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ABSTRACT
Background: Suicide attempts can lead to life-threatening conditions that require intensive care. In such situations, patients 
often experience existential fear when cared for in highly technological and unfamiliar environments such as the intensive care 
unit. The circumstances surrounding the suicide attempt, together with their critical condition, may further influence their 
ability to cope and shape their experience of care. Understanding these experiences is important to ensure that the therapeutic 
relationship supports the recovery process. Interprofessional collaboration and communication are essential for coordinated, 
recovery-oriented care.
Aim: To map the existing evidence on how patients, family members and healthcare personnel experience care in intensive 
care units following a suicide attempt, to identify key themes, knowledge gaps and implications for clinical practice and future 
research.
Study Design: This scoping review was conducted using the Arksey and O'Malley methodology and the PRISMA-ScR list. Six 
databases were systematically searched using predefined keywords. All English-language studies addressing the review aim 
were included.
Results: The search yielded 1107 articles. After screening, 13 were assessed in full, and five met the inclusion criteria. These 
studies, published between 1985 and 2011, comprised four surveys and one qualitative interview study. Findings indicate that pa-
tients felt misunderstood, families lacked information and support, and personnel experienced emotional strain. Attitudes varied 
widely, and healthcare personnel expressed a need for further education and reflective practice in suicide care.
Conclusions: Only five relevant studies were identified, all published between 1985 and 2011, with just one including patient 
or family perspectives. This limited and dated research highlights a clear gap in research on intensive care following suicide 
attempts and precludes firm conclusions about care experience. With these constraints, the findings tentatively suggest the im-
portance of compassionate, holistic and collaborative approaches to care, as well as the potential value of personnel's support and 
training and policies that attend to the mental health needs of suicidal patients and their families.
Relevance to Clinical Practice: The findings may suggest the potential relevance of a holistic approach to caring for patients 
after a suicide in ICU practice, where physical, psychological, social and emotional aspects of care are considered in supporting 
recovery and well-being.
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1   |   Introduction

Mental health problems are a global crisis, with many indi-
viduals struggling to find meaning in life. Suicide, defined by 
the WHO [1] as the intentional act of ending one's life, is often 
the result of a combination of factors, including vulnerability 
and suffering. Suicide rates are increasing, with nearly 1 mil-
lion deaths by suicide annually, and Europe having the high-
est rates, with several EU countries exceeding 15–20 deaths 
per 100 000 population [2]. In the United States, the 2022 sui-
cide rate was 14.2 per 100 000 [3, 4]. For every suicide, many 
more attempt it, with previous attempts being a key risk fac-
tor. Suicidal behaviour is a serious mental health issue, and 
its high comorbidity with other psychiatric conditions compli-
cates the assessment and management of risk factors [5]. The 
highest risk is among individuals in low- and middle-income 
countries, particularly men, though women are more likely to 
attempt suicide [1].

Suicide attempts can result in life-threatening conditions re-
quiring intensive care. Intentional self-harm is a common rea-
son for being admitted to intensive care unit (ICU) [6], with 
medication overdose being the most frequent method of suicide 
attempts [7]. Approximately 3.6%–5.5% of all ICU admissions 
are due to self-harm or suicide attempts, with the proportion 
rising in recent years. Among patients visiting the emergency 
department for suicide attempts, around 16.8% are admitted 
to an ICU, with many requiring treatments for severe medi-
cation overdose or violent injury [6, 8]. The average length of 
stay in ICU after a suicide attempt varied, with a mean duration 

of 2.43 days (1–11 days); approximately 60% are women [9, 10]. 
After being discharged from the hospital following a suicide at-
tempt, the risk of a subsequent attempt increases significantly, 
by up to 300 times [11]. This risk is particularly elevated among 
ICU survivors aged 18 to 34 and those with pre-existing mental 
illnesses [12].

A serious suicide attempt affects a person's entire existence, 
often hovering between life and death, and is followed by feel-
ings of emotional pain and disconnection [13], characterised 
by high levels of hopelessness, sorrow and suffering [14]. Such 
distress may hinder patients' ability to express themselves, and 
communication of emotional pain is influenced by multiple fac-
tors. Some patients may refrain from speaking due to fears of not 
being taken seriously by healthcare personnel [15].

In parallel, critically ill patients in ICUs receive advanced 
medical and nursing interventions involving continuous 
monitoring, complex treatments and sophisticated medical 
technology [16]. The ICU environment is therefore highly 
technological and shaped by the presence of such equipment 
[17–21]. While these technologies enhance patient safety, they 
can also demand substantial attention from healthcare per-
sonnel, potentially limiting time for direct patient interaction 
[20]. Moreover, the ICU environment may expose patients to 
constant stimuli that increase stress, disrupt sleep and circa-
dian rhythms, and contribute to complications such as ICU 
delirium [21–23].

Within this context, patients may experience heightened ex-
istential fear as they face life-threatening conditions while 
being cared for in an unfamiliar, technology-intensive envi-
ronment [24, 25]. Addressing this vulnerability requires at-
tentive, compassionate care and support from both healthcare 
professionals and family members. Families can play an im-
portant role in recovery and should be recognised as valuable 
contributors to care processes [26]. Altogether, receiving ICU 
care following a suicide attempt is a complex experience that 
warrants consideration from multiple perspectives. Therefore, 
this scoping review aimed to map existing evidence on how 
patients, family members and healthcare personnel experi-
ence ICU care after a suicide attempt to identify key themes, 
knowledge gaps and implications for clinical practice and fu-
ture research.

2   |   Methods

2.1   |   Study Design

A scoping review was conducted following the framework origi-
nally proposed by Arksey and O'Malley [27] and further refined 
by the Joanna Briggs Institute (JBI) [28]. While Arksey and 
O'Malley provide the foundational methodological structure for 
scoping reviews, JBI offers more detailed and updated guidance 
to enhance methodological rigour and transparency. Combining 
these approaches is consistent with current best practice in scop-
ing review methodology. The review followed the PRISMA-ScR 
(Preferred Reporting Items for Systematic Reviews and Meta-
Analyses extension for Scoping Reviews) guidelines and check-
list [29].

Impact Statements

•	 What is known about the topic
○	 Suicide is a prevalent global health issue, and 

many individuals who attempt suicide require ad-
vanced, life-saving treatment in the ICU.

○	 Patients admitted after a suicide attempt often 
experience severe psychological distress and 
therefore require empathetic and supportive in-
teractions from healthcare professionals.

○	 The highly technological and intensive environ-
ment of the ICU can pose additional challenges for 
these patients, influencing their emotional state 
and overall experience of care.

•	 What this paper adds
○	 This study underscores the marked scarcity of 

research and limited development of expertise in 
this area, highlighting an urgent need for further 
investigation and targeted educational initiatives.

○	 This study provides an initial glimpse into the vul-
nerability experienced by patients, family mem-
bers and healthcare personnel in the context of 
ICU care following a suicide attempt.

○	 This study suggests that gaps in knowledge and 
uncertainty among healthcare personnel may be 
associated with countertransference reactions, 
potentially influencing how care is experienced 
and delivered.
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2.2   |   Inclusion and Exclusion Criteria

Eligibility criteria were guided by the Population–Concept–
Context (PCC) framework [30], as recommended by JBI. The 
Population comprised patients, family members and/or person-
nel; the Concept encompassed experiences following a suicide 
attempt; and the Context focused on care within an ICU. All ex-
periences related to suicide attempts were considered regardless 
of method, including but not limited to intoxication, self-harm, 
hanging or other forms of bodily injury with expressed or sus-
pected intent to end one's life.

This review included original, peer-reviewed studies published 
in English, employing qualitative, quantitative or mixed meth-
ods study designs. The literature searches were conducted 
without date restrictions, covering all records available in each 
database from inception up to the search date. Studies that de-
scribed patients' experiences of being cared for in the ICU after 
a suicide attempt, as well as family members' and healthcare 
personnel's' experiences of the ICU were included. Articles were 
included regarding all ages of the patients and only those being 
cared for in an ICU. This could include both ICU and paediatric 
ICU (PICU). Grey literature was excluded to ensure the inclu-
sion of peer-reviewed studies with established scientific quality, 
and articles addressing assisted suicide or experiences of care in 
psychiatric intensive care units were also excluded.

2.3   |   Search Strategy

The search strategy was developed in collaboration with two ex-
perienced health sciences librarians, one from a university and 
one from a hospital. They were consulted and guided the search 
process and the development of inclusion and exclusion crite-
ria, incorporating both controlled vocabulary (e.g., MeSH terms) 
and free-text keywords.

2.4   |   The Search

A systematic database search was conducted in a structured 
manner on 26 May 2025. Six different databases were included 
in the search: CINAHL, PubMed, Web of Science, PsycINFO, 
the Psychology Database and PsycARTICLES. Search terms 
were used in different variations of the search (Table 1).

This process was conducted initially by reviewing titles, fol-
lowed by abstracts and finally full-text screening. The selection 
process involved the two independent researchers who screened 
titles, abstracts and full texts. In addition to disagreements, ques-
tions, uncertainties and doubts also arose during the process, 

leading to an in-depth discussion between the researchers and 
sometimes with colleagues who possess specialised expertise in 
the field. This collegial dialogue helped to refine perspectives 
and deepen the understanding of the complex issues addressed 
in the work. The search strategy is reported in the PRISMA flow 
chart diagram (Figure 1).

2.5   |   Critical Appraisal

A quality appraisal was conducted to provide contextual insight 
into the robustness of the included studies. The JBI critical ap-
praisal tools, tailored to the specific study designs, were used for 
this purpose and presented in Table 2.

2.6   |   Data Extraction

Data were extracted using a structured charting form based on 
JBI templates and analysed using descriptive methods, com-
plemented by a cautious, inductive thematic synthesis that re-
mained closely grounded in the limited data. In accordance with 
Stage 5 of the Arksey and O'Malley scoping review framework, 
data were collated and summarised into three categories [27]. 
Guided by the review aim, the Results sections of the included 
studies were examined to extract data on experiences of inten-
sive care following a suicide attempt, which were compared 
across studies. Recurring patterns were grouped into overar-
ching categories to provide a thematic mapping of the evidence 
rather than a formal synthesis.

3   |   Findings

The search process identified a total of 1107 articles, including 
duplicates (Figure  1). All titles and abstracts were reviewed 
for relevance in accordance with the study's objectives and the 
PRISMA guidelines [28]. Records not being coherent with the 
aim of the study were excluded. A substantial number of the 
excluded studies primarily focused on the specific methods by 
which patients attempted suicide and their respective treatment 
regimens, rather than focusing on the provided care within 
the ICU. The category ‘other’ (Figure  1) included conference 
papers, editorials and studies with a community interest, such 
as mental health of veterans, members of the LGBTQI+ com-
munity, maternal/postpartum health and patients living with 
HIV. Following this initial screening, 13 articles were selected 
for full-text review. Of these, eight articles were excluded prior 
to quality appraisal because their scope was not coherent with 
the aim of this study. Consequently, five articles were included 
in the review.

TABLE 1    |    Overview of the search strategy used in each database.

Search terms

suicid* [title/abstract] AND intensive care unit OR icu OR critical 
care OR critical care unit [title/abstract]

AND experiences OR perceptions 
OR attitudes OR views OR 
feelings OR qualitative OR 
perspective [title/abstract]
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The five included studies were published between 1985 and 
2011 (Table  2), with three originating from the 1980s [33–35]. 
Notably, these three studies shared a common Scandinavian 
context, while the others originated from Australia [31] and 
Japan [32]. All five studies focused on the nurses' and other 
healthcare personnel's perspectives (n = 1160), with only one in-
corporating the experiences of patients (n = 40) and their family 
members (n = 70) [35]. All the included studies focused on adult 
populations. A descriptive study design employing surveys was 
the most common approach [31–34], with only one study adopt-
ing a qualitative approach using interviews [35].

3.1   |   Patients' Experiences of Care in the ICU After 
a Suicide Attempt

While studying lived experiences in the ICU, Wolk-Wasserman 
[35] described how patients upon regaining consciousness re-
ported physical pain from life-sustaining medical devices and 
were generally satisfied with somatic care. However, the pa-
tients did not anticipate attention to their mental health needs, 
perceiving personnel as extensions of medical technology rather 
than individuals. This perception reinforced the belief that 
personnel could not understand their emotional distress and 
existential crisis. Patients wanted and needed to discuss their 
emotions, which personnel often dismissed. Some patients 
reached out and sought help to talk about their feelings, while 
others did not and remained silent. They experienced discom-
fort and a sense of being monitored when personnel observed 

them without engaging in dialogue, leading to confusion about 
the lack of interaction, especially when perceived to be at high 
risk of suicide.

3.2   |   Family Members' Experiences of Care in 
the ICU

In this one study, family members of patients in intensive care 
described the experience as profoundly distressing, representing 
one of the most challenging periods in their lives. This group, 
including partners, parents, children, and other relatives and 
friends, expressed a strong need to discuss both their own cir-
cumstances and those of the patient during visits. However, 
they lacked access to private spaces for undisturbed conversa-
tions with the patient or personnel, who themselves had limited 
time for such interactions and emotional support. As a result, 
family members felt vulnerable and sometimes perceived the 
personnel's communication as accusatory. They felt isolated 
and expressed a need to discuss their situation. Adult children 
felt burdened by responsibility for the suffering parent and pre-
ferred the hospital to take over, being demanding towards per-
sonnel and critical when expectations were unmet [35].

3.3   |   Personnel's Experiences and Perspectives

ICU personnel caring for patients after suicide attempts reported 
emotions such as powerlessness, hopelessness, insecurity, fear, 

FIGURE 1    |    Flow diagram of study selection.
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anxiety and guilt, often intensified by identifying with patients 
or relatives [35]. Personnel who identified with patients tended 
to show greater empathy and warmer contact, whereas others 
distanced themselves from patients they found difficult to un-
derstand. Conversations with suicidal patients could lead to 
personal involvement, which personnel struggled to handle, re-
sulting in sometimes reserved interactions [35]. Some personnel 
perceived these patients as diverting resources from those con-
sidered in greater medical need [33, 34].

Attitudes towards patients varied: some expressed sympathy, 
others irritation [32, 33]. Irritation and aggression were common 
towards patients seen as manipulative or ungrateful, especially 
those with repeated suicide attempts [31, 35]. Over half of the 
respondents viewed parasuicide patients as manipulative, and 
most were unconcerned about saying the ‘wrong thing’ [31]. 
Many believed these patients should be treated in specialised 
wards with psychiatric expertise [35]. ICU nurses were less 
likely than general unit nurses to understand or sympathise 
with suicidal patients and less inclined to discuss emotions [32]. 
Although personnel wanted more opportunities to reflect on 
their reactions and gain better insight into patients' motives [35] 
and also requested further education on suicide care [31, 33].

4   |   Discussion

The systematic literature search for this study yielded only five 
relevant articles, of which only one included the experiences 
of patients and their family members. Notably, none of the in-
cluded articles were published within the past 15 years, despite 
a comprehensive and rigorous search process across multiple 
databases using broad search terms. These limited results high-
light a substantial and persistent gap in the research regarding 
experiences of care in the ICU following a suicide attempt. The 
scarcity of research likely reflects the profound ethical, psycho-
logical and methodological challenges inherent in studying this 
sensitive and complex population, but the absence of evidence 
remains consequential. Our dataset is small and uneven, with 
very few first-person accounts from patients or families; there-
fore, claims are necessarily provisional and limited. Yet even 
within these constraints, the available literature provides some 
examples of potential shortcomings: mental health needs in ICU 
settings may not always be sufficiently addressed; patients in 
some cases describe being perceived primarily through techni-
cal tasks, with intensified monitoring not consistently accom-
panied by caring interaction or communication; and families in 
certain instances report unmet needs for communication and 
support [35]. Although the available research is very limited, it 
may suggest a few potential directions for further inquiry, in-
cluding the role of psychological support within ICU contexts 
and aspects of communication with families. Overall, these 
findings should be interpreted cautiously and may help to in-
form future research on caring for individuals recovering from a 
suicide attempt in the complex ICU environment. The findings 
from this review suggest some areas for further exploration re-
garding ICU care for patients admitted after a suicide attempt, 
while acknowledging the constraints of intensive care practice. 
Given that many patients admitted to the ICU are sedated [38] or 
unconscious for significant parts of their admission, opportuni-
ties for direct therapeutic engagement are limited. Nevertheless, 

the reviewed studies highlight challenges related to communica-
tion, psychological support and personnel preparedness within 
intensive care settings. The findings suggest that greater atten-
tion to mental health in the care of individuals following a sui-
cide attempt may contribute to more consistent care practices. 
Drawing on evidence-based strategies described across diverse 
clinical settings [39]. These approaches may include attention to 
suicide-risk indicators at admission, supportive communication 
when patients are awake and documentation of psychosocial 
concerns when identifiable. Such measures may help provide 
a clearer framework for personnel without necessarily requir-
ing extensive psychological expertise [40]. For families, the re-
viewed studies indicate that clarity, continuity of information 
and clearly designated points of contact may at times be insuf-
ficient during ICU admissions. Structured and regular commu-
nication, together with clear written information, may support 
families' understanding of the care plan and help reduce uncer-
tainty during ICU admissions [41].

A caring approach that considers the vulnerability of being 
human is essential, an approach grounded in and guided by an 
understanding of the patient as a whole, embodied being [42]. In 
intensive care, the body is entrusted to the care of others, and 
treatment is often based on standardised protocols. A profound 
understanding of suicide as an expression of unbearable suffer-
ing and an intolerable life situation, regardless of its underlying 
causes, is essential. Such understanding is, however, only mean-
ingful if personnel themselves have developed this awareness 
and possess the necessary knowledge. In this context, personnel 
may serve as crucial resources, capable of reminding suicidal in-
dividuals of their inherent dignity and worth as human beings 
[43]. However, the process of daring to face oneself, accept the 
situation and find hope after a suicide attempt is difficult. It must 
begin early and be supported in all caregiving contexts  [44]. 
Personnel in ICU, therefore, play a key role in the recovery and 
health process to suicide prevention.

The perspectives of personnel highlighted in the present study 
suggested complexities in caring for patients following suicide 
attempts. In some cases, patients were described in ways that 
reflected frustration among personnel, particularly in contexts 
characterised by high acuity, time pressure and limited oppor-
tunities for interaction. Such emotional responses may be inter-
preted in relation to the concept of countertransference within 
psychoanalytic theory [45]. Countertransference is often associ-
ated with patients who have emotionally unstable personality 
disorder (EUPD), where chronic suicide attempts are common 
[46]. Suicidal patients can provoke adverse countertransference 
in healthcare professionals, potentially influencing outcomes; 
therefore, personnel should recognise and manage these re-
actions to provide optimal care [47]. Despite these challenges, 
empathy and sympathy appeared to be more common among 
permanent personnel who identified with patients or their rela-
tives, suggesting that greater understanding of the background 
and circumstances surrounding suicide attempts may be valu-
able in care encounters. Intensive care nurses have described 
limited preparedness in holistic care for patients with mental 
illness in the ICU. Additional training may contribute to greater 
awareness of stigma and negative attitudes towards vulnerable 
patients [48]. The challenges inherent in caring for patients with 
mental health disorders and complex clinical situations also 
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highlight the role of collaboration between the ICU and psy-
chiatric care in supporting continuity and patient-centred care. 
Such collaboration may support the exchange of competencies, 
help address professional and organisational challenges, and 
contribute to a more integrated approach to care, in line with 
findings by Wilson et al. [49] who emphasise that support from 
the multidisciplinary team and mental health services is key in 
ensuring high-quality care for ICU patients with mental health 
disorders.

During the writing process and literature searches focusing on 
caring in the context of ICU in relation to suicidal behaviour 
and care needs, it appeared that this issue was discussed more 
extensively in earlier literature [34, 48]. More recent studies on 
the subject are relatively limited. The findings may suggest that 
contemporary intensive care often places substantial empha-
sis on medical perspectives in the context of suicide attempts 
while psychosocial and individual care needs may receive com-
paratively less attention. This is reflected in research, describ-
ing how healthcare can at times be experienced as focusing on 
mechanised care and sustaining the physical body, rather than 
addressing the holistic needs of the individual.

4.1   |   Limitations

This review has several limitations that need to be acknowl-
edged. Most notably, there were extremely few and dated studies 
that focused on the experiences of care in the ICU from patients 
and their families, following a suicide attempt, which limits the 
strength of the findings. Four of the five included studies that 
focused on the experiences of personnel utilised surveys as a 
method, which has the possibility of respondent bias that needs 
to be considered.

The search strategy may have been overly restrictive, as it ul-
timately yielded only five eligible articles. Although the ini-
tial search identified 1107 records, all titles and abstracts were 
screened independently by both authors. Thirteen articles were 
selected for full text review; however, only five addressed the 
experience or provision of care in the ICU following a suicide 
attempt. Additionally, the review deliberately excluded grey 
literature and was limited to English-language, peer-reviewed 
publications, which may have resulted in the omission of other 
relevant studies. Given the small number of included studies, 
the breadth and representativeness of the available evidence are 
limited.

Existing evidence from emergency departments highlights 
limited empathy and negative attitudes towards patients who 
self-harm, and challenges in interacting with and respond-
ing to the patient. These findings may also have relevance for 
intensive care contexts, particularly in relation to education 
and support for personnel [50]. Overall, this limited body 
of evidence suggests that the experiences of care in an ICU 
after a suicide attempt from the perspective of patients, fam-
ily members and healthcare personnel remains insufficiently 
explored. Notably, a study published earlier this year from 
Norway indicates growing scholarly attention to this area [51], 
suggesting that the topic may receive greater focus in future 
research.

5   |   Implications for Practice and Further Research

The findings point to shortcomings in addressing the men-
tal health needs of both patients and their families. Patients 
often report feeling misunderstood, while the needs of family 
members may remain insufficiently recognized and addressed. 
Healthcare professionals, particularly nurses, may also experi-
ence countertransference, which can influence the quality of 
care provided. Together these findings suggest the importance of 
empathetic, and holistic approaches to care in intensive care set-
tings and indicate that further research is needed to deepen un-
derstanding and improve care for this vulnerable patient group.

6   |   Conclusion

The systematic literature search identified only five relevant ar-
ticles, none of which were published within the past 15 years, 
highlighting a significant gap in research on intensive care fol-
lowing suicide attempts. This limited body of research under-
scores the challenges of studying such a sensitive and complex 
topic. Given the limited number of available studies, the findings 
should be interpreted with caution and cannot be readily gen-
eralised. Nevertheless, the included studies may provide some 
insight into experiences of caring for, or being cared for in, an 
ICU following a suicide attempt. They also indicate that further 
research from a caring perspective could contribute to a broader 
understanding of this area, particularly considering the ongoing 
global burden of suicide and psychological suffering.
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