/or neglect in childhood. This led to an interest in exploring the frequency 
of such experiences behind the categorical classification labels, as well as the 
basis for the supposed manipulative motives for their suicidality. To reach these 
aims, structured instruments were used at the initial interview. 

The quantitative description verified the importance of personality disorder as 
an important factor in parasuicide, but also highlighted the impact of gender 
and childhood sexual abuse as equally important factors. Childhood sexual 
abuse could be identified as the most important factor influencing subsequent 
suicidality and extent of psychiatric treatment. The study gave no support for 
the notion of more manipulative self-harm in the borderline group, indicating 
this notion to be a misconception attributed to the patients, which has serious 
consequences in clinical work.4  

                                                 
1 Bateson 1972; 1979 
2 “If men define situations as real, they are real in their consequences” (Thomas & Thomas 1928 

p. 572) 
3 Rose 1990; Rees 1991; Kondrat 1995 
4 Kjellander et al. 1998 
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Parallel to the work with the figures on the group level from the first interview 
series, the importance of narratives in research and therapy was highlighted 
through courses and conferences attended as a part of the research project, as 
well as in formal education in systemic psychotherapy. By the time of the 
follow-up interview, some of the questions raised seemed more suitable for a 
qualitative than a quantitative inquiry – and therefore a hermeneutic model was 
introduced into the design and approach of the interview and analysis. 

The follow-up brought a unique possibility to come into contact with persons 
who had left off their contact with psychiatry some time ago. Their narratives 
showed to have an intense bearing on the foundations of psychiatric clinical 
practice. In the beginning of the interview series, the answers were somewhat 
surprising and often discouraging or even painful for the therapeutic 
community that I am a part of. As the interview series continued, patterns 
started to emerge that led to a growing sense of respect for the capacities for 
change revealed in persons who at the time of the initial interview had been in a 
state of utmost despair and felt devoid of tools to deal with their life situation. I 
was surprised by their readiness to talk about a process that usually had taken 
them down a tough and very painful road, their willingness to share their views 
and the sometimes stunning accord in their experiences of how stabilisation had 
been achieved.  

The patterns that evolved during the interview series of the follow-up became 
ever more distinct in the qualitative analysis. Core features for stabilisation after 
parasuicide as well as several strands of important characteristics for a working 
therapeutic relationship after parasuicide could be identified. The narratives of 
the patients showed that the core prerequisite for stabilisation after parasuicide 
was the presence of significant others that saw and supported the potential for 
change. These significant others, whether private or professional, helped 
establishing another perspective that made a redefinition of the situation 
possible. Behind this reorientation, there was often a personal commitment for 
change due to a sense of having reached “the rock-bottom”. 

The psychiatric settings that by the patients were regarded as helpful were based 
upon personal relationships characterized by trustworthiness, human rapport 
and ability to adapt to the needs of the patient. In therapeutic alliances such as 
these there was room for personal development. Psychiatric treatment in all its 
varying forms was shown to carry the potential to offer such therapeutic 
relationships, but often failed in this aim. A reliance on therapeutic method 
instead of a therapeutic alliance with the patient and a lack of a collaborative 
perspective in therapeutic work set hindrances for the therapeutic process, 
according to the views of the patients.  

The knowledge derived from both the quantitative and qualitative parts of the 
study seems useful for the future design of psychiatric support and treatment 
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after parasuicide. The combination of the two approaches has fertilized the 
group characteristics of despair, trauma and personality dimensions behind 
suicidality with the dimension of detailed patient narratives of subsequent roads 
towards stability, bringing the individual experiences of the patients into focus.  

Psychiatric research on personality disorder as well as research in suicidology 
often focuses the group level, and the voice of the individual may be drowned 
out in group descriptions, which sometimes become so abstract that the 
description possibly does not apply to any single individual in the group. The 
concept of borderline personality disorder is a striking example of this. As 
Skodol and co-workers has pointed out, through different combinations of the 
nine criteria a borderline personality disorder may appear in 151 different 
shapes, and two persons, both with a borderline personality disorder diagnosis 
according to DSM-IV, need to share only one of the nine diagnostic criteria.5 
They also point to the complication that a person who fulfils the criteria for 
borderline personality disorder often also fulfils the criteria of several other 
personality disorders. Still, in present studies this wide heterogeneity of 
personality traits is classified as “borderline personality disorder”. Because of the 
heterogeneity within the diagnosis, and the absence of evidence of the validity 
of the diagnostic threshold for a categorical diagnosis of borderline personality 
disorder,6 the recommendation of Skodol and co-authors as well as Hyman7 is 
that investigators should not rely on the DSM-IV diagnoses in personality 
assessments, but should supplement them with assessments of underlying 
personality trait structures.  

The categorical diagnostic classification of personality disorders is not only 
problematic in research. Due to the situation pointed out by Skodol and co-
workers, a clinical diagnosis of borderline personality disorder usually does not 
sufficiently cover the personality dimension of the patient. Neither does the 
concept at present include a connotation to the traumatic experiences that 
usually can be found behind the presenting symptoms of these patients. Instead, 
the term “borderline” is associated with decades of therapeutic frustration and 
resentment.8 Failure in establishing working therapeutic relationships with these 
patients is still conceptualised as a problem on the part of the patient,9 rather 
than as an indication of failure of the therapeutic methods to meet the needs of 
these often severely traumatized patients. The borderline personality disorder 
diagnosis brings connotations and expectancies that will form the interaction 
between the patient and the clinician, since “if men define situations as real, 

                                                 
5  Skodol et al. 2002 
6  Widiger 1993 
7 Hyman 2002 
8 Henry & Cohen 1983; Hellman et al. 1986; Lewis & Appleby 1988; Gunderson & Sabo 1993; 

Vaillant 1992; Paris 2003 
9 Bender et al. 2003 
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they are real in their consequences”.10 The preconceptions on the part of the 
clinician of such a patient as “dramatic, emotional or erratic” will form an 
expectancy of such behaviour, and these expectancies may turn out to be self-
fulfilling.11 Possibly, in the clinical situation the beginning of wisdom is never 
calling a patient “borderline”?12

The implicit assumption in diagnostic descriptions of diseases or disorders is 
that the disorder somehow is considered separate from the person, and is 
regarded to have its own course, regardless of the patient’s context.13 In this 
way, the patient is reduced from an individual to a case – “another depressed 
middle aged man”, to use the words of one of the patients interviewed in this 
study.  

Within clinical psychiatry, the situation is somewhat different than in other 
medical fields. Clinical psychiatry has a strong hermeneutic tradition through 
psychotherapy and the focus on the relationship between the patient and the 
therapist. There has also been a constantly growing awareness during the last 
decades of the importance of the context, the life circumstances, in the shaping 
of a psychiatric disorder as well as in its treatment.  

This situation in clinical psychiatry sets the stage for an active expansion of the 
field of psychiatric research. We need not only the background knowledge of 
group characteristics, but also research into how to apply our knowledge to the 
individual patient, and the prerequisites for the interaction between the patient 
and the clinician to be fruitful instead of dysfunctional. This calls for research 
within a hermeneutic frame of reference. Within psychiatry, there are unique 
conditions for pioneering research into the realms of the narrative, 
interpretative and qualitative, that through the established traditions of 
psychiatry may reflexively form highly functional psychiatric practices.14  

 
Concluding remarks 
Regardless of the severity of the psychiatric problems and personality 
dimensions that lead to a parasuicide, the core feature for subsequent 
stabilisation is the presence of relationships and situations that are able to 
enhance and develop self-esteem and sense of self-worth. Psychiatric treatment 
in all its varying forms carries the potential to offer such therapeutic 

                                                 
10 Thomas & Thomas 1928 p. 572 
11 For instance, the tacit understanding of a patient who is seen as erratic and unpredictable would 

be that the patient cannot be trusted in agreements, and such expectancies will affect the 
interaction. 

12 Vaillant 1992 
13 Wilson 2000 
14 Malterud 1995 
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relationships, but often fails in this aim. The modern society with its diversity 
of impressions and possibility of choices seems to call for a redefinition of the 
positions of power in psychiatric health care, even to the point of discarding the 
present “medical model” of assessment, diagnosis and treatment, towards a 
model based around perspectives of empowerment and mutuality. Identifying 
the processes that helps the person find “the difference that makes a difference” 
should be in focus of future psychiatric research and at the heart of psychiatric 
support and treatment.  

To conclude, this research project has been a fascinating journey through a 
variety of differing perspectives and methods, bringing close encounters with 
human tragedy as well as human capacities for change. Whatever the 
personality traits and whatever the situation, the common denominators in all 
these encounters were human despair, human capacity and human dignity. 
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Appendix 
 
 

 
 

 
Dear N N, 
 
Several years ago, we met for an interview at the hospital. I 
do understand you might not remember me, due to the long 
time period that has passed. We talked about your life 
situation and the reasons why you had needed inpatient care, 
and I also asked quite a few questions concerning your 
personality traits. You also filled in a rather extensive 
questionnaire on your life experiences.  
 
When we met, we agreed I could contact you to ask for your 
consent for a follow-up interview after some years. I now 
would like to get into contact with you to ask some questions 
on what has happened in your life since the last interview. 
 
I am preparing to call you during the next week. Should you 
hesitate to participate or should you want more information 
you may reach me by phone, 070-[…]. Of course, I will call 
back as soon as you call me, so that the phone call won’t be 
costly for you. 
 
 
 
 
Kindest regards, 
 
 
Stig Söderberg 
Department of Clinical Sciences 
Psychiatry 
901 87 Umeå 
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