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Strengths and limitations of this study

►► This was a novel qualitative exploration of suicidal 
behaviour in bipolar disorder.

►► Thematic analysis of in-depth semistructured inter-
views generated rich and complex participant-driven 
data that offered new insight into why suicidal risk 
in people with bipolar disorder might be missed by 
mental health services.

►► This study is exploratory in nature, and further work 
is needed to confirm which themes/subthemes are 
specific to people with bipolar disorder.

ABSTRACT
Objective  People with bipolar disorder are known to be 
at high risk of engaging in suicidal behaviours, and those 
who die by suicide have often been in recent contact with 
mental health services. The objective of this study was to 
explore suicidal behaviour in bipolar disorder and how this 
is monitored and managed by mental health services.
Aims  To identify themes within relatives’ and service 
users’ accounts of mental healthcare, related to 
management and prevention of suicidal behaviour in 
bipolar disorder.
Design  Thematic analysis of 22 semistructured 
interviews.
Participants  Participants were aged 18 years or over, 
fluent in written and spoken English, and either had bipolar 
disorder with a history of suicidal behaviour, or were 
relatives of people with bipolar disorder who had died by 
suicide.
Setting  England, UK.
Primary outcome  Themes identified from participants’ 
accounts of mental healthcare for suicidal behaviours in 
bipolar disorder.
Results  Two main themes were identified. ‘Access to 
care’ was characterised by a series or cycle of potential 
barriers to care (eg, gate-keepers, lack of an accurate 
diagnosis) which had the potential to increase risk of 
suicidal behaviour if failure to access care continued 
over time. ‘Problems with communication’ captured the 
importance of maintaining open routes of communication 
between all parties involved in care to ensure successful 
monitoring and management of suicidal behaviours in 
bipolar disorder.
Conclusions  Mental health services need to be 
accessible and respond rapidly to people with suicidal 
behaviour in bipolar disorder. Open communication and 
inclusion of relatives in care, where appropriate, could help 
closer monitoring of changes in symptoms that indicate 
increased risk.

Introduction
Bipolar disorder is a common mental illness 
with an estimated prevalence over 2.4% 
worldwide.1 People with bipolar disorder are 
subject to potential burdens and reduced 
quality of life across a number of domains 

(such as employment, social, and physical 
health), and are known to be at high risk 
of engaging in suicidal behaviours.2 3 More 
than half of people diagnosed with bipolar 
disorder self-harm at least once in their life-
time, and self-harm is known to be a major 
risk factor for future suicide.4 5 Indeed, risk 
of suicide in people with bipolar disorder has 
been estimated to be 20–30 times that of the 
general population.3 6–9 Some authors suggest 
that failure to identify elevated risk of suicidal 
behaviours in people with bipolar disorder 
reflects the nature of the disorder, with rapid 
changes in mood-state alongside impul-
sive characteristics, leading to limitations in 
assessing diagnosis-specific risk.10 11

A UK study of people with bipolar disorder 
who died by suicide while under the care of 
mental health services found that 60% had 
been seen by the care team within 7 days of the 
suicide, and 40% were seen within 24 hours.12 
People with bipolar disorder who present 
to hospital following self-harm often report 
being currently under the care of community 
mental health services.13 Such results suggest 
that risk in people with bipolar disorder is not 
being appropriately identified or responded 
to and therefore opportunities for interven-
tion are being missed.

http://bmjopen.bmj.com/
http://orcid.org/0000-0003-4735-6728
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Treatments shown to be effective at reducing suicidal 
behaviour, such as cognitive–behavioural therapies or 
medication with lithium are perhaps not being success-
fully implemented by mental health services in response 
to suicidal crises in people with bipolar disorder.14–18 
However, work with people with other psychiatric diag-
noses and general population samples have revealed 
common difficulties in access to and/or engagement with 
mental health services in relation to suicidal behaviours.19

A number of studies have investigated barriers and 
facilitators of access to/engagement with mental health 
and medical services in general service user groups,20–22 
people with psychiatric diagnoses19 and after episodes of 
suicidal behaviour.23–25 Qualitative methods have been 
used to explore the broader experiences of people with 
bipolar disorder (and their carers), such as social factors 
in suicidality,26 psychiatric assessment27 and other aspects 
of mental healthcare.28–30 A recent study by Vallarino et al 
explored the experiences of mental healthcare in people 
with bipolar disorder; timely provision of information 
about bipolar disorder, recovery-focused treatment, provi-
sion of psychosocial therapies and access to peer support, 
all had an impact on attitudes to and level of engagement 
with care services.31 To the best of our knowledge, there 
has been no investigation specific to accessing care and 
support for suicidal behaviours in people with bipolar 
disorder. Understanding the experiences of people with 
bipolar disorder with regard to how mental health services 
respond at times of crisis and increased risk may be key to 
reducing suicidal behaviours. The aim of this study was to 
explore relatives’ and service users’ experience of mental 
health services in relation to suicidal behaviour in bipolar 
disorder and to look at why suicidal risk in this population 
might be missed.

Method
Participants
Participants were: (1) relatives/carers of people with 
bipolar disorder who died by suicide (hereafter referred 
to as ‘relatives’), or (2) people with bipolar disorder who 
had a history of self-harm (hereafter referred to as ‘service 
users’: self-harm is defined here as any self-poisoning or 
self-injury without reference to motivation or level of 
suicidal intent32). To capture the broadest range of expe-
riences possible inclusion criteria were limited to being 
over 18 years of age and fluent in written and spoken 
English (use of translators was beyond the scope of this 
study and fluency in English was essential enable fully 
informed consent). To maximise recruitment from this 
small and highly specific target population no time-limits 
were placed on when the suicidal behaviour had taken 
place.

Relatives and service users were included in order to 
encompass the full range of suicidal behaviour in bipolar 
disorder. While people with bipolar disorder who have 
experience of self-harm can speak to their own experi-
ences, excluding information about those who died by 

suicide may neglect the experiences of a group with the 
highest need for intervention by mental health services. 
People bereaved by suicide are often included as infor-
mants in suicide research as they are well positioned to 
know details of the individual and circumstances prior 
to death that are unavailable from clinical records.33 34 
Although some significant events may be unknown to the 
bereaved person (in addition to being subject to recall 
bias and the influence of distress on the overemphasis or 
underemphasis of salient factors) the inclusion of rela-
tives is recognised as a pragmatic approach.

Given the sensitivity of the topic and potential for burden 
and distress, no formal assessments were conducted to 
establish a diagnosis of bipolar disorder. Inclusion was 
based on self-reported diagnosis or diagnosis as reported 
by relatives. Interviews did cover diagnostic history, and it 
was possible to confirm that 19 (all 11 service users and 
most who died by suicide) had received a formal diagnosis 
of bipolar disorder, while 3 had a provisional or suspected 
diagnosis made via a mental health professional prior to 
death. Service users’ experience of self-harm included 
various behaviours, from medically minor self-injury to 
medically serious suicide attempts. Changes in method of 
self-harm, severity, and intent over time were common, 
which is consistent with other studies of self-harm.35

Recruitment
Twenty-two people were recruited into the study, split 
equally between relatives and service users.

Recruiting from such a small and highly specific popu-
lation was challenging and a variety of pragmatic methods 
were used. Recruitment initially took place in the North 
West area of England, but by necessity was expanded 
to include all of England (amendments were approved 
by the National Research Ethics Service to reflect these 
changes). Identification of potential participants was 
done using the following methods; identification of 
people who had presented to hospital following self-
harm via local psychiatric liaison services in the City of 
Manchester; identification and referral via clinical studies 
officers based within the local National Health Service 
(NHS) mental health trust; advertising via mental health 
charities and local newspapers; in-person visits to local 
voluntary sector support groups, for example, Bipolar 
UK; and personal referrals from other participants and 
research colleagues.

Potential participants were given a detailed participant 
information sheet and an opportunity to discuss the study 
further with the research team, before giving written 
informed consent to participate in the interview. Details 
of the study and procedure were repeated at the time of 
the interview and consent reconfirmed verbally.

Interviews
Semistructured interviews were conducted using a topic 
guide to facilitate conversation. The topic guide was 
based on factors relevant to suicidal behaviour in bipolar 
disorder identified from existing research literature. 
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Table 1  Gender and age of interview participants

Variable Participants n=22 (%)

Sex

 � Male 4 (18.2)

 � Female 18 (81.8)

Age group

 � 18–35 4 (18.2)

 � 36–50 10 (45.5)

 � 51–65 4 (18.2)

 � 66> 4 (18.2)

Topics included history of diagnosis, changes in mood or 
behaviour immediately before the most recent suicidal 
behaviour, situational factors such as negative life events 
or stressors, experience of mental healthcare, social 
support and whether opportunities to prevent the suicidal 
behaviour had been missed. As this work was exploratory 
in nature, participants were encouraged to tell the story 
of their experiences in their own way and encouraged 
to raise any additional issues they felt were important. 
Two authors (SP and CC) developed the interview proce-
dure with input from the other authors, and one (CC) 
conducted the interviews. An outline of the sorts of topics 
that might be discussed was presented at the start of the 
interview to ensure that the participant was comfortable 
with the topics, and the semistructured nature of the 
interview was explained to ensure that participants knew 
they were in control of the conversation and could discuss 
any topics they thought important to the experience of 
suicidal behaviour in bipolar disorder.

Participants were interviewed in-person at the partici-
pant’s home (n=10), or by telephone (n=12), ensuring 
the participant had appropriate levels of comfort and 
privacy in which to talk. Interviews were audio-recorded 
and transcribed verbatim. A code was allocated to each 
interview and identifying information (eg, names and 
places) was removed to maintain anonymity. Interview 
duration ranged from 30 to 90 min, with a mean dura-
tion of 1 hour. The use of both interview methods was a 
pragmatic decision to aid recruitment and thereby access 
a range of perspectives and experiences. There are poten-
tial advantages and disadvantages to using both telephone 
and face-to-face interviews. Interviews via telephone can 
add distance and detachment during a potentially sensi-
tive interview and help people feel more comfortable 
disclosing personal information36 37; however, face-to-face 
methods are known to increase rapport in the interview 
setting and may help put participants at ease.38 39 There 
was no discernible differences identified between the 
telephone and face-to-face interviews in topics covered or 
themes identified in the analysis.

Service user and public involvement
This work was carried out as part of the Psychoeduca-
tion, Anxiety, Relapse, Advance Directive Evaluation 
and Suicidality (PARADES) programme of research 
into bipolar disorder. A service user reference group for 
the programme had input into the development of the 
project from an early stage. Methodology and recruit-
ment materials were reviewed by the group and amend-
ments made in line with feedback. A first draft of the 
topic guide was confirmed to be generally suitable for the 
purpose of the project, but the group advised that more 
detail be collected on past history of self-harm and inter-
action with services prior to the most recent episode of 
suicidal behaviour to give additional context to partici-
pants’ experiences. The interview was also piloted with a 
service user who confirmed the interview procedure and 

topic guide were comprehensive and appropriate for the 
research topic.

Analysis
Thematic analysis was used on the interview data.40 As this 
method is unattached to a specific theoretical framework 
and offers flexibility to explore and interpret detailed 
qualitative data, it is particularly suited to pragmatic and 
exploratory work.

Detailed information on the analytic procedure 
is presented in online supplementary table S1. To 
summarise, initial coding was conducted by CC, tran-
scripts were read by CC and SP to confirm concordance of 
coding and ideas during analysis. Data were given prelimi-
nary codes which were organised within a text document. 
An iterative process of discussion and review between CC 
and SP consolidated codes into potential themes (these 
codes were grouped together in the working document). 
Themes were summarised and discussed with the extended 
research team to refine final themes. Conceptual models 
depicting possible relationships between subthemes were 
developed during analysis to aid understanding of each 
themes and how subthemes may be linked. The typical 
progression or sequence of events over time as described 
by participants were noted and used to help construct 
these models which were reviewed and amended by the 
research team as analysis progressed.

Steps taken to ensure the trustworthiness of the anal-
ysis included a multidisciplinary team that comprised 
qualitative methodologists, clinical psychologists, psychi-
atrists and expert suicide and self-harm researchers. 
Throughout the study the team were reflexive, using 
individual reflexive notes and group discussions. This 
involved considering their own personal experiences and 
positions and how these may impact on the data gener-
ation, interpretation and final analysis. In doing so, the 
researchers did not aspire to objectivity but to understand 
the subjectivity inherent in the process of qualitative 
research.41

Results
A summary of participants’ age and gender are provided 
in table 1.

https://dx.doi.org/10.1136/bmjopen-2019-030335
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Analysis of interview data identified two main themes: 
‘access to care’ and ‘problems with communication’. 
Themes and subthemes are presented below. For the 
purpose of brevity abridged quotes (presented in italics) 
by relatives [r] and service users [s] are presented. Full 
quotations and additional supporting quotes are provided 
in online supplementary table S2 and online supplemen-
tary table S3.

Access to care
Participants reported a range of difficulties when trying 
access to mental health services when risk of engaging in 
suicidal behaviour was high. This applied across different 
service-contact situations, such as outpatient care, people 
discharged or disengaged from services, as well as people 
trying to access care for the first time. Within this, the 
subthemes ‘help-seeking’, ‘knowing how to navigate the 
system’, ‘gatekeepers’, ‘obtaining a correct diagnosis’ 
and ‘increased risk due to being denied care’ formed a 
series of potential barriers to accessing successful mental 
healthcare for suicidal behaviours in bipolar disorder. 
While barriers could be experienced as one off events, 
many accounts reported a sequence of events where one 
barrier led to the next and so on, until access to services 
was achieved.

Help-seeking: Most accounts showed that efforts were 
made to actively seek help for suicidal behaviours from 
health/mental health services, particularly at times when 
suicidal thoughts or behaviours increased.

​He’d put himself in hospital, he hadn’t been sec-
tioned or anything, because he just felt so suicidal 
and depressed [r1].

Knowing how to navigate the system: Participants reported 
difficulties navigating access to appropriate mental 
health services. There was confusion over what services 
were available which would provide the right support for 
people experiencing suicidal thoughts and behaviours, 
and how to initiate contact based on current patient-status 
(eg, service provision differed depending on whether 
they were a current, discharged or new patient). At times 
of suicidal crisis, when urgent help was needed, knowing 
how/who to contact for effective support was seen as 
vital—however, services did not always respond promptly.

We didn't realise that we had a pass […] back into 
the mental health system so we went back to the GP 
(General Practitioner) [r6].

​I went to see the doctor and she said […] I am going 
to get someone to ring you from the crisis team […]. 
Do you know how long it took? They never phoned 
me five weeks. I suffered like that for five weeks. [s7].

Confusion over what services was not restricted to 
service users/relatives, other medical professionals such 
as GPs also struggled when navigating the mental health-
care system.

​[T]he GP had phoned up the psychiatrist's secretary 
as well, and had got exactly the same. It was ring five 
numbers on a piece of paper, she said phone them so 
I phoned them, and they gave me another number 
so I phoned them […] and it went round in a circle, 
so in the end the fifth person gave me the number of 
the first person […] and my GP got given the same 
ring of numbers and went round the same way [s5].

There were also difficulties experienced when trying 
to access additional support services (unavailable on the 
NHS or only available via long waiting-lists such as talking 
therapies). Where participants were willing and able 
(eg, financially) to tap into additional sources of mental 
health support, there was a wish expressed for guidance 
and signposting by the existing care-team. This type of 
guidance was either limited or refused, leaving service 
users/relatives frustrated.

​I said can I short circuit it by paying for it and she sort 
of said ‘I’m not allowed to recommend anyone.’ So 
it was this, I’m trying to do the best for [the service 
user] and you won’t help me [r2].

Gate-keepers: The first point of contact during times of 
increased risk of suicidal behaviour was often the GP, 
who then acted as a gate-keeper for accessing secondary 
mental health services. In this role, GPs could be facilita-
tors or barriers to access.

​I cannot fault my GP, because they […] could not 
have dealt with it any better [r3].

Gate-keepers’ poor attitudes and/or lack of knowledge 
about how to respond to people with bipolar disorder 
experiencing suicidal thoughts and behaviours were a 
common feature in participants’ accounts.

​I have to say the GPs were very much, ‘oh pull your-
self together,’ you know, sort of attitude [r6].

Hospital emergency departments were another critical 
point of contact and gate-keeping of access to mental 
healthcare. Participants were often subject to the negative 
attitudes of medical staff responsible for their treatment, 
and for referring those who present with suicidal behav-
iours to psychiatric teams. Psychiatric staff were also seen 
as gate-keepers of access to appropriate care, demon-
strated by failures to recognise bipolar disorder symp-
tomatology and the associated increased risk of suicidal 
behaviours in this population.

​I was as honest as I am being with you, and [psychiat-
ric liaison clinician] just turned to [psychiatric liaison 
nurse] and he went, ‘do you believe a word she’s say-
ing?’ And this woman just looked at him and went, 
‘no’ and I felt about that big, and I’m sort of thinking 
I need help… help [s1].

While the quotes above describe first attempts to 
access mental healthcare, gate-keepers were also a poten-
tial barrier to ongoing successful care for those already 

https://dx.doi.org/10.1136/bmjopen-2019-030335
https://dx.doi.org/10.1136/bmjopen-2019-030335
https://dx.doi.org/10.1136/bmjopen-2019-030335
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in contact with secondary mental health services. For 
example, when the psychiatrist responsible for a service 
user’s care is unavailable at a time of crisis:

​[S]o there was another psychiatrist at the hospital, 
they wouldn't see me because I was under the care 
of [consultant psychiatrist]. So they wouldn't touch 
me [s5].

Obtaining a correct diagnosis: A common experience 
among participants was the failure of clinicians to recog-
nise a diagnosis of bipolar disorder. By failing to take 
account of the individual’s diagnosis clinicians failed to 
correctly evaluate increased risk of suicidal behaviour. 
Lack of a formal diagnosis also impacted on access to care 
and increased the risk of inappropriate or inadequate 
medication for those already in contact with services, 
with the potential to exacerbated symptoms and increase 
suicidal behaviours.

​[T]hey put me on antidepressants and I went really, 
really manic for seven months or something […]. So 
I was just left on these antidepressants going higher 
and higher [s5].

Increased risk due to being denied care: The final subtheme 
represents the vulnerability of participants to the 
emotional and illness-related toll of repeated failures to 
access care (eg, when failing to overcome the barriers 
presented in previous subthemes). Participants were 
clear that this had potential to become a cyclic pattern 
of repeated attempts and failures to access care, with the 
attendant disappointment and frustration precipitating 
further suicidal thoughts and behaviours; leaving partici-
pants feeling like they have to ‘scream for help [s2]’.

​The crisis team, the home treatment team, nobody 
would see me, and that is, that is when this [suicidal 
behaviour] happened, really I was just really desper-
ate [s5].

There was also distress at often not being seen as ‘ill 
enough’ to deserve mental healthcare. This was particu-
larly evident when service users looked well or were able 
to articulate concerns about their illness and the risk of 
engaging in suicidal behaviours (it is worth noting the 
interview sample in this study generally had a high level 
of educational attainment which may be related to the 
ability to better describe symptoms and distress).

​I find with services they get quite confused you know 
they look at me and say, ‘You are not depressed, you 
are bathed and clothed.’ I am terribly depressed even 
though I am bathed and clothed [s3].

Barriers to accessing care were evident throughout 
the data, but a minority of participants reported positive 
experiences whereby access to care for the prevention of 
suicidal behaviours was facilitated by gatekeepers and/or 
knowledge of which service to contact in a crisis. There-
fore, barriers discussed here only have the potential to 
interrupt or block access to care.

A model of relationships between subthemes is 
provided in figure 1 to aid in interpretation of the ‘access 
to care’ theme. ‘Help-seeking’ is represented as the first 
step in the model. This connects directly to issues around 
‘knowing how to navigate the system’, as correct knowl-
edge may facilitate access to care but it may also act as 
a barrier. This subtheme is then linked to ‘gatekeepers’ 
and on to ‘obtaining a correct diagnosis’. Another failure 
at this point leads into the theme of ‘increased risk due 
to being denied care’. The circular path of the arrows, 
denoting relationships between subthemes, represents 
the potential for individuals to become trapped in a 
cycle, this is only one interpretation and barriers may 
be encountered in any order and access to care maybe 
achieved at any point.

Problems with communication
This theme describes the importance of clear communica-
tion in the ongoing care of people with bipolar disorder, 
especially at times of crisis when suicidal behaviour is 
likely. Paths of communication are between any parties 
with an interest in the care of a service user, and are here 
presented in relation to the ‘service user’, ‘relatives’ and 
the ‘mental health team’.

Service users: Service users were the main source of 
information about changes in illness, behaviour and 
risk of suicidal behaviour. Participants acknowledged 
that suicidal intent or increases in suicidal thoughts and 
behaviour were not always disclosed. As a consequence 
carers and services remained awareness of changes in 
symptoms and behaviours that might indicate increased 
risk (eg, non-fatal suicidal behaviour) remained hidden, 
and opportunities to intervene were lost.

​I didn’t want a professional to know. It’s classic hid-
ing it and not telling anybody, because they have to 
intervene [s2].

Failure to disclosure information that might help 
manage suicidal behaviour was not always intentional 
on behalf of the service user. Participants gave exam-
ples of memory problems and disorganised lifestyles (eg, 
substance use problems or lack of a permanent address) 
as possible reasons why important changes may not be 
reported.

​I used to get quite cross […], he would say he hadn't 
seen [his community psychiatric nurse], but when I 
inquired into it, the more likely thing was that they 
had gone to his house and he wasn't there [r8].

Motivation for failing to communicate suicidal thoughts 
and behaviours was driven largely by the wish to protect 
others from distress and to avoid placing additional 
burden on relatives.

[S]he didn't want to worry us [r7].

​I keep a lot to myself and I don't know why I just, I just 
feel as though if I say things I will upset people [s6].
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Figure 1  Model of subthemes within the main theme 'access to care'.

The tangible consequence of this was that relatives and/
or the mental health team were unaware of increasing 
risk and unable to respond effectively.

​I came down and found him in the chair. He took an 
overdose and he’d promised [the psychiatrist] that 
he wasn’t suicidal. [r1].

Relatives: The involvement of relatives in mental health-
care was generally viewed as positive. Proximity to the 
service user helped with observation of changes in illness 
and behaviour. Relatives were also privy to changes in 
situational factors, such as the presence of stressful or 
negative life events that could increase the risk of suicidal 
behaviour, and which could then be communicated to 
the care team.

​[W]e were aware that he was drinking. […] I brought 
all this to the attention of his CPN […] and he was 
quite shocked by that, and the living conditions, how 
[the service user] was living [r4].

Relatives saw themselves as an untapped resource for 
services, and wanted to be considered and treated, as full 
partners in the care of the service user.

​[A]s a family we were their biggest resource and they 
never sort of came to us to help. Either to help us, or 
to use what we were saying to help him [r4].

Not all service users felt supported by relatives or wanted 
the support of relatives in the management of their illness 
or suicidal behaviours. For a couple of participants, there 
was resistance on the part of the family to being involved 
in care. In these cases a lack of knowledge of bipolar 
disorder and the associated risks of suicidal behaviour 
were cited as obstacles to engaging family members in the 
care of the service user. Where family involvement was 
wanted, mental health services were viewed as a source of 
engagement and education for relatives, and there was a 
view that working collaboratively would improve support 
and safety for the service user at home.

​I would like somebody to come here and sit them all 
down and tell them what it involves because I don't 
think they have a clue [s7].

Where familial relationships were poor the involvement 
of family members was seen as potentially detrimental to 
the service user and their ongoing care.
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Figure 2  Model of subthemes within the main theme 'problems with communication'.

​[T]the services would be so grateful to have family 
involved that they push the care to the family where 
really that is detrimental to me [s3]

Participants also gave accounts of conflict between 
family members and mental health staff. This was particu-
larly evident when relatives felt prevented from contrib-
uting to care—which often went hand-in-hand with 
confusion over confidentiality rules.

​You just got told on many, many occasions that, you 
know, its patient confidentiality. […] I turn round 
and said to them, I said “if my son had cancer, you 
would have involved me, to care for him quite well at 
home [r4].

This led to failures in communicating information that 
had potential value for assessing risk. Relatives expressed 
frustration at being unable to help the service user 
despite being in possession of knowledge that may have 
influenced care.

​[W]hen he died, you know, the psychiatrist had actu-
ally said that he didn't think it was planned suicide, 
[…] even though he had been telling me that he 
wanted, you know, he didn't want to live. He wanted 
to die for probably months [r6].

Mental health teams: Participants gave multiple accounts 
of communication failures between service users and the 
care team. Poor explanations of diagnosis and prognosis, 
risks and triggers, medication regimens and possible 
side effects of treatments, all contributed to service users 
feeling unheard by clinical teams. This resulted in poorer 

management, weaker therapeutic relationships and ulti-
mately the potential to miss indicators of increased risk.

​[T]hey never said to me, you know your mom has 
mental illness you might need to you know go and get 
yourself checked out at the doctors, with your suicidal 
thoughts, suicidal tendencies… [s4].

Following episodes of suicidal behaviour, some partic-
ipants reported being left without any follow-up or 
acknowledgement from clinical teams. Subsequently, 
there was no adjustment of treatment, additional inter-
ventions or changes in monitoring in response to the 
suicidal behaviour.

​[O]ne of the home treatment team came into the ap-
pointment and sat in the room with me, and neither 
she nor the psychiatrist mentioned the fact that I had 
self-harmed and run away [s5].

There was however evidence that communication 
between services and service users has improved over 
time. With accounts of new teams and initiatives created 
to better ensure the safety of service users, and overall 
participants were hopeful that services would continue to 
improve.

​[S]he came out on the Friday and brought the crisis 
team out […] they said if I needed them over the 
weekend that they could you know, I could ring them 
and they would come and see me. So you have a big-
ger support work now than you did a few years ago 
[s4].
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The theme ‘problems with communication’ encapsu-
lates many of the vulnerabilities in routes of communi-
cation between service users, relatives and mental health 
services, in the provision of care for people with bipolar 
disorder and suicidal behaviour. It is interesting to note 
that the converse of this was also true; participants’ judge-
ments of the quality of care received were more positive 
in cases where the care team were seen as collaborative 
and inclusive. Where communication between parties was 
good, opinions on the quality of care received were posi-
tive regardless of outcome.

[T]there was one guy, he was one of the few [health 
care professionals] that both [the service user] and I 
trusted because he was quite happy to have us both in 
at the same time [r2].

Sympathy and trust were key features of positive evalu-
ations of care. Clinicians who were willing to provide and 
receive information from service users and relatives were 
valued. Continuity of care to establish long-term thera-
peutic relationships were also vital for building trust, and 
allowed clinicians greater understanding of service users’ 
illness, behaviour and situation; aiding monitoring of 
bipolar disorder symptoms and identification of times of 
increased risk of suicidal behaviour. Where these factors 
were lacking, participants evaluated care as poor.

​I gave up [on] the psychiatrist because they were a 
bloody waste of time, they didn't know me. […] They 
just read the notes and there was no connection at 
all [s7].

A model of subthemes and vulnerabilities in communi-
cation is provided in figure 2 to aid interpretation of the 
‘problem with communication’ theme. ‘Service users,’ 
‘relatives’ and ‘mental health teams’ are connected to 
each other and communication can flow in any direction. 
When communication is open and positive care is viewed 
as more collaborative and satisfaction with the care team 
is higher. Examples of problems in communication are 
given outside the pathways of communication with arrows 
denoting the possibility that any of these issues could 
interrupt communication at any time, and impact on the 
care of the service user.

Discussion
This exploratory study used a qualitative approach to 
investigate experiences of mental healthcare in relation to 
suicidal behaviour in bipolar disorder. Two main themes 
captured the focus of participants’ accounts—access to 
care and problems in communication—both of which 
may have contributed to failures to identify and respond 
to increased risk of suicide in bipolar disorder.

A number of subthemes identified were consistent with 
experiences common among people with other psychiatric 
diagnoses.21 22 While this does not diminish the importance 
of these concerns, their impact on the individual, or the 
possibility these difficulties may be over-represented among 

people with bipolar disorder, the focus here is on the iden-
tification of novel factors that may be specific to care for 
suicidal behaviours in bipolar disorder.

Active help-seeking was common with the majority 
of participants recognising the need for increased 
support when experiencing increased suicidal thoughts 
and behaviours. Barriers were predominantly external, 
such as gate-keeping and poor staff attitudes to suicidal 
behaviours.42 43 There was no evidence of issues relating to 
stigma or other individual-centred barriers as documented 
in more general studies of people with bipolar disorder.21 22 
However, it is possible that internalised stigma may have 
played a role in the decision not to disclose suicidal thoughts 
to relatives or care teams, which would fall under the theme 
‘problems with communication’.44

One aspect of gate-keeping that may be particularly rele-
vant people with bipolar disorder was the assumption of low 
illness severity (and therefore low risk of suicidal behaviours) 
based on superficial aspects of participants’ appearance and 
the ability to effectively communicate concerns and distress. 
Bipolar disorder is characterised by periods of illness and rela-
tive stability when individuals may be better able to effectively 
recognise and communicate distress and risk.3 Compared with 
people with other psychiatric diagnoses, people with bipolar 
disorder often have a higher educational attainment level, 
similar to that of the general population.45 46 Although it was 
not included as a subtheme, the participants in the current 
study were particularly well educated—many at degree level 
or higher—perhaps suggesting this sample had more effec-
tive communication skills, especially when describing risk of 
suicidal behaviours.

Ensuring accurate diagnosis was critical in the manage-
ment of suicidal behaviours in bipolar disorder. Compared 
with other psychiatric diagnoses, a diagnosis of bipolar 
disorder is often delayed due to misdiagnosis of initial symp-
toms especially when symptoms of depression are present.47 
The experiences of participants who received inappropriate 
treatments and the exacerbated symptoms and increased 
risk of suicidal behaviours that followed, emphasised the 
importance of increasing clinician knowledge, especially 
for those who may be a first point of contact such as GPs 
and psychiatric liaison staff, in recognising bipolar disorder 
and the risks associated with this illness.

Mental healthcare for suicidal behaviour was enhanced 
by involving service users and relatives (where appropriate) 
in care decisions and resulted in positive evaluations of care 
even after a death by suicide. Work by Owen et al on the 
impact of social factors in suicidal thoughts showed that ‘not 
being understood or acknowledged’ and ‘feeling burden-
some’ triggered or exacerbated suicidal thoughts and acts.26 
Participants’ accounts of problems in communication in 
the current work echo these results, especially in terms of 
non-disclosure of suicidal intent to avoid burden on family 
members. However, participants often wanted the support 
of family, and the involvement of family in care decisions was 
highly valued. Therapies that involve family members (eg, 
family-focused therapy, psychoeducation) have been shown 
to help reduce relapse, symptom severity and caregiver 
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burden and may be effective in addressing communication 
blocks identified in this study. This may be especially true of 
therapies that seek to educate service users and families by 
increasing knowledge of bipolar disorder and the associated 
increased risks.48 49 Recent work examining the experiences 
of mental healthcare by people with bipolar disorder showed 
that meaningful information about bipolar disorder and its 
treatment (as well as psychosocial interventions and access to 
peer support) resulted in more positive attitudes towards care 
and better engagement with services.31

Previous qualitative work showed that people with 
serious mental illness struggle to be seen as competent 
and equal partners in care decisions,50 and this was evident 
in the current work where the focus was specifically on 
help for suicidal behaviours. These results also support 
the idea that relatives and carers can feel excluded from 
mental healthcare.30 As in general mental healthcare for 
people with bipolar disorder, care received for suicidal 
behaviour was viewed more positively when care was seen 
as collaborative and clinicians were sympathetic, open 
and interested in involving service users and relatives.51

Methodological limitations
Total number of participants was small but sufficient to 
provide a novel insight into the experiences of a small and 
hard to reach population via rich in-depth data. Our model 
arose from views of service users and relatives who are both 
key stakeholders who provide valuable perspectives on the 
experiences. The relatives’ cohort had a high degree of infor-
mation power on the subject of service responses to suicide as 
all had been bereaved by suicide.52 The service user sample 
was more heterogeneous with a wide range of experience 
of suicide thoughts, feelings and behaviours and the final 
model was supported by data from both sets of participants. 
Given the heterogeneity of the service user group, further 
research may be needed to ensure all experiences are accu-
rately captured. Themes and conceptual models presented 
in this work do not attempt to give an exhaustive account 
of all experiences of accessing mental healthcare by people 
with suicidal behaviours in bipolar disorder. However, identi-
fication of factors considered important by participants with 
diverse perspectives and experiences have been described, 
and common difficulties faced by this high-risk group when 
trying to access care have been successfully identified.

Clinical implications
Many people who experience suicidal behaviour in bipolar 
disorder are in close proximity to care services. While the 
influence of rapidly changing mood-states and impulsivity 
make prediction and prevention of suicidal behaviours in 
this group particularly difficult, the experience of people 
with suicidal behaviours and bipolar disorder may have a 
role in helping to improve the response of mental health 
services.53–55 Rapid access to care is crucial, and service 
users and relatives need good knowledge of what services 
are available to them, alongside clearly signposted ways to 
access these services. Relatives are often in a position to 
observe behavioural changes that may indicate increased 

or fluctuating risk, and where possible, should be kept 
informed of treatment/management plans. Closer involve-
ment of family and friends may allow important informa-
tion to be communicated more quickly, help build trust 
and supportive therapeutic relationships, and create more 
positive judgements of overall quality of care provided by 
mental health services.56

There may also be a role for improvement in health 
professionals’ knowledge of bipolar disorder and the 
increased risk of suicide conferred by this illness. Partici-
pants’ accounts consistently showed some level of under-
estimation of illness severity and suicide risk by clinicians, 
even for individuals under mental healthcare. Additional 
interview work with clinicians may help uncover problems 
in communication about suicidal behaviour in people with 
bipolar disorder, and help explore the perception of lower 
risk in people who are better able to communicate their 
distress and concerns. Further work with a wider range of 
participants, particularly those from less educated back-
grounds where additional barriers may include health 
literacy, is needed to explore the generalisability of the 
themes presented as well as how themes might be trans-
lated into improved care practices.

Twitter Caroline Clements @DrCClements

Contributors  NK and CC designed the study with input from all authors. CC 
collected all data. CC and SP analysed and interpreted the data, with input from 
all authors. CC drafted the manuscript. NK, SP, RM, SHJ provided further input on 
subsequent drafts of the manuscript.

Funding  This article presents independent research commissioned by the National 
Institute for Health Research (NIHR) under its Programme Grants for Applied 
Research funding scheme (RP-PG-0407-10389).

Disclaimer  The views expressed in this work are those of the authors and not 
those of the NHS, NIHR or Department of Health.

Competing interests  None declared.

Patient consent for publication  Not required.

Ethics approval  Ethical approval for the study was obtained from the National 
Research Ethics Service (Ref: 10/H1003/84) and R&D approvals were granted from 
all trusts involved in recruitment.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  No data are available.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://​creativecommons.​org/​
licenses/​by/​4.​0/.

ORCID iD
Caroline Clements http://​orcid.​org/​0000-​0003-​4735-​6728

References
	 1	 Merikangas KR, Jin R, He J-P, et al. Prevalence and correlates of 

bipolar spectrum disorder in the world mental health survey initiative. 
Arch Gen Psychiatry 2011;68:241–51.

	 2	 Michalak EE, Murray G. Collaborative research team to study 
psychosocial issues in bipolar disorder (CREST.BD). development 
of the QoL.BD: a disorder-specific scale to assess quality of life in 
bipolar disorder. Bipolar Disord 2010;12:727–40.

	 3	 Goodwin FK, Jamison KR. Manic-Depressive Illness:Bipolar 
Disorders and Recurrent Depression: Bipolar Disorders and 

https://twitter.com/DrCClements
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-4735-6728
http://dx.doi.org/10.1001/archgenpsychiatry.2011.12


10 Clements C, et al. BMJ Open 2019;9:e030335. doi:10.1136/bmjopen-2019-030335

Open access�

Recurrent Depression. USA: Oxford University Press, 2007. http://​
books.​google.​co.​uk/​books?​id=​X7XLhltqsv8C

	 4	 Hawton K, Zahl D, Weatherall R. Suicide following deliberate self-
harm : long-term follow-up of patients who presented to a general 
hospital Suicide following deliberate self-harm : long-term follow-up 
of patients who presented to a general hospital. Br J Psychiatry 
2003;182:537–42.

	 5	 Carroll R, Metcalfe C, Gunnell D. Hospital presenting self-harm and 
risk of fatal and non-fatal repetition: systematic review and meta-
analysis. PLoS One 2014;9:e89944.

	 6	 Schaffer A, Isometsä ET, Tondo L, et al. International Society for 
bipolar disorders Task force on suicide: meta-analyses and meta-
regression of correlates of suicide attempts and suicide deaths in 
bipolar disorder. Bipolar Disord 2015;17:1–16.

	 7	 Tondo L, Pompili M, Forte A, et al. Suicide attempts in bipolar 
disorders: comprehensive review of 101 reports. Acta Psychiatr 
Scand 2016;133:174–86.

	 8	 Pompili M, Gonda X, Serafini G, et al. Epidemiology of suicide in 
bipolar disorders: a systematic review of the literature. Bipolar Disord 
2013;15:457–90.

	 9	 Nordentoft M, Mortensen PBB, Pedersen CB. Absolute risk of 
suicide after first Hospital contact in mental disorder. Arch Gen 
Psychiatry 2011;68:1058–64.

	10	 Watkins HB, Meyer TD. Is there an empirical link between impulsivity 
and suicidality in bipolar disorders? A review of the current literature 
and the potential psychological implications of the relationship. 
Bipolar Disord 2013;15:542–58.

	11	 Gonda X, Pompili M, Serafini G, et al. Suicidal behavior in bipolar 
disorder: epidemiology, characteristics and major risk factors. J 
Affect Disord 2012;143:16–26.

	12	 Clements C, Morriss R, Jones S, et al. Suicide in bipolar disorder 
in a national English sample, 1996-2009: frequency, trends and 
characteristics. Psychol Med 2013;43:2593–602.

	13	 Clements C, Jones S, Morriss R, et al. Self-Harm in bipolar disorder: 
findings from a prospective clinical database. J Affect Disord 
2015;173:113–9.

	14	 Smith KA, Cipriani A. Lithium and suicide in mood disorders: 
updated meta-review of the scientific literature. Bipolar Disord 
2017;19:575–86.

	15	 Baldessarini RJ, Tondo L, Vázquez GH. Pharmacological treatment of 
adult bipolar disorder. Mol Psychiatry 2018:1–20.

	16	 Tarrier N, Taylor K, Gooding P. Cognitive-Behavioral interventions 
to reduce suicide behavior: a systematic review and meta-analysis. 
Behav Modif 2008;32:77–108.

	17	 Rihmer Z, Gonda X, Tondo L. Lithium and suicidal behavior in 
patients with bipolar disorder. J Clin Psychiatry 2008;69:1831–2.

	18	 Cipriani A, Hawton K, Stockton S, et al. Lithium in the prevention of 
suicide in mood disorders: updated systematic review and meta-
analysis. BMJ 2013;346:f3646–13.

	19	 Anderson KK, Fuhrer R, Malla AK. “There are too many steps before 
you get to where you need to be”: Help-seeking by patients with 
first-episode psychosis. Journal of Mental Health 2013;22:384–95.

	20	 Smith TE, Easter A, Pollock M, et al. Disengagement from care: 
perspectives of individuals with serious mental illness and of service 
providers. PS 2013;64:770–5.

	21	 Clement S, Schauman O, Graham T, et al. What is the impact of 
mental health-related stigma on help-seeking? A systematic review 
of quantitative and qualitative studies. Psychol Med 2015;45:11–27.

	22	 Dockery L, Jeffery D, Schauman O, et al. Stigma- and non-stigma-
related treatment barriers to mental healthcare reported by service 
users and caregivers. Psychiatry Res 2015;228:612–9.

	23	 Owens C, Lambert H, Donovan J, et al. A qualitative study of help 
seeking and primary care consultation prior to suicide. Br J Gen 
Pract 2005;55:503–9.

	24	 Taylor TL, Hawton K, Fortune S, et al. Attitudes towards clinical 
services among people who self-harm: systematic review. Br J 
Psychiatry 2009;194:104–10.

	25	 Jordan J, McKenna H, Keeney S, et al. Providing meaningful care: 
learning from the experiences of suicidal young men. Qual Heal Res 
2012;22:1207–19.

	26	 Owen R, Gooding P, Dempsey R, et al. A qualitative investigation 
into the relationships between social factors and suicidal thoughts 
and acts experienced by people with a bipolar disorder diagnosis. J 
Affect Disord 2015;176:133–40.

	27	 Bilderbeck AC, Saunders KEA, Price J, et al. Psychiatric assessment 
of mood instability: qualitative study of patient experience. Br J 
Psychiatry 2014;204:234–9.

	28	 Highet NJ, McNair BG, Thompson M, et al. Experience with 
treatment services for people with bipolar disorder. Med J Aust 
2004;181:47–51.

	29	 Chatzidamianos G, Lobban F, Jones S. A qualitative analysis of 
relatives', health professionals' and service users' views on the 
involvement in care of relatives in bipolar disorder. BMC Psychiatry 
2015;15:228.

	30	 Cree L, Brooks HL, Berzins K, et al. Carers ’ experiences of 
involvement in care planning : a qualitative exploration of the 
facilitators and barriers to engagement with mental health services. 
BMC Psychiatry 2015:1–11.

	31	 Vallarino M, Rapisarda F, Scott J, et al. Experiences of mental 
healthcare reported by individuals diagnosed with bipolar 
disorder: an Italian qualitative study. Community Ment Health J 
2019;55:129–36.

	32	 Hawton K, Harriss L, Hall S, et al. Deliberate self-harm in Oxford, 
1990-2000: a time of change in patient characteristics. Psychol Med 
2003;33:987–95.

	33	 Isometsä ET. Psychological autopsy studies--a review. Eur Psychiatry 
2001;16:379–85.

	34	 Sher L. Psychological autopsy studies: past, present, and future. 
Aust N Z J Psychiatry 2013;47.

	35	 Owens D, Kelley R, Munyombwe T, et al. Switching methods of self-
harm at repeat episodes: findings from a multicentre cohort study. J 
Affect Disord 2015;180:44–51.

	36	 Trier-Bieniek A. Framing the telephone interview as a participant-
centred tool for qualitative research: a methodological discussion. 
Qualitative Research 2012;12:630–44.

	37	 Sturges JE, Hanrahan KJ. Comparing telephone and face-to-face 
qualitative interviewing: a research note. Qualitative Research 
2004;4:107–18.

	38	 Shuy R. In-person versus telephone interviewing. In: Gubrium 
J, Holstein J, eds. Handbook of interview research: context and 
method. Thousand Oaks, CA: Sage, 2001: 536–54.

	39	 Creswell J. Qualitative inquiry and research design: choosing 
between five approaches. 3th edn. Thousand Oaks, CA: Sage, 2012.

	40	 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res 
Psychol 2006;3:77–101.

	41	 Peters S. Qualitative research methods in mental health. Evid Based 
Ment Health 2010;13:35–40.

	42	 Anthony JS, Baik S-yi, Bowers BJ, et al. Conditions that influence a 
primary care clinician's decision to refer patients for depression care. 
Rehabil Nurs 2010;35:113–22.

	43	 Saunders KEA, Hawton K, Fortune S, et al. Attitudes and knowledge 
of clinical staff regarding people who self-harm: a systematic review. 
J Affect Disord 2012;139:205–16.

	44	 Hawke LD, Parikh SV, Michalak EE. Stigma and bipolar disorder: a 
review of the literature. J Affect Disord 2013;150:181–91.

	45	 Schoeyen HK, Melle I, Sundet K, et al. Occupational outcome in 
bipolar disorder is not predicted by premorbid functioning and 
intelligence. Bipolar Disord 2013;15:294–305.

	46	 Dickinson D, Harvey PD. Systemic hypotheses for generalized 
cognitive deficits in schizophrenia: a new take on an old problem. 
Schizophr Bull 2009;35:403–14.

	47	 Altamura AC, Buoli M, Caldiroli A, et al. Misdiagnosis, duration of 
untreated illness (DUI) and outcome in bipolar patients with psychotic 
symptoms: a naturalistic study. J Affect Disord 2015;182:70–5.

	48	 Miklowitz DJ, Chung B. Family-Focused Therapy for Bipolar 
Disorder: Reflections on 30 Years of Research. Fam Process 
2016;55:483–99.

	49	 Baruch E, Pistrang N, Barker C. Psychological interventions for 
caregivers of people with bipolar disorder: a systematic review and 
meta-analysis. J Affect Disord 2018;236:187–98.

	50	 DahlqvistJönsson P, Schön U-K, Rosenberg D, et al. Service users' 
experiences of participation in decision making in mental health 
services. J Psychiatr Ment Health Nurs 2015;22:688–97.

	51	 Norcross JC, Wampold BE. Evidence-Based therapy relationships: 
research conclusions and clinical practices. Psychotherapy 
2011;48:98–102.

	52	 Malterud K, Siersma VD, Guassora AD. Sample size in qualitative 
interview studies: guided by information power. Qual Health Res 
2016;26:1753–60.

	53	 Cassidy F. Risk factors of attempted suicide in bipolar disorder. 
Suicide Life Threat Behav 2011;41:6–11.

	54	 D'Ambrosio V, Salvi V, Bogetto F, et al. Serum lipids, metabolic 
syndrome and lifetime suicide attempts in patients with 
bipolar disorder. Prog Neuropsychopharmacol Biol Psychiatry 
2012;37:136–40.

	55	 Tondo L, Baldessarini R. Suicidal risk in bipolar disorder. Clin 
Neuropsychiatry 2005;2:55–65.

	56	 Dirik A, Sandhu S, Giacco D, et al. Why involve families in acute 
mental healthcare? A collaborative conceptual review. BMJ Open 
2017;7:e017680–10.

http://books.google.co.uk/books?id=X7XLhltqsv8C
http://books.google.co.uk/books?id=X7XLhltqsv8C
http://dx.doi.org/10.1371/journal.pone.0089944
http://dx.doi.org/10.1111/bdi.12271
http://dx.doi.org/10.1111/acps.12517
http://dx.doi.org/10.1111/acps.12517
http://dx.doi.org/10.1111/bdi.12087
http://dx.doi.org/10.1001/archgenpsychiatry.2011.113
http://dx.doi.org/10.1001/archgenpsychiatry.2011.113
http://dx.doi.org/10.1111/bdi.12090
http://dx.doi.org/10.1016/j.jad.2012.04.041
http://dx.doi.org/10.1016/j.jad.2012.04.041
http://dx.doi.org/10.1017/S0033291713000329
http://dx.doi.org/10.1016/j.jad.2014.10.012
http://dx.doi.org/10.1111/bdi.12543
http://dx.doi.org/10.1177/0145445507304728
http://dx.doi.org/10.4088/JCP.v69n1120c
http://dx.doi.org/10.1136/bmj.f3646
http://dx.doi.org/10.3109/09638237.2012.705922
http://dx.doi.org/10.1176/appi.ps.201200394
http://dx.doi.org/10.1017/S0033291714000129
http://dx.doi.org/10.1016/j.psychres.2015.05.044
http://www.ncbi.nlm.nih.gov/pubmed/16004734
http://www.ncbi.nlm.nih.gov/pubmed/16004734
http://dx.doi.org/10.1192/bjp.bp.107.046425
http://dx.doi.org/10.1192/bjp.bp.107.046425
http://dx.doi.org/10.1016/j.jad.2015.02.002
http://dx.doi.org/10.1016/j.jad.2015.02.002
http://dx.doi.org/10.1192/bjp.bp.113.128348
http://dx.doi.org/10.1192/bjp.bp.113.128348
http://dx.doi.org/10.5694/j.1326-5377.2004.tb06353.x
http://dx.doi.org/10.1186/s12888-015-0611-x
http://dx.doi.org/10.1007/s10597-018-0311-3
http://dx.doi.org/10.1017/S0033291703007943
http://dx.doi.org/10.1016/S0924-9338(01)00594-6
http://dx.doi.org/10.1177/0004867413479071
http://dx.doi.org/10.1016/j.jad.2015.03.051
http://dx.doi.org/10.1016/j.jad.2015.03.051
http://dx.doi.org/10.1177/1468794112439005
http://dx.doi.org/10.1177/1468794104041110
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1136/ebmh.13.2.35
http://dx.doi.org/10.1136/ebmh.13.2.35
http://dx.doi.org/10.1002/j.2048-7940.2010.tb00286.x
http://dx.doi.org/10.1016/j.jad.2011.08.024
http://dx.doi.org/10.1016/j.jad.2013.05.030
http://dx.doi.org/10.1111/bdi.12056
http://dx.doi.org/10.1093/schbul/sbn097
http://dx.doi.org/10.1016/j.jad.2015.04.024
http://dx.doi.org/10.1111/famp.12237
http://dx.doi.org/10.1016/j.jad.2018.04.077
http://dx.doi.org/10.1111/jpm.12246
http://dx.doi.org/10.1037/a0022161
http://dx.doi.org/10.1111/j.1943-278X.2010.00007.x
http://dx.doi.org/10.1016/j.pnpbp.2011.12.009
http://dx.doi.org/10.1136/bmjopen-2017-017680

	Qualitative investigation of relatives’ and service users’ experience of mental healthcare for suicidal behaviour in bipolar disorder
	ABSTRACT
	Introduction﻿﻿
	Method
	Participants
	Recruitment
	Interviews
	Service user and public involvement
	Analysis

	Results
	Access to care
	Problems with communication

	Discussion
	Methodological limitations
	Clinical implications

	References


