Nursing Open

| EMPIRICAL RESEARCH QUALITATIVE EEEED

WILEY

NursingOpen

Creating a Safety Net—Nursing Staffs’ Perceptions of
Conducting Suicide Risk Assessments via Telephone Within

Specialised Psychiatric Care

Rikard Wirdig! | Sally Hultsjo!-

!Division of Nursing and Reproductive Health, Department of Health, Medicine and Caring Sciences, Link6ping University, Linkdping,

Sweden | 2Department of Psychiatry, Ryhov County Hospital, Jonkdping, Sweden

Correspondence: Rikard Wirdig (rikard. wardig@liu.se)

Received: 24 November 2025 | Revised: 13 October 2026 | Accepted: 30 October 2026

Keywords: nursing staff | psychiatry | qualitative research | suicide risk assessment | telephone assessment

ABSTRACT

Aim: To describe nursing staffs' perceptions of conducting suicide risk assessments via telephone within specialised psychiatric

care.

Design: Twenty-two nursing staff working in three psychiatric care units in central Sweden were interviewed. Phenomenographic

analysis was used to analyse the data.

Results: Technological advances now allow for multisensory assessments. As telephone communication lacks visual cues,

nurses rely on mental imagery and intuition and listen to the patient's tone of voice. Suicide risk assessment demands collabora-

tion and experience for collective validation. Together, these elements contribute to the creation of a safety net around the indi-

vidual by the nursing staff. The study highlights a troubling shift towards standardised procedures at the expense of psychiatric

competence, underscoring the need to preserve clinical expertise.

Patient or Public Contribution: Psychiatric nursing staff contributed to this study by sharing their experiences through

interviews.

1 | Introduction

Globally, 700,000 people die by suicide each year, making it the
fourthleading cause of death amongindividuals aged 15-29 years
worldwide (World Health Organisation [WHO] 2025). The
global perspective on suicide is complicated by cultural as-
pects that influence how suicide is interpreted and reported.
However, a common factor in what is considered a suicidal act
is behaviour, as the individual is fully aware that the action is
potentially lethal (Organisation for Economic Co-operation and
Development [OECD] 2024; WHO 2024). The most significant
risk factor for completed suicide, regardless of gender, is previ-
ous suicide attempts (Cooper et al. 2005; WHO 2025). A clear
link between mental illness and suicide has been identified

(WHO 2025). Approximately half of all individuals who die by
suicide have a history of self-harm or a psychiatric diagnosis,
with depression being the most common diagnosis (McMahon
et al. 2022). Statistics show that most individuals who engage
in a suicidal act complete suicide on the first attempt. The first
suicide attempt often involves a more lethal method (Jordan and
McNiel 2020). Individuals who have received psychiatric care
after a suicide attempt have, on average, made four suicide at-
tempts during their lifetime (Tsai and Klonsky 2023). This al-
lows for preventive measures, such as identifying and offering
these individuals suicide risk assessment and relevant interven-
tions before suicide is completed (Cross et al. 2019; OECD 2021;
WHO 2025). Meaningful engagement with these individuals
through telephone conversations can be a valuable approach.
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2 | Background

Of all individuals who die by suicide, 80% have had contact with
healthcare services within a year before the suicide, and 40%
within the month prior (Cross et al. 2019). Therefore, it is crucial
that healthcare providers have sufficient competence to iden-
tify and assess patients at an elevated risk of suicide (Aflague
and Ferszt 2010). When conducting a suicide risk assessment,
nurses need to use both clinical judgement and various assess-
ment tools during their conversation with the patient (Runeson
et al. 2017; Aflague and Ferszt 2010). The clinical assessment
involves inquiring about suicidal intent, previous suicide at-
tempts and the current situation (Runeson et al. 2017). During
face-to-face encounters, nurses assess suicidal ideation through
both verbal and non-verbal cues, such as poor hygiene, unusual
behaviour and lack of eye contact (Wolf et al. 2018). It is also
important to be attentive to changes in behaviour and mood,
which may manifest in the person becoming more cheerful than
before, which can be contradictory to their actual life situation
(Rytterstrom et al. 2019).

Conducting suicide risk assessments over the phone plays a
central role in suicide prevention efforts by facilitating the
identification of individuals with current suicidal thoughts and
supporting them in seeking psychiatric care (Gould et al. 2016).
The development of digital services during the COVID-19 pan-
demic reflects a shift towards providing care regardless of time
and place, with an emphasis on person-centred care, where pa-
tients take responsibility for when they use digital services for
various purposes (Rosenlund et al. 2023). The increased num-
ber of phone contacts within specialist psychiatric care merits
the evaluation of telephone contact as a nursing intervention
(Uscher-Pines et al. 2020; Gentile et al. 2022). During telephone
consultations, nurses make their assessments solely through
verbal communication, as they cannot rely on clinical observa-
tion (Kaakinen et al. 2016). It is particularly important to remain
attentive to suicidal signs, as seeking care or disclosing sui-
cidal thoughts remains stigmatised (WHO 2025). In telephone
consultations with patients, nurses should be attentive, listen
without judgement, be supportive and maintain an empathetic
approach (Nicholas et al. 2022). Conducting assessments over
the phone may lead nurses to be even more meticulous and ask
more follow-up questions to ensure a comprehensive evaluation,
driven by the fear of missing suicidal signs or the fear of legal
consequences if the nurse is the last person the patient speaks
to (Purc-Stephenson and Thrasher 2010). Working with individ-
uals suffering from mental illness who are suicidal places high
demands on nurses, and in psychiatric care, interdisciplinary
teams are considered an effective strategy to prevent relapse
and manage various symptoms with the help of different profes-
sional roles (Tomizawa et al. 2017).

Previous research shows that nursing staff find it challenging
to elicit descriptions of mental illness through telephone con-
tact. This difficulty in capturing mental illness has been shown
to cause concern about not having formulated the right ques-
tions for the individual, which can also lead to worries that
this may have negatively impacted the assessment (Bjorkman
and Salzmann-Erikson 2018; Wirdig et al. 2022; Pérez-Milena
et al. 2023). Nurses in primary healthcare perceived a lack of
specific guidelines for handling calls related to mental illness in

decision-support designs (Wirdig et al. 2022). This created un-
certainty in making contact and in assessing suicidality, which
has also been demonstrated in previous studies (Bjorkman and
Salzmann-Erikson 2018). To make care accessible for individ-
uals living with suicidality, care should be facilitated through
various contact methods (WHO 2025). The telephone can
be considered one such contact method. The hope is that this
study can contribute knowledge to the development of these
conversations.

3 | Aims and Objectives

The aim of the study was to describe nursing staffs' perceptions
of conducting suicide risk assessments via telephone within spe-
cialised psychiatric care.

4 | Methods
4.1 | Design

A qualitative phenomenographic approach was employed,
utilising semi-structured interviews for data collection.
Phenomenography is a fitting methodology for capturing the
diverse ways in which a group of individuals experiences a phe-
nomenon (Sjostrom and Dahlgren 2002). This approach seeks to
understand the various ways in which phenomena are perceived
in the surrounding environment, and to describe individuals'
perceptions of reality and the world they engage with. In phe-
nomenography, this is referred to as a second-order perspective,
as the descriptions are based on the informants' viewpoints
rather than the researchers' (Marton 1981).

4.2 | Sampling

A strategic sampling method was employed, aiming to recruit
nursing staff with experience and the ability to contribute var-
ied perspectives to the area under study (Polit and Beck 2021).
Nursing staff with at least 1year of experience in conducting sui-
cide risk assessments via telephone within specialised psychiat-
ric care were recruited for the study. The nursing staff worked in
various outpatient and inpatient psychiatric clinics across three
regions in central and south-eastern Sweden. Given that suicide
risk assessment via telephone is performed by different nursing
staff, the sample included general nurses, psychiatric nurses and
assistant nurses.

4.3 | Setting

In Sweden, all healthcare professionals, irrespective of their
profession and level of care, are expected to perform suicide
risk assessments (National Board of Health and Welfare 2023).
These assessments should be conducted through patient con-
versations and the application of suicide risk assessment instru-
ments. Telephone counselling is a growing form of care within
Swedish healthcare, and in 2022, Swedish healthcare counsel-
ling received just over 3 million calls from a total population
of 10.5 million (Swedish Association of Local Authorities and
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Regions 2024; Statistics Sweden 2022). Telephone counselling
is frequently applied within specialised psychiatric care, with
nearly one in five calls concerning suicide and/or self-harm
(Vakkalanka et al. 2022). The informants were employed in var-
ious specialised psychiatric care units, such as acute psychiatric
care, bipolar disorder clinics and both acute and non-acute gen-
eral psychiatric outpatient clinics.

4.4 | Data Collection

An informational letter detailing the study's purpose and
methodology was emailed to the department heads in three
regions for approval to conduct the study. Following approval
from the department heads, unit managers at the respec-
tive units were contacted via email with information about
the study. These unit managers then informed the nursing
staff in their respective units and distributed an informa-
tional letter about the study's purpose. Interested nursing
staff subsequently contacted the authors to participate in the
study. To capture critical differences in the sample and pro-
mote spontaneous reflections, as recommended by Booth and
Marton (2002), interviews were conducted both physically
(10) and digitally (12) to facilitate participation from a broader
geographical area. Participants were allowed to choose the lo-
cation and mode of the interviews to create a comfortable and
calm interview environment to the extent possible (Polit and
Beck 2021). Prior to the interviews, all nursing staff signed
written informed consent. Semi-structured interviews were
utilised for data collection, as this method is deemed suit-
able for qualitative research intended to collect specific data
within a field (Polit and Beck 2021). To raise informants’
awareness about their perceptions and create space for spon-
taneous reflections (Booth and Marton 2002), an interview
guide was developed within the research team. The interview
guide contained questions aimed at exploring informants’
varying perceptions of conducting suicide risk assessments
via telephone. Examples of questions included: ‘What per-
ceptions do you have of conducting suicide risk assessments
via telephone?” and ‘Can you share an example of a telephone
call that went particularly well or poorly? What happened,
or what did not happen?’ Follow-up questions such as ‘Can
you describe how you proceeded?” and ‘How do you reflect
on your thoughts after such a call?” were used to deepen the
responses. Initially, two pilot interviews were conducted and
included in the study results, as the interview guide was found
to yield responses relevant to the study's purpose. In qualita-
tive studies, the number of interviews is not arbitrarily deter-
mined but is based on generating sufficient data to illuminate
patterns and categories of the phenomenon and address the
study's purpose. This implies that the exact number of nurses
who should be interviewed is not predetermined (Patton 2015;
Polit and Beck 2021). According to phenomenography, approx-
imately 20 interviews are considered sufficient to provide a
comprehensive view of varying perceptions of a phenomenon
(Booth and Marton 2002). Analysis was conducted in parallel
with the interviews until it was determined that the content
of the interviews was sufficient to address the study's purpose
(Patton 2015). Interviews lasted 20-60 min, were recorded on
a password-protected electronic device, and were transcribed

as soon as possible to accurately capture and reflect the
words and experiences shared during the interview (Polit and
Beck 2021; McLellan et al. 2003). The interviews were con-
ducted from November 2023 to January 2024.

4.5 | Data Analysis

The phenomenographic analysis adhered to the methodology
outlined by Sjostrom and Dahlgren (2002). Initially, the authors
meticulously read the transcripts multiple times to familiarise
themselves with the data. This process was followed by identi-
fying significant responses pertinent to the research question.
Extended responses were condensed to distil essential elements,
and analogous responses were grouped into a preliminary clas-
sification. This preliminary classification facilitated compar-
isons between categories to ensure distinct separation. Each
category's unique characteristics and the varying perceptions
within each category were then described. In phenomenogra-
phy, the categories can be seen as a structural framework in
which various experiences of a phenomenon are expressed in
qualitatively different ways. Finally, a comprehensive descrip-
tion of each category and their logical interrelations was con-
structed and presented in the outcome space, the primary result
in phenomenography (Marton and Booth 1997). The findings
in this study were related to one another in a horizontal and
hierarchical way. The analysis process was iterative and dy-
namic, allowing for flexibility and reflexivity. During the anal-
ysis, continuous discussions were held among the authors until
consensus was reached regarding the content of the categories
and their interrelations. This process was intended to enhance
the trustworthiness of the results (Marton and Booth 1997). To
ensure credibility, quotations from the interviews are included,
allowing the reader to evaluate the relevance of the categories
(Sjostrom and Dahlgren 2002).

4.6 | Ethics

The study was approved by the Ethics Committee in Linkdping,
Sweden (Dnr 2023-01123-01). It adhered to the ethical stan-
dards outlined in the Declaration of Helsinki (World Medical
Association 2024). Participants were informed about the pur-
pose and conduct of the study both in writing and verbally be-
fore the interview. The researchers complied with the General
Data Protection Regulation (GDPR) and informed the nurses of
their right to know the personal data being stored (Troeth and
Kucharczyj 2018).

5 | Findings

Based on the phenomenographic approach's aim of capturing a
diversity of perceptions (Booth and Marton 2002), informants
of varying professional categories, ages, genders and experi-
ences in psychiatry were interviewed. According to Marton and
Booth (1997), there are a limited number of ways in which a phe-
nomenon can be experienced within a group of people. A diverse
group of participants is likely to encompass these variations. A
total of 22 healthcare professionals participated in the study,
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including 15 psychiatric registered nurses, 4 licensed nurses
and 3 assistant nurses. Among the interviewees, 4 were men
and 18 were women. Ages ranged from 31 to 67years (median
age 43years). Work experience in telephone counselling within
psychiatric care ranged from 1.5 to 48 years (median 17.5years).
There was no attrition.

5.1 | The Outcome Space

The outcome space illustrates how nursing staff use them-
selves as clinical instruments when conducting suicide risk
assessments by telephone in specialised psychiatric care. The
assessment process can be understood as a continuum in which
nurses initially rely on their professional judgement and adapt
their actions to the needs and complexity of each individual
situation.

To guide their assessments, nurses draw on experience-based
knowledge, including visualising the patient, trusting their inner
voice and attending closely to vocal cues. As the assessment pro-
gresses, additional resources may be mobilised when needed.
These resources include support from colleagues, consultation
with other professionals, continuity in the care relationship and,
in more acute situations, collaboration with external services
such as emergency departments or the police.

Across the continuum, nurses described their efforts as creating
a ‘safety net’ around the patient. This safety net was not viewed
as a single intervention but as a dynamic and ongoing process
aimed at ensuring patient safety. It was constructed through the
combined contributions of clinical experience and professional
judgement, relational continuity with the patient, teamwork
and consultation, organisational support and access to exter-
nal resources when required. Thus, the safety net functioned as
an overarching framework that guided nurses’ actions before,
during and after the suicide risk assessment. Across the cate-
gories, suicide risk assessment by telephone was understood in
increasingly comprehensive ways. The categories moved from
the nurse's individual interpretative work, through relational
and contextual understandings of the patient, to broader organ-
isational and collaborative forms of responsibility. In the most
comprehensive understanding, suicide risk assessment was

Creating a safety net

Using oneself as
atool
e Visualising the patient
in front of them

The prerequisites for

suicide risk assessments

e Combining assessment
tools with personalised

« Building Alliance and methods
Security ¢ When the telephone is
« Listening to the patient’s insufficient

¢ The Potential Erosion of
Psychiatric Care

* Assessment is not a one-
person job

tone of voice
¢ Daring to ask and recive
suicidal messages

FIGURE1 | Overview of categories.

viewed as the creation of a safety net, where patient safety was
understood as a collective achievement that relied upon the inte-
gration of personal, relational, professional, organisational and
societal resources. Figure 1 provides an overview of the catego-
ries identified in the findings.

5.2 | Using Oneself as a Tool

This category involves utilising one's senses and using oneself
as a tool to create the best possible prerequisites for making an
accurate assessment of the patient and their situation.

5.2.1 | Visualising the Patient in Front of Them

In this study, nursing staff described that when the patient was
not physically present in the room, they created a sort of ficti-
tious physical meeting by imagining the patient in front of them.
Based on what the patient communicated, the nurses tried to
visualise the environment the patient was in, what they were
doing at the moment, and whether other people were present.
Visualising the patient's environment helped to concretise the
patient's needs and helped guide staff during the suicide risk
assessment. Visualising the patient appeared to be more than
simply imagining physical surroundings. It represented a way of
creating contextual understanding in the absence of visual con-
tact. Through this process, nurses sought to make the patient'’s
situation more tangible and clinically accessible, despite being
physically distant.

..I have heard you say that you have bought a rope
and that you intend to hang yourself in the living
room, and with that information, I am obligated to
take action because it is the healthcare system's duty
to treat and save lives.

Participants described that details conveyed during the conver-
sation were used to construct a mental representation of the pa-
tient's circumstances. Such representations appeared to support
clinical judgement by enabling nurses to interpret fragmented
information as a coherent situation requiring action. Nursing
staff described that telephone conversations must be allowed to
take the time needed to give the patient possibilities to express
their thoughts, and grant themselves the knowledge necessary
to visualise the patient in front of them.

5.2.2 | Building Alliance and Security

The relationship and alliance were described as crucial for en-
couraging the patient to open up and talk about their current
situation. When the nursing staff had prior knowledge of the
patient, they felt more confident in the conversation with the
patient. The descriptions suggest that suicide risk was not un-
derstood solely as an individual characteristic of the patient but
as something that became visible within a trusting relationship.
Establishing an alliance was therefore viewed as a prerequisite
for gaining access to information that might otherwise remain
concealed.
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When it's a patient I've seen many times...I know
there are suicidal thoughts, so I don't start with
asking about their zest for life but rather how the
suicidal thoughts are this time...It becomes more
person-centred, you could say...

Familiarity with the patient appeared to provide a frame of ref-
erence that enabled nurses to distinguish between enduring dif-
ficulties and potential changes requiring immediate attention.
Nursing staff in inpatient as well as outpatient care described
that it was easier to make a telephone assessment if they had
observed how the patient's condition had changed over time.
It also emerged that nursing staff perceived that patients were
more likely to speak honestly about their status and feelings if
they had previously been in contact. In telephone consultations,
it emerged that the nurse does not always have prior knowledge
about the patients who call. Nursing staff then had to quickly
review the medical records to form an understanding of the pa-
tient in order to make their assessment. Not knowing the patient
created uncertainty about whether the assessment was being
conducted fairly. In this way, uncertainty was closely linked to
the absence of relational knowledge. The participants described
that understanding the patient over time contributed informa-
tion that could not easily be obtained through structured ques-
tioning alone.

..you also do this through telephone consultations,
and often you don't know the patient. You have a tight
schedule, quickly go through the medical records,
scroll down to some note, and form a very quick
impression. Then, it becomes very stressful when you

have to conduct a suicide risk assessment...

When the patient felt trust and support, staff perceived that a
sense of security was created, making it easier for the patient to
articulate their feelings. This led to smoother conversations with
patients and the development of mutual trust.

Sometimes you just need to talk about something
completely different...It could be about their pet at
home or something. It creates a relationship in a
different way.

5.2.3 | Listening to the Patient’s Tone of Voice

Listening to the tone of a patient's voice involves not only per-
ceiving the patient's tone but also one's own inner voice. The
patient's tone of voice was perceived as an indicator of the pa-
tient's condition. Participants described that the meaning of
what was said could not be separated from how it was com-
municated. Tone of voice was understood as carrying informa-
tion about the patient's emotional state that extended beyond
the verbal content itself. Thus, it was integrated into the sui-
cide risk assessment. A calm tone increased concern for the
patient's life, as it could be interpreted as a sign of a desire to
end their lives. Therefore, calm demeanour in a patient was
seen as necessitating urgent psychiatric care. Nursing staff
also described that patients who expressed intense emotions

and used strong words do not always intend to end their lives.
Nursing staff sometimes perceive this as an expression of the
patient wanting to convey and share difficult feelings. At the
same time, they perceived that a low suicide risk does not
diminish the seriousness of the situation and that all expres-
sions of suicide should be taken seriously. Even if nursing staff
perceived that some patients used suicide threats as a way to
communicate, such expressions should never be disregarded.
These descriptions indicate that suicide risk was not viewed
as a straightforward reflection of emotional intensity. Rather,
nurses described a need to interpret verbal and emotional
expressions in relation to the broader context of the patient's
situation.

The nursing staff perceived that suicide risk assessments also
rely on listening to their own inner voice, developed through
experience and training. This inner voice was described as a
guide, particularly when staff had prior experience with patient
suicides. The inner voice helped formulate relevant questions
for further actions. Rather than referring to a sudden instinctive
reaction, the inner voice appeared to represent an experience-
based form of knowing developed through repeated encounters
with suicidal patients. It provided support when available infor-
mation was limited and the assessment was characterised by
uncertainty.

I It's something I always carry with me, to respond to
this worry or inner voice.

The inner voice was described as helping nursing staff identify
concerns that could not always be articulated through formal
assessment criteria. In this sense, it functioned as a comple-
ment to explicit clinical knowledge rather than a replacement
for it. The inner voice could calibrate the conversation to the
level where empathy and respect could be conveyed to the pa-
tient. Years of clinical work had built the ability to understand
and listen to verbal and emotional messages, to truly learn to
listen. However, among some nursing staff, the inner voice
could lead to discomfort after difficult conversations about
suicide. Thoughts and concerns about the patient could tem-
porarily follow staff home outside the workplace, but it was
perceived a priority to leave difficult feelings at work as much
as possible. Leaving difficult feelings at the workplace does not
indicate a cold personality, but rather reflects a professional
attitude.

I can be a bit like Florence Nightingale; I sometimes
want to help everyone a bit too much, but I have
learned more and more not to take on their emotions.

Some nursing staff also perceived their inner voice as unreliable
or not particularly useful. They described how this inner voice
can conflict with the theoretical knowledge acquired during
training, leading to internal conflict. Therefore, the inner voice
presented a choice of whether to follow it or not. However, the
limitations of telephone-based assessment increased reliance on
experience-based judgement. In the absence of visual informa-
tion, participants described drawing upon accumulated clinical
knowledge to make sense of subtle cues and possible inconsis-
tencies within the conversation.
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I might have a person who says one thing, but then
that person could actually be sitting with a bunch of
pills in front of them or have a rope around their neck
or anything, so you really have to rely on what the
patient says and what you hear.

5.2.4 | Daring to Ask and Receive Suicidal Messages

Daring to ask patients about suicidal thoughts or plans is per-
ceived as conveying respect towards the patient. Staying in the
difficult conversation was experienced as reducing potential
stigmatisation around suicidality and normalising the conver-
sation. Nursing staff described it as important to not be intimi-
dated when patients disclosed or confirmed thoughts and plans
of suicide. There was a concern that patients might decline fur-
ther dialogue if questions about suicide were posed too directly.
Therefore, the nursing staff initiated conversations with a more
open dialogue about life. However, this open dialogue could
sometimes be misleading, as the focus tended to shift towards
aspects of life other than suicidality. To ensure that suicidal
thoughts were addressed, the nursing staff incorporated direct
questions about suicidality into the open dialogue. However,
some nursing staff perceived a certain ambiguity regarding how
the conversation should be structured, as patients were consid-
ered to have individual reactions. Some could become angry or
triggered by direct questions, while others described a sense of
relief at being asked about, and given the chance to talk openly
about, suicidality. Asking directly about suicidality was not de-
scribed as being in opposition to person-centred care. Rather,
participants understood direct questions as a means of acknowl-
edging suffering and creating opportunities for honest dialogue.

When I ask, “Yes, but what do you think about death?
Do you really want to die, or what are your thoughts?’
I find that many say they have never been asked such
a direct question before.

These descriptions suggest that direct questions could facilitate
discussions about experiences that otherwise remained unspo-
ken. Therefore, asking about suicide was understood as both an
assessment strategy and a caring intervention.

The nursing staff perceived that conversations sometimes
tended to stop at questions concerning suicidal thoughts and
current suicidal plans. This occurred despite the understanding
that suicidality also encompasses the patient's potential prepa-
rations for their survivors and life after death. Consequently,
there was a lack of dialogue about what might happen next. Due
to the ambiguity regarding whether questions should be asked
directly, complexity was described in how suicidality should be
addressed over the phone. Addressing suicidality was not only
part of an assessment but also an opportunity to reach out and
provide nursing care to resolve an acute situation, despite the
lack of physical contact.

Nursing staff further described the importance of identifying
what triggers the patient's suicidal state, even when the patient
has difficulty expressing it in words. It was also considered im-
portant to listen to and understand how the patient perceived

their life situation and socioeconomic conditions. Nursing staff
experienced that if the patient perceived life as overwhelming,
it could lead to suicidal behaviours, even though this was not
expressed. Being direct via phone does not exclude a genuine
conversation in which the interpersonal aspect can take place;
rather, it is perceived as a foundation for good nursing care.

5.3 | The Prerequisites for Suicide Risk
Assessments

Within this category, critical supportive factors and potential
pitfalls are identified with the potential of affecting the nursing
staff’s prerequisites for conducting suicide risk assessments.

5.3.1 | Combining Assessment Tools With
Personalised Methods

Nursing staff described that suicide risk assessment instruments
are sometimes used during telephone contacts, even though
these can be perceived as ‘rigid’ or giving the conversation the
‘wrong’ focus. The assessment instruments can hinder a mutual
dialogue and may therefore be completely disregarded, serve as
a tool for grading suicide risk, or as an interview guide. Using
the instrument as an interview guide was perceived as contrib-
uting to a good dialogue. In cases where the patient seeks care
elsewhere, it can be of great value for nursing staff to easily ac-
cess previous assessments in the medical record system. Based
on the design of the medical record system, it could be perceived
as mandatory to use these instruments, even though no one
is certain that the instrument is based on a validated method.
Participants did not describe standardised instruments as suf-
ficient on their own. Instead, the instruments were understood
in different ways, ranging from a structured assessment frame-
work to a conversational support tool integrated into clinical
judgement.

We use a national suicidal process model quite a lot,
but when you look at it, it might not be very well-
researched, as I recall from when I checked. However,
it might provide the necessary information.

The findings suggest that confidence in assessments was linked
less to strict adherence to instruments and more to the nurse's
ability to adapt the conversation to the individual patient's cir-
cumstances. The suicide risk assessment instrument became
more of a background tool. It was there, but they used their own
words when asking questions. Simultaneously, there were also
perceptions that these instruments can be challenging to use.
Some felt that it was not always clear when and how they should
be utilised.

I don't really know, but I often start with suicidal
thoughts, or ask about it somewhat loosely... Then,
depending on their response, you either go deeper or
move on. I don't know what else I would use.

Although nursing staff perceived that there is sometimes a place
for the use of suicide risk assessment instruments, other aspects
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are attributed even greater value. Maintaining continuity via
telephone contact and establishing an alliance with the patient
are perceived as crucial factors for reliable suicide risk assess-
ments. In these cases, simplified assessments can be conducted,
in which nursing staff rely more on their own perception of the
patient rather than on asking multiple questions about suicidal-
ity derived from an instrument.

The difference compared to where I work now is that
we know all the patients we have, and all patients
have a plan.

5.3.2 | When the Telephone Is Insufficient

Telephone consultations are essential, enabling broader out-
reach and increased efficiency. The approach became increas-
ingly relevant during the COVID-19 pandemic, as staff members
were compelled to reach out to their patients using various dig-
ital tools. Several nursing staff in the study perceived that they
consider suicide risk assessment via telephone to be a good in-
termediary solution when it is not possible to meet all patients in
person. Participants described the telephone as simultaneously
enabling and constraining suicide risk assessment. While it fa-
cilitated accessibility and continuity, the absence of visual infor-
mation introduced uncertainty regarding the patient's condition.

I do not believe that proper suicide risk assessments
can be conducted over the phone; that is, structured
assessments. However, it is still a good complement.

Given the care level and severity of the situations at play in sui-
cide risk assessments, they are fundamental in specialist psy-
chiatric care. However, the presence of common psychiatric
diagnoses can impede the satisfactory and safe execution of such
critical assessments. Patients often exhibit intense emotions and
strong expressions, making telephone-based evaluations chal-
lenging. Particularly, patients who are emotional unstable are
difficult to assess, as their suicidal tendencies are integrated into
their symptoms or expressed through suicidal language.

Many, in their desperation, engage in suicide
preparations and actions not because they truly
wish to end their lives, but as an expression of their
frustration.

Persons who are emotionally unstable often seek frequent contact
with various healthcare providers, leading to inconsistencies in
care and confusion about the current care plan, resulting in staff
creating new plans. Psychotic symptoms also pose challenges
for accurate telephone assessments, as patients may struggle to
reliably communicate their condition. When psychotic symp-
toms dominate a patient's identity, telephone consultations are
perceived as unreliable. These factors are particularly critical in
suicide risk assessments, making telephone consultations less
effective compared to other patient groups. Psychotic symptoms
can obscure secondary suicide risk, as telephone consultations
often reflect the patient's illness-influenced worldview. These
situations illustrate how participants understood the reliability

of telephone assessments as dependent not only on the method
itself but also on the characteristics and communicative abilities
of the individual patient.

Here we observed a secondary suicide risk; he did not
want to take his life, but he was so frightened in his
condition that if he had continued hiding, he would
have frozen to death.

Persons with symptoms of attention-related difficulties fre-
quently engage in anxiety-laden calls, with patients amplifying
their words through anxiety, making it challenging to discern
the core issues. Despite heightened anxiety, suicide risk is rarely
elevated, often requiring emotional guidance instead. Other
behaviours, such as problematic substance use, also pose chal-
lenges. While telephone consultations may seem reliable, the
knowledge of a patient's substance use introduces a difficult-to-
assess suicide risk.

It is more challenging with substance use, as there is
always a suicide or death risk involved in some way,
making it more difficult.

Additionally, the strong influence of social media on the younger
generation introduces rare suicide methods and language, com-
plicating understanding. The generational gap can be problem-
atic, regardless of psychiatric diagnosis. Overall, managing
psychiatric patients via telephone is complex, irrespective of
the reason for contact. Nursing staff perceived a more frequent
use of video calls as complementary to telephone-based suicide
risk assessments by providing visual contact for more accurate
evaluations.

I strongly believe in video meetings, because, frankly,
there isn't much you can do over the phone beyond
maintaining continuity and knowing the patient.

5.3.3 | The Potential Erosion of Psychiatric Care

Nursing staff perceived that psychiatric care has become in-
creasingly standardised. There was a concern that standardised
forms or interview guides may lead to the devaluation of psychi-
atry as a specialty. Vital parameters are frequently documented
in medical records and are sometimes regarded as more import-
ant than mental status and other aspects that may be valuable
in a suicide risk assessment. Participants described a tension
between standardisation and professional discretion. Suicide
risk assessment was understood as requiring nuanced psychi-
atric knowledge that could not always be captured through pre-
defined forms and procedures.

‘We need to learn much, much more psychiatry again;
it has disappeared.

The findings suggest that concerns about patient safety were
closely connected to perceptions of diminishing opportunities
to develop and maintain specialist psychiatric competence.
The organisation influenced the conversations by limiting the
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time available in the work calendar. This also created an ethi-
cal dilemma regarding responsibility for the conversation when
nursing staff felt that there had not been enough time to make
a qualitative assessment. This created a feeling of inadequacy.
Those working in settings characterised by high staff turnover
described that they miss experienced colleagues who could
serve as role models and be available in challenging situations.
Furthermore, it emerged that some employers expect everyone
to be able to conduct suicide risk assessments, even though their
workplace does not offer an introduction.

One should know how to conduct suicide risk
assessments and what it entails from the very
beginning.

Nursing staff described that many experienced personnel have
left, complicating the situation for the remaining staff. Staff
often have to manage more patients and take on ‘more difficult
cases’. This can create a sense of insecurity when it is no longer
possible to seek help from experienced colleagues, which was
previously routine in their own suicide risk assessments. It was
considered very important that nursing staff knew each other
well enough to communicate through glances or tone of voice
while conducting a suicide risk assessment over the phone. In
these favourable contexts, an implicit action plan was perceived
among colleagues. Conversely, not being able to rely on an in-
experienced colleague was seen as jeopardising patient safety.

That's kind of what I mean, that there will be two
different suicide risk assessments depending on
who answers...if it's a nurse with primarily somatic
experience or someone with extensive psychiatric
experience, there will be two different ways of

handling this....

A strong desire for training in telephone-based care was ex-
pressed. Academic knowledge in this area was often either en-
tirely absent or acquired early in one's career, contributing to
uncertainty regarding individual performance. Furthermore,
the guidelines outlining the content of such conversations were
perceived as vague and unclear. Questions also arose concern-
ing responsibility in the conversation; specifically, whether staff
can be held accountable for its content, or whether the organ-
isation should address perceived gaps in staff competence and
opportunity.

..they have never seen a patient with mental illness.
That's how it is. They don't meet patients anymore,
either; everything is phone follow-ups at my clinic.

5.3.4 | Assessment Is Not a One-Person Job

Nursing staff found it more challenging to conduct suicide risk
assessments over the phone compared to in-person meetings.
Staff described that they might have made a different assess-
ment if they had met the patient in person. They stated that they
would have felt more confident in their assessment and might
not have asked the patient to go to the psychiatric emergency

department for further care. The phone can thus create a need
for a second opinion. The assessment process was frequently de-
scribed as extending beyond the individual nurse. Particularly
in situations characterised by uncertainty, collaboration func-
tioned as a means of strengthening confidence in clinical
judgement.

You don't get the best assessment over the phone...
There have actually been quite a few times when
I've told them to go to the psychiatric emergency
department just from talking to them.

Nursing staff described that in cases where the suicide risk as-
sessment was difficult to determine, a second opinion from a
colleague was needed. Consulting colleagues served both to
strengthen the assessment and to provide emotional and pro-
fessional support, while also ensuring that the evaluation was
collectively validated. When a patient was assessed as having
an elevated or high suicide risk during the phone call, all nurs-
ing staff ensured that the patient sought out the psychiatric
emergency department for a medical evaluation. Nursing staff
expressed that their patients often needed motivation to be will-
ing and able to come for a second opinion. Long conversations
and great commitment were sometimes required to get them to
seek help. Seeking support from colleagues was not primarily
described as a sign of insufficient competence. Rather, it was un-
derstood as an important strategy for achieving shared responsi-
bility and collectively validating difficult assessments.

Of course, a lot of motivation is needed. Sometimes
you actually have to say that you want them to come
for an assessment because you yourself want it and
because, well, you care about them. Sometimes we
have to pick them up, but that's what you have to do.

Nursing staff described that suicide risk assessment via tele-
phone occasionally required external assistance from pro-
fessionals outside the organisation. This primarily involved
collaboration with the police or with emergency services. This
assistance was perceived as highly appreciated.

If it emerged during the telephone conversation that a patient
was suicidal, nursing staff described how they enlisted the help
of other colleagues to call emergency services. In such cases, the
immediate response could involve keeping the patient engaged
in the conversation until an ambulance arrived. If the situation
was urgent, they would go directly through the police, who, un-
like ambulance or on-call doctors, could facilitate a mandatory
connection to healthcare.

Then I call for my colleagues' attention to [get them
to] call emergency services. I actually think the police
listen to us...We trust each other, it is like that.

In its broadest sense, suicide risk assessment was therefore
understood as a collective safety practice involving multiple
professionals, services and organisational resources. This un-
derstanding connects closely to the overarching concept of cre-
ating a safety net around the patient.
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6 | Discussion

This study highlights that conducting suicide risk assessments
via telephone in specialised psychiatric care is a dynamic and
context-sensitive process. An important contribution of this
study is the conceptualisation of suicide risk assessment as the
creation of a safety net around the patient. Rather than relying
on a single assessment strategy, nurses described how patient
safety emerged through the integration of relational, clinical, or-
ganisational and collaborative resources. Nurses initially relied
on professional judgement and, depending on the complexity of
the call, drew on experience-based knowledge, including visu-
alising the patient, trusting their intuition and paying close at-
tention to vocal cues. As the assessment progressed, additional
resources could be mobilised when needed, such as consultation
with colleagues or collaboration with external services, includ-
ing emergency departments, emergency medical services or the
police. The safety net was therefore not a single intervention,
but a dynamic process in which multiple forms of support were
combined to maintain patient safety and respond to the needs of
each individual situation.

An important ethical dimension emerging from the findings
concerns the responsibility associated with making poten-
tially life-threatening assessments without visual contact.
Participants described being required to evaluate suicide risk
based primarily on verbal communication while simultaneously
carrying a strong sense of responsibility for patient safety. This
places considerable demands on professional judgement, partic-
ularly in situations characterised by uncertainty. The findings
suggest that ethical responsibility in telephone-based suicide
risk assessment extends beyond the individual nurse and de-
pends on the availability of relational, organisational and pro-
fessional support structures that facilitate safe decision-making.

Participants frequently described an ‘inner voice’ or intuitive
sense as an important component of suicide risk assessment.
While such intuitive impressions may help nurses identify subtle
concerns that are difficult to capture through standardised pro-
cedures alone, intuition should not be regarded as inherently re-
liable or unproblematic (Melin-Johansson et al. 2017). Intuition
is shaped by personal and professional experience and should
therefore not be regarded as inherently reliable or free from bias
(Benner and Tanner 1987). This may be particularly relevant in
telephone-based assessments, where judgements rely primarily
on verbal communication and where visual and contextual cues
are unavailable. Consequently, intuition may be best understood
as a complementary source of clinical knowledge that can guide
further exploration, rather than as a substitute for structured
assessment and clinical dialogue. From an ethical perspective,
reliance on intuition also introduces challenges. When visual
information is unavailable, nurses may be required to make
critical decisions based on incomplete information. Balancing
experience-based judgement with structured assessment there-
fore becomes an important ethical consideration in efforts to
minimise the risk of both overestimating and underestimating
suicide risk.

Our results indicated that nursing staff, as part of their assess-
ment, evaluated the patient's tone of voice to discern potential
suicidality. A calm and factual demeanour leads to a sense

among staff that suicidality may be present. Previous research
has shown that a blunted facial expression, cautious movement
patterns, lowered tone of voice and reduced speech tempo and
volume have been observed in patients admitted to psychiatric
clinics following suicide attempts (Galatzer-Levy et al. 2021).
All of these expressions have been identified in individuals
with depression, and one explanatory model suggests that they
are triggered by decreased levels of serotonin (Morrissette and
Stahl 2014; El Mansari et al. 2010). A suicide risk assessment
conducted via telephone is inherently limited to factors that can
be discerned through listening. Other digital tools for remote
communication could therefore potentially be valuable. These
tools could assist nursing staff in visualising the patient by
providing an actual image of the patient's environment. In our
findings, nursing staff needed to create an imaginary picture;
something modern technology could provide. The nurses in this
study felt that the COVID-19 pandemic facilitated the adoption
of digital meetings, which can be a valuable complement to tele-
phone consultations in psychiatric care. During the COVID-19
pandemic, the use of digital tools increased worldwide (Venville
et al. 2021). Communicating digitally was perceived as con-
venient and practical for some patients, while others found it
stressful to see themselves on the screen during the conversa-
tion. Among oncology nurses, video calls have been shown to fa-
cilitate patient contact and follow-up compared to physical visits
(Rygg et al. 2021). An increased use of video calls for suicide risk
assessments could create conditions for more reliable assess-
ments than calls conducted via telephone, as nurses would be
able to utilise more of their senses during the evaluation process.

Our results showed that nurses perceived telephone consul-
tations to be time-saving and to facilitate patients' access to
healthcare. Previous research has demonstrated the advantages
of telephone consultations over physical visits, as they increase
the accessibility of healthcare services and reduce the work-
load of staff (Brant et al. 2016). Telephone consultations have
proven to be an accessible tool for nurses and have been shown
to provide high patient satisfaction (Souza-Junior et al. 2016). It
was found that patients who received telephone consultations
with nurses at psychiatric clinics had fewer visits and admis-
sions to psychiatric care. On the other hand, patients prefer
physical meetings over digital communication with healthcare
providers when given the choice (Hawrysz et al. 2021). This
may be because not all patients perceive recurring telephone
calls over time as positive, and they may find it burdensome
to have prolonged and frequent contact with healthcare ser-
vices (Michaud et al. 2021). In contrast, our study found that
nurses perceived long-term contact as fostering a trusting and
honest care relationship. Allowing patients to be involved and
to influence their care, rather than following a predetermined
plan, is one of the most important foundations of psychiatric
care (Swenne and Skytt 2014). When patients decide when to
contact healthcare services via telephone, it enables them to
take responsibility for assessing their need for help, which pro-
motes person-centred care (Rosenlund et al. 2023). It is import-
ant for nursing staff to be attentive to patients’ varying wishes
and needs, even when the patients themselves initiate contact
with healthcare services. Conducting suicide risk assessments
is complex, as patients do not always disclose or acknowledge
suicidal thoughts or plans (Oquendo and Bernanke 2017).
Therefore, it is essential for nursing staff to ask questions to
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identify whether the patient is suicidal (McDowell et al. 2011),
and to have tools available to ask the right questions to assess
the patient's suicide risk. In this study, nursing staff sometimes
described difficulties in daring to ask questions due to potential
patient reactions. This could lead to the conversation switching
focus to topics other than suicidality, its underlying causes and
what happens after a suicide.

To reduce perceived stress and feelings of uncertainty, it is im-
portant to have a functional team in the workplace and good
communication among team members, where asking for sup-
port and advice is encouraged (Vinckx et al. 2018; Tomizawa
et al. 2017). For nurses, it is significant to reflect with colleagues,
as this confirms nurses’ own assessments and highlights
questions that need to be posed to the patient (Aflague and
Ferszt 2010). Our results showed that this support sometimes
falters.

The findings also raise ethical concerns regarding the organi-
sational conditions under which suicide risk assessments are
conducted. Participants described situations where access to
experienced colleagues was limited due to staff turnover, short-
ages of psychiatric expertise and increasing workload. Although
responsibility for suicide risk assessment is often placed on
individual clinicians, the findings suggest that organisational
factors strongly influence their ability to make safe and well-
founded decisions. Consequently, ethical responsibility should
not be regarded solely as an individual matter but also as an or-
ganisational obligation to provide adequate competence, super-
vision and opportunities for collegial consultation.

Informants reported that psychiatric expertise is being depleted,
as new staff are recruited from somatic care and older colleagues
with extensive experience begin to retire. Previous research
presents a problematic picture of the current state of psychiatry
(Gabrielsson et al. 2021). Nursing students perceive the psychiat-
ric specialty as the least attractive (Happell et al. 2015), and there
is a conflict between the ideals and the reality faced by nursing
staff in clinical settings (Gabrielsson et al. 2016). Psychiatry
holds a low status as a specialty, and nurses are expected to
know their place in a context where nursing is subordinate to
medicine (Lakeman and Molloy 2018). This is highly peculiar;
nursing should arguably be the most prominent element within
a psychiatric context, where there are substantial opportunities
to make a meaningful impact.

The results of this study highlighted that staff sometimes
felt uncertain in their assessments and therefore perceived
themselves to be in need of a second opinion from a doctor
or colleagues at the psychiatric clinic. In such cases, external
collaboration might also be necessary; for example, with the
police or fire department if immediate intervention was re-
quired. The feeling of uncertainty in their assessments can be
interpreted in several ways. It could be that the nursing staff
are unsure about a task that falls within their responsibilities
(Terry 2020), or there may be a concern about having forgotten
to ask important questions during the conversation (Bjorkman
and Salzmann-Erikson 2018; Wirdig et al. 2022; Pérez-Milena
et al. 2023). Alternatively, it could be about nursing staff lever-
aging the strength of a team to promote patient safety (Grant
and Lusk 2015), using both belt and braces in an assessment

that potentially involves life and death. Seeking a second opin-
ion may therefore also be understood as an ethical strategy
aimed at sharing responsibility and reducing the risk of harm.
In high-stakes situations characterised by uncertainty, collab-
orative decision-making appeared to function not only as a
clinical resource but also as a means of strengthening ethical
accountability towards the patient.

Nursing staff in this study highlighted that certain psychiatric
issues are particularly challenging, especially those involving
emotional instability or individuals who have difficulty express-
ing themselves verbally. According to WHO (2025), it is crucial
that all suicidal statements are taken seriously, and local cul-
tures should not develop where nursing staff begin to interpret
suicidal statements as the patient being manipulative (Simpson
et al. 2021). In cases where suicide risk assessments are consid-
ered challenging due to the patient's difficulties communicating,
the perspectives and experiences of close relatives could be valu-
able. Relatives of patients who died by suicide often feel excluded
from care both before and after the suicide (Hultsjo et al. 2022).
This is also reflected in this study, as relatives are not mentioned
in the results. The benefits of involving the patient's relatives
are significant, as they can help create a sense of security by
addressing the patient's suicidal thoughts (Momeni et al. 2022;
Edwards et al. 2021). Relatives also possess information that
is significant in suicide prevention efforts (Hultsjo et al. 2022).
Their involvement could provide useful information and create
a sense of security for all involved.

The nurses in this study emphasised the importance of a secure
and trustworthy approach to make the patient comfortable and
willing to answer questions honestly. It has been shown that it
is easier for patients to acknowledge suicidal thoughts when the
nurse focuses on building a relationship, shows genuine interest
and demonstrates empathy for the patient during the conversa-
tion (Ganzini et al. 2013; Richards et al. 2019). Several studies
describe suicide risk assessments as a demanding task where
nurses may feel uncertain about their evaluations and experi-
ence a sense of responsibility for a person's life (Jansson and
Graneheim 2018; Derblom et al. 2021). To achieve patient safety
and enhance staff's ability to engage in open dialogue with the
patient, it is crucial for nursing staff to listen to the patient—re-
gardless of whether the assessment is conducted via telephone
or in person (Jennissen et al. 2022; Svensson 2022). Often, this
dialogue is more important than standardised risk assessments.
Sweden is currently undertaking a broad, cross-sectoral effort
to implement new suicide prevention guidelines. The initiative
aims to strengthen preventive measures at both national and
local levels, with a particular focus on understanding the in-
dividual's subjective experience of suicidality. Rather than re-
lying solely on risk factors and statistical models, the approach
emphasises the importance of engaging with the individual's
narrative, needs and life context. This shift calls for the devel-
opment of healthcare practices—especially in communication,
documentation and responsibility allocation—aligned with a
more person-centred and empathetic approach (Public Health
Agency of Sweden 2025). Taken together, the findings suggest
that suicide risk assessment by telephone cannot be understood
solely as an individual clinical task. Rather, it represents a com-
plex process of judgement, relationship-building, collaboration
and ethical responsibility. The concept of creating a safety net
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captures how patient safety is achieved through the integration
of personal, relational, organisational and societal resources.

6.1 | Strengths and Limitations of the Work

The study included registered nurses, both general and psy-
chiatric specialists and assistant nurses. The sampling was a
deliberate choice made by the authors to capture a diversity of
experiences and perspectives on conducting suicide risk assess-
ments via telephone (Booth and Marton 2002). The inclusion
of participants from different professional backgrounds may
be viewed as both a strength and a limitation. While it enabled
the capture of diverse perspectives, differences in psychiatric
knowledge and clinical responsibility may also have contrib-
uted to variations in how participants interpreted and discussed
suicide risk assessment. On the other hand, this approach to
sampling is well aligned with the fundamental principles of phe-
nomenography (Booth and Marton 2002).

Interviews were conducted in locations chosen by the participants
themselves to ensure a calm and secure interview environment
(Polit and Beck 2021). Ten interviews were conducted in person
in private rooms, while 12 were carried out via Zoom across 3
mid-sized regions in central Sweden. In line with the phenom-
enographic approach, the phenomenon under investigation is
considered independent of geographical context. What matters
for the results is the social, spatial and temporal context in which
the participant's experience is situated (Booth and Marton 2002).

‘Transferability’ refers to the extent to which the findings can
be applied in other contexts (Lincoln and Guba 1985). To en-
able readers to assess the degree of transferability, detailed
descriptions of the sampling strategy, data collection proce-
dures, participants, workplaces and professional backgrounds
have been provided (Patton 2015). A semi-structured inter-
view guide was developed by the research team to stimulate
participants’ awareness of their own thoughts and to allow for
spontaneous reflection—an approach that, according to Booth
and Marton (2002), facilitates access to genuine experiences.
Sjostrom and Dahlgren (2002) argue that phenomenography is
particularly well-suited for nursing research.

The fact that twelve interviews were conducted digitally may
have influenced the interpersonal dynamics typically pres-
ent in face-to-face interviews. However, based on the richness
and quality of the data, this was not considered a limitation.
Qualitative research makes the depth of interviews more valu-
able than their quantity. After 17 interviews, no new data
emerged, suggesting data saturation and enhancing the study'’s
credibility (Patton 2015).

The analysis was conducted by psychiatric specialist nurses
with extensive clinical and research experience, which provided
a deep understanding of the phenomenon but also posed the
risk of interpretive bias due to preunderstanding (Sjostrom and
Dahlgren 2002). The potential influence of researchers’ precon-
ceptions on study outcomes is a well-documented concern (Polit
and Beck 2021). To mitigate this risk, the authors engaged in
critical self-reflection and collaborative discussions aimed at mi-
nimising the impact of their preunderstandings on the findings.

7 | Conclusion

The study demonstrates that conducting suicide risk assess-
ments via telephone is both challenging and complex, requiring
nursing staff to possess a high level of psychiatric competence
and confidence in their professional abilities. In the absence of
visual cues, assessing suicide risk becomes a particularly de-
manding task. Nurses described drawing on experience-based
knowledge, including mentally visualising the patient, attend-
ing to vocal cues and relying on professional judgement when
making assessments under conditions of uncertainty.

A central finding was that suicide risk assessment was under-
stood as the creation of a safety net around the patient. Patient
safety was not viewed as the outcome of a single assessment or
intervention, but as a dynamic process involving the integra-
tion of personal, relational, organisational and collaborative
resources. Patients who experience difficulties communicating
their situation may also benefit from the involvement of signifi-
cant others, who can contribute valuable contextual information
to the assessment process. In this process, collegial consultation,
continuity of care and opportunities for second opinions were
perceived as essential components of patient safety and collec-
tive validation of clinical judgement.

The findings also highlight important ethical challenges associ-
ated with making potentially life-threatening assessments with-
out visual contact. These challenges underscore the importance of
adequate organisational support, access to experienced colleagues
and opportunities for shared clinical decision-making. Although
the findings are context-specific and cannot be assumed to reflect
psychiatric care more broadly, they point to a potentially prob-
lematic reliance on standardised assessment procedures that may
risk narrowing the space for professional judgement and clinically
grounded expertise in suicide risk assessment.

Author Contributions

Rikard Wiirdig: conceptualization, investigation, writing — original
draft, methodology, validation, writing - review and editing, formal
analysis, data curation. Sally Hultsjo: conceptualization, writing —
original draft, investigation, methodology, validation, writing - review
and editing, formal analysis.

Funding

The authors have nothing to report.

Conflicts of Interest

The authors declare not conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the
corresponding author upon reasonable request.

References

Aflague,J. M.,and G. G. Ferszt. 2010. “Suicide Assessment by Psychiatric
Nurses: A Phenomenographic Study.” Issues in Mental Health Nursing
31, no. 4: 248-256. https://doi.org/10.3109/01612840903475452.

Nursing Open, 2026

11 of 14


https://doi.org/10.3109/01612840903475452

Benner, P., and C. Tanner. 1987. “Clinical Judgment: How Expert Nurses
Use Intuition.” American Journal of Nursing 87, no. 1: 23-31. https://doi.
org/10.2307/3470396.

Bjorkman, A., and M. Salzmann-Erikson. 2018. “When All Other Doors
Are Closed: Telenurses' Experiences of Encountering Care Seekers
With Mental Illnesses.” International Journal of Mental Health Nursing
27, no. 5: 1392-1400. https://doi.org/10.1111/inm.12438.

Booth, S., and F. Marton. 2002. Om Ldrande (Learning and Awareness).
Studentlitteratur.

Brant, H., H. Atherton, S. Ziebland, B. McKinstry, J. L. Campbell, and C.
Salisbury. 2016. “Using Alternatives to Face-to-Face Consultations: A
Survey of Prevalence and Attitudes in General Practice.” British Journal
of General Practice 66, no. 648: e460-e466. https://doi.org/10.3399/
bigp16X685597.

Cooper, J., N. Kapur, R. Webb, et al. 2005. “Suicide After Deliberate Self-
Harm: A 4-Year Cohort Study.” American Journal of Psychiatry 162, no.
2:297-303. https://doi.org/10.1176/appi.ajp.162.2.297.

Cross, W. F.,, J. C. West, A. R. Pisani, et al. 2019. “A Randomized
Controlled Trial of Suicide Prevention Training for Primary Care
Providers: A Study Protocol.” BMC Medical Education 19, no. 1: 58.
https://doi.org/10.1186/s12909-019-1482-5.

Derblom, K., B. M. Lindgren, A. Johansson, and J. Molin. 2021.
“Engagement, Responsibility, Collaboration, and Abandonment:
Nurses' Experiences of Assessing Suicide Risk in Psychiatric Inpatient
Care.” Issues in Mental Health Nursing 42, no. 8: 776-783. https://doi.
0rg/10.1080/01612840.2020.1864686.

Edwards, T. M., J. E. Patterson, and J. L. Griffith. 2021. “Suicide
Prevention: The Role of Families and Carers.” Asia-Pacific Psychiatry
13, no. 3: €12453. https://doi.org/10.1111/appy.12453.

El Mansari, M., B. P. Guiard, O. Chernoloz, R. Ghanbari, N. Katz, and
P. Blier. 2010. “Relevance of Norepinephrine-Dopamine Interactions
in the Treatment of Major Depressive Disorder.” CNS Neuroscience &
Therapeutics 16, no. 3: el-el7. https://doi.org/10.1111/j.1755-5949.2010.
00146.x.

Gabrielsson, S., J. Salberg, and J. Bickstrom. 2021. “Zombies Wanted!
Descriptions of Nurses in Psychiatric-Mental Health Care in Swedish
Recruitment Advertisements.” Issues in Mental Health Nursing 42, no.
10: 899-908. https://doi.org/10.1080/01612840.2021.1910758.

Gabrielsson, S., S. Sdvenstedt, and M. Olsson. 2016. “Taking Personal
Responsibility: Nurses' and Assistant Nurses' Experiences of Good
Nursing Practice in Psychiatric Inpatient Care.” International Journal
of Mental Health Nursing 25, no. 5: 434-443. https://doi.org/10.1111/
inm.12230.

Galatzer-Levy, L., A. Abbas, A. Ries, et al. 2021. “Validation of Visual
and Auditory Digital Markers of Suicidality in Acutely Suicidal
Psychiatric Inpatients: Proof-of-Concept Study.” Journal of Medical
Internet Research 23, no. 6: €25199. https://doi.org/10.2196/25199.

Ganzini, L., L. M. Denneson, N. Press, et al. 2013. “Trust Is the Basis for
Effective Suicide Risk Screening and Assessment in Veterans.” Journal
of General Internal Medicine 28, no. 9: 1215-1221. https://doi.org/10.
1007/511606-013-2412-6.

Gentile, A., J. Torales, M. O'Higgins, et al. 2022. “Phone-Based
Outpatients’ Follow-Up in Mental Health Centers During the COVID-19
Quarantine.” International Journal of Social Psychiatry 68, no. 1: 129-
133. https://doi.org/10.1177/0020764020979732.

Gould, M. S., A. M. Lake, J. L. Munfakh, et al. 2016. “Helping Callers
to the National Suicide Prevention Lifeline Who Are at Imminent
Risk of Suicide: Evaluation of Caller Risk Profiles and Interventions
Implemented.” Suicide & Life-Threatening Behavior 46, no. 2: 172-190.
https://doi.org/10.1111/sltb.12182.

Grant, C. L., and J. L. Lusk. 2015. “A Multidisciplinary Approach to
Therapeutic Risk Management of the Suicidal Patient.” Journal of

Multidisciplinary Healthcare 8: 291-298. https://doi.org/10.2147/JMDH.
550529.

Happell, B., C. J. Gaskin, L. Byrne, A. Welch, and S. Gellion. 2015.
“Clinical Placements in Mental Health: A Literature Review.” Issues in
Mental Health Nursing 36, no. 1: 44-51. https://doi.org/10.3109/01612
840.2014.915899.

Hawrysz, L., G. Gierszewska, and A. Bitkowska. 2021. “The Research
on Patient Satisfaction With Remote Healthcare Prior to and During
the COVID-19 Pandemic.” International Journal of Environmental
Research and Public Health 18, no. 10: 5338. https://doi.org/10.3390/
ijerph18105338.

Hultsjo, S., S. M. Ovox, C. Olofsson, M. Bazzi, and R. Wirdig. 2022.
“Forced to Move on: An Interview Study With Survivors Who Have
Lost a Relative to Suicide.” Perspectives in Psychiatric Care 58, no. 4:
2215-2223. https://doi.org/10.1111/ppc.13049.

Jansson, L., and U. H. Graneheim. 2018. “Nurses’ Experiences of
Assessing Suicide Risk in Specialised Mental Health Outpatient Care in
Rural Areas.” Issues in Mental Health Nursing 39, no. 7: 554-560. https://
doi.org/10.1080/01612840.2018.1431823.

Jennissen, S., S. Schumacher, D. Rucli, et al. 2022. “Competency-
Based Training and Assessment of Listening Skills: A Waitlist-
Controlled Study in European Telephone Emergency Services.”
Clinical Psychology in Europe 4, no. 4: €7933. https://doi.org/10.32872/
cpe.7933.

Jordan, J. T., and D. E. McNiel. 2020. “Characteristics of Persons Who
Die on Their First Suicide Attempt: Results From the National Violent
Death Reporting System.” Psychological Medicine 50, no. 8: 1390-1397.
https://doi.org/10.1017/S0033291719001375.

Kaakinen, P., H. Kyngis, K. Tarkiainen, and M. Kééridinen. 2016. “The
Effects of Intervention on Quality of Telephone Triage at an Emergency
Unit in Finland: Nurses' Perspective.” International Emergency Nursing
26: 26-31. https://doi.org/10.1016/].ienj.2015.09.002.

Lakeman, R., and L. Molloy. 2018. “Rise of the Zombie Institution,
the Failure of Mental Health Nursing Leadership, and Mental Health
Nursing as a Zombie Category.” International Journal of Mental Health
Nursing 27, no. 3: 1009-1014. https://doi.org/10.1111/inm.12408.

Lincoln, Y. S., and E. G. Guba. 1985. Naturalistic Inquiry. Sage.

Marton, F. 1981. “Phenomenography—Describing Conceptions of the
World Around Us.” Instructional Science 10, no. 2: 177-200. https://doi.
0rg/10.1007/BF00132516.

Marton, F., and S. Booth. 1997. Learning and Awareness. Lawrence
Erlbaum Associates.

McDowell, A. K., T. W. Lineberry, and J. M. Bostwick. 2011. “Practical
Suicide-Risk Management for the Busy Primary Care Physician.” Mayo
Clinic Proceedings 86, no. 8: 792-800. https://doi.org/10.4065/mcp.
2011.0076.

McLellan, E., K. M. MacQueen, and J. L. Neidig. 2003. “Beyond the
Qualitative Interview: Data Preparation and Transcription.” Field
Methods 15, no. 1: 63-84. https://doi.org/10.1177/1525822X02239573.

McMahon, E. M., B. A. Greiner, P. Corcoran, et al. 2022. “Psychosocial
and Psychiatric Factors Preceding Death by Suicide: A Case-Control
Psychological Autopsy Study Involving Multiple Data Sources.” Suicide
& Life-Threatening Behavior 52, no. 5: 1037-1047. https://doi.org/10.
1111/sltb.12900.

Melin-Johansson, C., R. Palmqvist, and L. Ronnberg. 2017. “Clinical
Intuition in the Nursing Process and Decision-Making-A Mixed-Studies
Review.” Journal of Clinical Nursing 26, no. 23-24: 3936-3949. https://
doi.org/10.1111/jocn.13814.

Michaud, L., Y. Dorogi, S. Gilbert, and C. Bourquin. 2021. “Patient
Perspectives on an Intervention After Suicide Attempt: The Need for
Patient Centred and Individualized Care.” PLoS One 16, no. 2: €0247393.
https://doi.org/10.1371/journal.pone.0247393.

12 of 14

Nursing Open, 2026


https://doi.org/10.2307/3470396
https://doi.org/10.2307/3470396
https://doi.org/10.1111/inm.12438
https://doi.org/10.3399/bjgp16X685597
https://doi.org/10.3399/bjgp16X685597
https://doi.org/10.1176/appi.ajp.162.2.297
https://doi.org/10.1186/s12909-019-1482-5
https://doi.org/10.1080/01612840.2020.1864686
https://doi.org/10.1080/01612840.2020.1864686
https://doi.org/10.1111/appy.12453
https://doi.org/10.1111/j.1755-5949.2010.00146.x
https://doi.org/10.1111/j.1755-5949.2010.00146.x
https://doi.org/10.1080/01612840.2021.1910758
https://doi.org/10.1111/inm.12230
https://doi.org/10.1111/inm.12230
https://doi.org/10.2196/25199
https://doi.org/10.1007/s11606-013-2412-6
https://doi.org/10.1007/s11606-013-2412-6
https://doi.org/10.1177/0020764020979732
https://doi.org/10.1111/sltb.12182
https://doi.org/10.2147/JMDH.S50529
https://doi.org/10.2147/JMDH.S50529
https://doi.org/10.3109/01612840.2014.915899
https://doi.org/10.3109/01612840.2014.915899
https://doi.org/10.3390/ijerph18105338
https://doi.org/10.3390/ijerph18105338
https://doi.org/10.1111/ppc.13049
https://doi.org/10.1080/01612840.2018.1431823
https://doi.org/10.1080/01612840.2018.1431823
https://doi.org/10.32872/cpe.7933
https://doi.org/10.32872/cpe.7933
https://doi.org/10.1017/S0033291719001375
https://doi.org/10.1016/j.ienj.2015.09.002
https://doi.org/10.1111/inm.12408
https://doi.org/10.1007/BF00132516
https://doi.org/10.1007/BF00132516
https://doi.org/10.4065/mcp.2011.0076
https://doi.org/10.4065/mcp.2011.0076
https://doi.org/10.1177/1525822X02239573
https://doi.org/10.1111/sltb.12900
https://doi.org/10.1111/sltb.12900
https://doi.org/10.1111/jocn.13814
https://doi.org/10.1111/jocn.13814
https://doi.org/10.1371/journal.pone.0247393

Momeni, P., K. Arestedt, A. Alvariza, et al. 2022. “A Survey Study of
Family Members' Encounters With Healthcare Services Within the
Care of Older People, Psychiatric Care, Palliative Care and Diabetes
Care.” Scandinavian Journal of Caring Sciences 36, no. 4: 1228-1240.
https://doi.org/10.1111/scs.13096.

Morrissette, D. A., and S. M. Stahl. 2014. “Modulating the Serotonin
System in the Treatment of Major Depressive Disorder.” CNS Spectrums
19, no. Suppl 1: 57-68. https://doi.org/10.1017/S1092852914000613.

National Board of Health and Welfare. 2023. Suicidprevention Inom
Hilso-Och  Sjukvdrden: Nationella Riktlinjer Och Stodmaterial.
Socialstyrelsen. https://www.socialstyrelsen.se.

Nicholas, A., J. Pirkis, and N. Reavley. 2022. “What Responses Do People
at Risk of Suicide Find Most Helpful and Unhelpful From Professionals
and Non-Professionals?” Journal of Mental Health (Abingdon, England)
31, no. 4: 496-505. https://doi.org/10.1080/09638237.2020.1818701.

Oquendo, M. A., and J. A. Bernanke. 2017. “Suicide Risk Assessment:
Tools and Challenges.” World Psychiatry 16, no. 1: 28-29. https://doi.
0rg/10.1002/wps.20396.

Organisation for Economic Co-operation and Development. 2021. “A
New Benchmark for Mental Health Systems: Tackling the Social and
Economic Costs of Mental Ill-Health.” https://www.oecd-ilibrary.org/
sites/4ed890f6-en/index.html.

Organisation for Economic Co-operation and Development. 2024.
“Suicide Rates (Indicator).” https://data.oecd.org/healthstat/suicide-
rates.htm.

Patton, M. Q. 2015. Qualitative Research & Evaluation Methods:
Integrating Theory and Practice. 4th ed. SAGE Publications.

Pérez-Milena, A., J. A. Ramos-Ruiz, N. Zafra-Ramirez, C. Noguera-
Cuenca, A. Rodriguez-Bayon, and B. Ruiz-Diaz. 2023. “Qualitative
Study on the Use of Emergency Services by People With Serious Mental
Disorder in Spain.” BMC Primary Care 24, no. 1: 125. https://doi.org/10.
1186/s12875-023-02078-6.

Polit, D. F.,, and C. T. Beck. 2021. Nursing Research: Generating and
Assessing Evidence for Nursing Practice. 11th ed. Wolters Kluwer.

Public Health Agency of Sweden. 2025. “National Framework for
Suicide Prevention 2025-2034.” https://www.folkhalsomyndigheten.
se/the-public-health-agency-of-sweden/.

Purc-Stephenson, R. J., and C. Thrasher. 2010. “Nurses’ Experiences
With Telephone Triage and Advice: A Meta-Ethnography.” Journal of
Advanced Nursing 66, no. 3: 482-494. https://doi.org/10.1111/j.1365-
2648.2010.05275.X.

Richards, J. E., S. D. Hohl, U. Whiteside, et al. 2019. “If You Listen, I
Will Talk: The Experience of Being Asked About Suicidality During
Routine Primary Care.” Journal of General Internal Medicine 34, no. 10:
2075-2082. https://doi.org/10.1007/s11606-019-05136-X.

Rosenlund, M., U. M. Kinnunen, and K. Saranto. 2023. “The Use of
Digital Health Services Among Patients and Citizens Living at Home:
Scoping Review.” Journal of Medical Internet Research 25: e44711.
https://doi.org/10.2196/44711.

Runeson, B., J. Odeberg, A. Pettersson, T. Edbom, I. Jildevik
Adamsson, and M. Waern. 2017. “Instruments for the Assessment of
Suicide Risk: A Systematic Review Evaluating the Certainty of the
Evidence.” PLoS One 12, no. 7: e0180292. https://doi.org/10.1371/
journal.pone.0180292.

Rygg, L. @., H. V. Brataas, and B. Nordtug. 2021. “Oncology Nurses'
Lived Experiences of Video Communication in Follow-Up Care of
Home-Living Patients: A Phenomenological Study in Rural Norway.”
European Journal of Oncology Nursing 52: 101955. https://doi.org/10.
1016/j.ejon.2021.101955.

Rytterstrom, P., M. Lindeborg, S. Korhonen, and T. Sellin. 2019. “Finding
the Silent Message: Nurses' Experiences of Non-Verbal Communication

Preceding a Suicide.” Psychology 10, no. 1: 1-18. https://doi.org/10.4236/
psych.2019.101001.

Simpson, S. A., R. Loh, C. R. R. Goans, K. Ryall, M. Middleton, and
A. Dalton. 2021. “Suicide and Self-Harm Outcomes Among Psychiatric
Emergency Service Patients Diagnosed as Malingering.” Journal of
Emergency Medicine 61, no. 4: 381-386. https://doi.org/10.1016/j.jemer
med.2021.05.016.

Sjostrom, B., and L. O. Dahlgren. 2002. “Applying Phenomenography
in Nursing Research.” Journal of Advanced Nursing 40, no. 3: 339-345.
https://doi.org/10.1046/j.1365-2648.2002.02375.X.

Souza-Junior, V. D., I. A. Mendes, A. Mazzo, and S. Godoy. 2016.
“Application of Telenursing in Nursing Practice: An Integrative
Literature Review.” Applied Nursing Research: ANR 29: 254-260.
https://doi.org/10.1016/j.apnr.2015.05.005.

Statistics Sweden. 2022. Folkmdngd i Riket, Lin Och Kommuner 31
December 2022. Statistiska centralbyran. https://www.scb.se.

Svensson, J. 2022. “Patient Safety Strategies in Psychiatry and How
They Construct the Notion of Preventable Harm: A Scoping Review.”
Journal of Patient Safety 18, no. 3: 245-252. https://doi.org/10.1097/PTS.
0000000000000885.

Swedish Association of Local Authorities and Regions. 2024. Statistik
Om Samtal Till 1177 Vardguiden 2022. Sveriges Kommuner och
Regioner. https://skr.se.

Swenne, C. L., and B. Skytt. 2014. “The Ward Round—Patient
Experiences and Barriers to Participation.” Scandinavian Journal of
Caring Sciences 28, no. 2: 297-304. https://doi.org/10.1111/scs.12059.

Terry, J. 2020. “In the Middle A Qualitative Study of Talk About
Mental Health Nursing Roles and Work.” International Journal of
Mental Health Nursing 29, no. 3: 414-426. https://doi.org/10.1111/inm.
12676.

Tomizawa, R., M. Shigeta, and S. Reeves. 2017. “Framework
Development for the Assessment of Interprofessional Teamwork in
Mental Health Settings.” Journal of Interprofessional Care 31, no. 1:
43-50. https://doi.org/10.1080/13561820.2016.1233098.

Troeth, S., and E. Kucharczyj. 2018. General Data Protection Regulation
(GDPR) and User Research. Medium. https://medium.com/design-resea
rch-matters/general-data-protection-regulation-gdpr-and-user-resea
rch-e00a5b29338e.

Tsai, M., and E. D. Klonsky. 2023. “Warning Signs for Suicide Attempts
in Psychiatric Inpatients: Patient and Informant Perspectives.” General
Hospital Psychiatry 85: 207-212. https://doi.org/10.1016/j.genhosppsy
ch.2023.11.005.

Uscher-Pines, L., J. Sousa, P. Raja, A. Mehrotra, M. L. Barnett, and H. A.
Huskamp. 2020. “Suddenly Becoming a “Virtual Doctor”: Experiences
of Psychiatrists Transitioning to Telemedicine During the COVID-19
Pandemic.” Psychiatric Services (Washington, D.C.) 71, no. 11: 1143-
1150. https://doi.org/10.1176/appi.ps.202000250.

Vakkalanka, J. P., M. M. Nataliansyah, K. A. S. Merchant, et al. 2022.
“Telepsychiatry Services Across an Emergency Department Network:
A Mixed Methods Study of the Implementation Process.” American
Journal of Emergency Medicine 59: 79-84. https://doi.org/10.1016/].
ajem.2022.06.053.

Venville, A., S. O'Connor, H. Roeschlein, P. Ennals, G. McLoughlan,
and N. Thomas. 2021. “Mental Health Service User and Worker
Experiences of Psychosocial Support via Telehealth Through the
COVID-19 Pandemic: Qualitative Study.” JMIR Mental Health 8, no. 8:
€29671. https://doi.org/10.2196/29671.

Vinckx, M. A.,I.Bossuyt,and B. Dierckx de Casterlé. 2018. “Understanding
the Complexity of Working Under Time Pressure in Oncology Nursing:
A Grounded Theory Study.” International Journal of Nursing Studies 87:
60-68. https://doi.org/10.1016/j.ijnurstu.2018.07.010.

Nursing Open, 2026

13 of 14


https://doi.org/10.1111/scs.13096
https://doi.org/10.1017/S1092852914000613
https://www.socialstyrelsen.se
https://doi.org/10.1080/09638237.2020.1818701
https://doi.org/10.1002/wps.20396
https://doi.org/10.1002/wps.20396
https://www.oecd-ilibrary.org/sites/4ed890f6-en/index.html
https://www.oecd-ilibrary.org/sites/4ed890f6-en/index.html
https://data.oecd.org/healthstat/suicide-rates.htm
https://data.oecd.org/healthstat/suicide-rates.htm
https://doi.org/10.1186/s12875-023-02078-6
https://doi.org/10.1186/s12875-023-02078-6
https://www.folkhalsomyndigheten.se/the-public-health-agency-of-sweden/
https://www.folkhalsomyndigheten.se/the-public-health-agency-of-sweden/
https://doi.org/10.1111/j.1365-2648.2010.05275.x
https://doi.org/10.1111/j.1365-2648.2010.05275.x
https://doi.org/10.1007/s11606-019-05136-x
https://doi.org/10.2196/44711
https://doi.org/10.1371/journal.pone.0180292
https://doi.org/10.1371/journal.pone.0180292
https://doi.org/10.1016/j.ejon.2021.101955
https://doi.org/10.1016/j.ejon.2021.101955
https://doi.org/10.4236/psych.2019.101001
https://doi.org/10.4236/psych.2019.101001
https://doi.org/10.1016/j.jemermed.2021.05.016
https://doi.org/10.1016/j.jemermed.2021.05.016
https://doi.org/10.1046/j.1365-2648.2002.02375.x
https://doi.org/10.1016/j.apnr.2015.05.005
https://www.scb.se
https://doi.org/10.1097/PTS.0000000000000885
https://doi.org/10.1097/PTS.0000000000000885
https://skr.se
https://doi.org/10.1111/scs.12059
https://doi.org/10.1111/inm.12676
https://doi.org/10.1111/inm.12676
https://doi.org/10.1080/13561820.2016.1233098
https://medium.com/design-research-matters/general-data-protection-regulation-gdpr-and-user-research-e00a5b29338e
https://medium.com/design-research-matters/general-data-protection-regulation-gdpr-and-user-research-e00a5b29338e
https://medium.com/design-research-matters/general-data-protection-regulation-gdpr-and-user-research-e00a5b29338e
https://doi.org/10.1016/j.genhosppsych.2023.11.005
https://doi.org/10.1016/j.genhosppsych.2023.11.005
https://doi.org/10.1176/appi.ps.202000250
https://doi.org/10.1016/j.ajem.2022.06.053
https://doi.org/10.1016/j.ajem.2022.06.053
https://doi.org/10.2196/29671
https://doi.org/10.1016/j.ijnurstu.2018.07.010

Wirdig, R., A. S. Engstrém, A. Carlsson, F. Wirdig, and S. Hultsjo.
2022. “Saving Lives by Asking Questions: Nurses' Experiences of
Suicide Risk Assessment in Telephone Counselling in Primary Health
Care.” Primary Health Care Research & Development 23: e65. https://doi.
0rg/10.1017/S146342362200055X.

Wolf, L. A., C. Perhats, A. M. Delao, P. R. Clark, M. D. Moon, and K. E.
Zavotsky. 2018. “Assessing for Occult Suicidality at Triage: Experiences
of Emergency Nurses.” Journal of Emergency Nursing 44, no. 5: 491-498.
https://doi.org/10.1016/j.jen.2018.01.013.

World Health Organization. 2024. “EMRO Suicide.” https://www.emro.
who.int/health-topics/suicide/feed/atom.html.

World Health Organization. 2025. “Suicide.” https://www.who.int/
news-room/fact-sheets/detail/suicide.

World Medical Association. 2024. WMA Declaration of Helsinki -
Ethical Principles for Medical Research Involving Human Subjects. World
Medical Association. https://www.wma.net/what-we-do/medical-eth-
ics/declaration-of-helsinki/.

14 of 14

Nursing Open, 2026


https://doi.org/10.1017/S146342362200055X
https://doi.org/10.1017/S146342362200055X
https://doi.org/10.1016/j.jen.2018.01.013
https://www.emro.who.int/health-topics/suicide/feed/atom.html
https://www.emro.who.int/health-topics/suicide/feed/atom.html
https://www.who.int/news-room/fact-sheets/detail/suicide
https://www.who.int/news-room/fact-sheets/detail/suicide
https://www.wma.net/what-we-do/medical-ethics/declaration-of-helsinki/
https://www.wma.net/what-we-do/medical-ethics/declaration-of-helsinki/

	Creating a Safety Net—Nursing Staffs' Perceptions of Conducting Suicide Risk Assessments via Telephone Within Specialised Psychiatric Care
	ABSTRACT
	1   |   Introduction
	2   |   Background
	3   |   Aims and Objectives
	4   |   Methods
	4.1   |   Design
	4.2   |   Sampling
	4.3   |   Setting
	4.4   |   Data Collection
	4.5   |   Data Analysis
	4.6   |   Ethics

	5   |   Findings
	5.1   |   The Outcome Space
	5.2   |   Using Oneself as a Tool
	5.2.1   |   Visualising the Patient in Front of Them
	5.2.2   |   Building Alliance and Security
	5.2.3   |   Listening to the Patient's Tone of Voice
	5.2.4   |   Daring to Ask and Receive Suicidal Messages

	5.3   |   The Prerequisites for Suicide Risk Assessments
	5.3.1   |   Combining Assessment Tools With Personalised Methods
	5.3.2   |   When the Telephone Is Insufficient
	5.3.3   |   The Potential Erosion of Psychiatric Care
	5.3.4   |   Assessment Is Not a One-Person Job


	6   |   Discussion
	6.1   |   Strengths and Limitations of the Work

	7   |   Conclusion
	Author Contributions
	Funding
	Conflicts of Interest
	Data Availability Statement
	References


