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Introduction

Introductory Comments

We are pleased to provide this suicide awareness and education resource manual to you. This manual summarizes the key elements of the major presentations provided at The Menninger Clinic’s workshop entitled, "Suicide in the Military: The Chaplain’s Response." As of February 1994, three of these workshops have been presented to approximately 600 military chaplains.

Individuals will be able to make best use of this material if they have attended the workshop where these ideas were discussed in greater detail. However, consultation with an individual who did attend the workshop and reading of the material in this manual should provide an individual with the basic information needed to provide sound and effective training for chaplains, military personnel, and their dependents. However, it is important to note that this material in and of itself does not and cannot take the place of necessary clinical evaluation of suicidal individuals. In any issues regarding suicide, it is important to consult with appropriately trained mental health professionals. We urge you to make sure you have such arrangements clearly in place as you begin work with education and intervention with suicidal individuals. 

Depending on the nature of the audience to which you are making the presentation and the particular topic about which you are presenting, you will naturally select various pieces of this manual to present. For example, in training other chaplains about the complex nature of suicide, you may want to spend a considerable amount of time on psychological motivations for committing suicide while perhaps discussing it in less detail when providing a general suicide awareness module to military personnel. Similarly, when training other chaplains, you may want to emphasize in more detail the interviewing process and may not want to cover it at all when providing a brief suicide awareness workshop for enlisted personnel. However, you may want to provide more detailed information on interviewing when providing this workshop to command personnel or those involved in supervision of Army personnel, particularly new recruits and those who are leaving the armed services.

In addition to the detailed outlines provided on the main topics in the manual, the second half of the manual presents a large array of handout and transparency masters to use in organizing the material and providing visual aids for your presentations.

We would suggest that you carefully review the material and outlines presented in this resource manual and then develop your own presentation based on the topics you wish to cover. You can find in the resource manual the information you need to present that topic as well as accompanying handouts and transparency masters to use with your presentation.

General Presentation Guidelines

In general, it is useful to keep in mind the audience to which you are presenting and the nature of the information that you wish to get across to them. Shorter or focused workshops are likely to be more effective than long, extended workshops. In addition, workshops that utilize handouts and audiovisual materials such as transparencies made from the masters provided in the manual tend to help organize and present the information in a way that is more meaningful and easier to understand and remember by the audience.

It is important to allow time for questions and answers in any presentation and to be ready to respond to concerns of individuals regarding suicide any time a suicide workshop is presented. Keeping that in mind, it is important to have a knowledge of referrals sources immediately available to you anytime you are doing a presentation on suicide awareness.

Manual Overview

The first section of the manual, "The Chaplain's Role in Suicide Prevention in the Military," briefly summarizes the key elements of the United States Army Suicide Prevention Plan, specifically, as it applies to army chaplains. This brief overview is provided to orient you to the broad scope of suicide awareness and prevention. As these plans are likely to change over time, it would be important to update this section of this manual, especially with those changes that apply to the role and responsibility of the army chaplain in this area. 

In the next section, "Psychoanalytic Theories of Suicide," James R. Eyman, Ph.D. presents a comprehensive review of the current thinking regarding motivations for committing suicide. Eyman discusses Freudian theory, Karl Menninger’s theory, object relations theory, and a vulnerability model. The purpose of this section is to highlight key elements in the motivations for suicide, including loss, depression, anger, and vulnerabilities. Of special note is Eyman's discussion of the suicidally vulnerable individual's life fantasy. Having an understanding of this model can be enormously useful in intervening with individuals; that is, individuals with a narrowly defined unrealistic and fragile life fantasy who face an event that seriously jeopardizes this fantasy may end up accepting death as a way to resolve this dilemma. 

The section on "Assessing Suicide Risk" by Bede J. Healey, Ph.D. begins by highlighting the myths held by the general public and some professionals about suicide. Presenting and refuting these myths would be a very worthwhile component to any suicide awareness program. He then discusses the importance of effective assessment and delineates four general groups of self-destructive individuals. Again, this latter information can be very helpful in understanding level of suicide risk. He then presents a detailed threshold model for understanding suicide behavior. This model, developed by Dr. Susan Blumenthal, a researcher in the field of suicidology, provides a way of organizing the vast information regarding suicide risk. He then follows this with comments on 15 common single predictors of suicide. This is followed by a discussion of the role of religion in suicide risk assessment. Finally, the role of effective communication techniques and interviewing strategies for assessing risk are discussed. 

The section entitled, "Crisis Intervention with Suicidal Patients" by Becquer Benalcazar, M.D outlines his approach to understanding the suicidal patient and ways of responding. He discusses the general characteristics of the suicidal patient and discusses in detail three types: The dependent dissatisfied type; the dissatisfied symbiotic type; and the unaccepting type. He then follows this with an outline for crisis intervention, including steps in the intervention process and the components of psychological first aid. He includes a table of things to do and not to do for crisis intervention, and highlights the special characteristics of the chaplain in this process.

For an excellent, broad overview to crisis intervention, the book by Leanne Hoff, entitled, People in Crisis: Understanding and Helping (Addison-Wesley Publishing Company, Health Sciences, Redwood City, CA, 1989, Third Edition), is an excellent resource for step-by-step crisis intervention techniques. In addition to a general overview to the topic, she provides a number of chapters on crisis intervention in specific situations and includes two excellent chapters on suicide.

Patricia Henry, M.S.W. covers the broad spectrum of suicide awareness and prevention from a family perspective in her section entitled "Family Issues in Suicidal Behavior". She begins her discussion by reviewing attachment theory and its role in understanding suicide from a family perspective. She looks at couple and family development and highlights unique aspects of life in the military service. She proceeds to describe a process for assessing risk from a family perspective and highlights specific intervention strategies. She concludes with comments on institutional prevention approaches and postvention concerns.

"Grief and Loss in Response to Suicide" is the contribution of Mary S. Cerney, Ph.D. to this manual. She begins by discussing the reaction individuals have to suicide, provides a theoretical understanding for these reactions, and comments on the developmental process involved, noting that children understand and react to suicide in a significantly different way than do adults. She then describes intervention strategies and highlights in particular the use of imagery in grief resolution. She discusses what imagery is, it's theoretical foundations, and when and when not to use it. 

James R. Eyman, Ph.D., in his section "School-Based Suicide Prevention Programs," gives a detailed approach to prevention, intervention, and postvention for children, teachers, and their parents. Inasmuch as military chaplains are also involved with the dependents of the members of the military, this section can be very useful in providing outreach services to schools, teacher organizations, and parent groups. In addition, the ideas presented in this section have wide applicability to other settings other than just schools.

The manual concludes with "Spiritual and Theological Perspectives on Suicide" by Peter Ross-Gotta, M.Div., M.S.W., Chaplain of The Menninger Clinic. He provides a review of interventions for pastoral care that begins with the historical overview of the notion of voluntary death. He discusses the need to integrate theology and behavioral sciences, theology and practice, clergy and helping professionals, and personal and professional lives. He concludes with a discussion on the role of clinical judgment and provides a review of voluntary death in the bible and early Christian writings.

Following this is a comprehensive reference list regarding information presented in all previous sections of the manual. For those desiring further information or more in depth reading, this reference section is a rich resource.

The manual concludes with a handout and transparency master section. These masters cover the material presented in the manual and can be chosen and arranged to fit the particular needs of the audience and topic being presented.
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The Chaplain’s Role in Suicide Prevention in the Military 

I. The United States Army Suicide Prevention Plan is outlined in AR 600-63, Interim Change I01 to AR 600-63, and Pamphlet 165-14.

II. Within the U.S. Army Suicide Prevention Program, the division and installation chaplains have the following responsibilities:

A. Chaplains will serve as the cornerstone to assist the command in developing an awareness and a training process with military personnel around the issues of suicide prevention. The Unit Ministry Team is the primary trainer at the unit level.

B. Monitor and assess the level of suicide awareness in units and the stress factors which may be controllable by leaders and supervisors.

C. Advise, assist, and feedback information to the suicide risk management team (described in III).

D. Coordinate with other support services as appropriate.

III. Suicide Risk Management Team

A. The purpose of the suicide risk management team is to assign and oversee formal responsibilities for the prevention of, and intervention in, suicide attempts.

B. The suicide risk management team is composed of the Senior Staff Surgeon, Staff Psychiatrist, Commander or representative, Senior Staff Chaplain, ACofS, G1, adjutant general, staff judge advocate, provost marshal, public affairs officer, alcohol and drug control officer, and Army Community Services officer. 

C. The role of the Senior Staff Chaplain on the suicide risk management team is:

1. Be prepared to meet as a member of the suicide risk management team during a suicide crisis.

2. Develop policies and procedures for unit chaplains that shall ensure an active monitoring of high risk soldiers or family members as well as to ensure chaplain intervention during a suicide crisis.

3. Provide immediate assistance to families who have suffered a suicide attempt.

4. Assist the division surgeon in providing training to soldiers and family members in stress management and suicide prevention and family advocacy matters.

IV. Program Elements

A. Education

1. Every soldier and family member should be educated to identify the warning signs of suicide and the life stress events that put individuals at risk.

2. Every soldier and family member should be educated about where and how to seek counseling and treatment.

3. As theArmy is an inherently stressful environment, training in stress management and coping skill is of great value in the overall prevention effort. The goals is stress management.

4. Specific groups to be targeted for training and suicide risk identification are commanders, drill instructors, stockade personnel, military police, judge advocate general staff, training personnel, soldiers, and family members.

5. Appropriate educational articles in the media should be encouraged, such as publication of the crisis hotline, articles on how to manage stress and depression, and the personnel and agencies that can help. 

6. All soldiers and family members should develop a level of awareness that will enable them to identify problems and refer friends and family members in a crisis to the appropriate personnel. 

B. Crisis Intervention

1. Intervention not only includes the assessment that an individual may be at high risk to commit suicide, it also involves an alteration of the conditions which produced the current crisis and treatment of the underlying psychological problems which contribute to the suicidal thoughts and feelings.

2. The chaplain needs to know his/her limitations in crisis intervention. 

A. The psychologist/psychiatrist is responsible for the mental health assessment and treatment of the individual.

B. It is essential for the chaplain to be aware of the referral procedures and to have a good working relationship with mental health professionals on the Army installation and in the community.

C. The chaplain is not the primary crisis intervenor.

3. The chaplain should promote availability of continuous crisis intervention services through the medical treatment facility. 

4. The chaplain is in a unique position because of the close proximity to the soldiers not only to identify individual soldiers at risk but also to identify problematic groups of soldiers.

C. Post-suicide interventions

1. The suicide creates an adverse impact on the morale and readiness of a military unit. Often, very intense feelings such as guilt and anger are experienced by the leaders and the soldiers. Often, the emotional reaction to a suicide is psychologically ignored which inadvertently delays the healing process and prolongs the negative impact on unit readiness. The chaplain is in a unique position to help the individual and the group grieve and mourn the loss and to eventually go on with their life.

2. The loss of a family member to suicide is a traumatic event and calls for psychological intervention to help the family members appropriately mourn the loss.

3. Often, after a suicide, individuals may question religious values, and the chaplain needs to be ready to discuss religious questions in an empathic and straightforward manner.

4. A memorial service for an individual who has suicided is quite a controversial topic among suicidologists. Some contend that a memorial service might inadvertently fuel a suicidally vulnerable individual’s suicidal thoughts and feelings by making them feel that love and attention come from suicide.

a. It is probably not a good idea to have a Battallion-wide memorial service, but rather to have a smaller memorial service just for the person’s company sized unit and individuals who were most immediately involved with the person who suicided.

b. Avoid any kind of overly positive eulogy or glamorizing the suicide.

c. The memorial service is for the living and should help people facilitate their mourning and grief with the focus on going on with life. b. Avoid any kind of overly positive eulogy or glamorizing the suicide.

Psychoanalytic Theories of Suicide

James R. Eyman, Ph.D.

The Menninger Clinic

I. General Psychoanalytic Theory

A. All psychoanalytic theories have loss as the root of suicidal urges and behavior. What that loss entails varies according to the particular theory. 

B. Theories of suicide that will be discussed:

1. Freudian theory

2. Karl Menninger’s theory

3. Object relations theory exemplified by Melanie Klein

4. Vulnerability model developed by Smith and Eyman

II. Freudian Theory of Suicide

A. Despite Freud’s seeing the problem of suicide as a salient clinical issue, he did not write a single paper on the topic. Rather, his views on the motivations for suicide are contained in clinical observations and articles dealing with case examples and in some of his theoretical papers. 

B. Notes on the Case of Obsessional Neurosis discusses one of Freud’s famous cases (that of "rat man"). The rat man was often obsessed by a thought to kill himself by slitting his throat with a razor. Freud describes an event in which the rat man’s suicidal urges arose. His girlfriend had left for a period of time to visit her grandmother in another town. The rat man became lonely and despondent, wishing that his girlfriend was available to him. As his despondency grew, he developed the idea of cutting his throat. He then had the thought, "Wait, it is not that easy. I have to kill the old lady." 

1. Freud understood the rat man’s suicidal urges not as a wish to kill himself, but as a wish to murder his girlfriend’s grandmother who he felt was jeopardizing the love of his girlfriend.

2. Thus, Freud believed that the rat man’s wish to commit suicide involved a need to punish himself for the murderous wishes towards his girlfriend’s grandmother.

C. The 1910 Vienna Psychoanalytic Society meeting

In 1910, Freud asked members of the Vienna Psychoanalytic Society to discuss what motivates an individual to kill him or herself. At the end of the two days of meetings, Freud, in a summary statement, said that he still did not understand what factors ultimately lead to someone committing suicide and suggested that to understand this phenomena one should study the relationship between mourning and melancholia. 

D. Mourning and Melancholia (1915) 

1. Freud took his own advice and published Mourning and Melancholia which is the seminal article in the development of his understanding of suicide. Even so, only one paragraph in the article is actually devoted to the subject of suicide.

2. Mourning is the normal reaction to the loss of a loved one or a cherished ideal. It involves the process of grieving and realizing that the person or the cherished ideal is dead, eventually accepting the fact, and going on with life. 

3. Melancholia involves severe depression and pathological mourning, being unable to accept the loss and go on with one’s life. 

4. Freud believed that melancholics were vulnerable to depression because, as with everyone, the melancholics identify with important individuals in their life. However, the melancholics are too dependent on the identification with important individuals or cherished ideals to enhance their self-esteem, sense of value, and specialness. Freud said the identification with other melancholics was therefore a "narcissistic object choice." 

5. Freud discusses suicide as anger at another person directed inward to kill the internal psychological identification with that person. The person who is suicidal does not wish to kill himself but rather wishes to murder another and can do so by destroying the internal representation of that person. Thus, Freud’s famous statement, "No one harbors thoughts of suicide who has not turned back upon himself murderous impulses against others."

6. Case example 

A woman was intermittently severely abused by her father as a child when he would go into seemingly unpredictable violent rages. As an adult, when the woman felt angry, she would then typically become suicidal and want to electrocute herself. Through treatment, she realized that her anger made her feel "like my father" and that her suicidal wishes represented her desire to murder her father, based upon her understandable anger towards him, by killing the part of herself that she felt was identified with him. 

E. Beyond the Pleasure Principle

1. In Mourning and Melancholia, Freud developed a theoretical model to understand a person’s motivation for suicide. However, he still had one theoretical problem. He understood the basic instinctual drive in mankind as life-preservative. Therefore, he did not understand what in suicide allowed an individual to overcome this basic life preserving instinct.

2. With the publication of Beyond the Pleasure Principle (1920), Freud solved this dilemma, albeit in a somewhat controversial way, by postulating a death instinct.

(a) The goal of the death instinct is to return the organism to a tensionless free state.

(b) The death instinct is the source of energy that fuels suicide and overcomes the individual’s life-preserving instincts.

F. Treatment approaches based upon Freudian theory

1. In suicide, it is not always clear to the individual what he or she has lost. Treatment needs to bring to conscious awareness what loss the person is struggling with.

2. Treatment needs to help the patient more appropriately to become aware of personal anger, verbalize the anger, and direct it outward rather than inward.

3. Treatment needs to involve lessening the individual’s critical self-devaluing and self-reproaches so the individual is more self-accepting with a resultant increase in self-esteem.

III. Karl Menninger’s Theory of Suicide

Karl Menninger extended Freud’s theory of suicide, stating that all suicides involve three wishes:

1. The wish to kill involves an ambivalently held person or ideal being murdered by killing the part of the self that is identified by that person or ideal. This entails the portion of Freud’s theory involving outward aggression turned inward.

2. The wish to be killed involves the guilt for the angry feelings towards others. Karl Menninger wrote, "Suicide is the death penalty for murderous wishes."

3. The wish to die is the wish to completely reduce tension and pain and is felt to be a derivative of the death instinct.

IV. Melanie Klein’s Theory Of Suicide (An Object Relations Theory)

A. The depressive period

1. Melanie Klein, in her developmental theory, emphasized the importance of early "good mothering" experiences. In the early depressive period, the child learns that you can lose people whom you love. Enough "good mothering" helps attenuate the child’s fear of loss and abandonment which results in the child learning to negotiate and handle loss. The way the parents comfort, nurture, and reassure the child around experiences of loss becomes part of the child’s internal psychological experience. 

2. When adults experience loss, they draw upon the early experiences with their parents that have now become part of their own psychology. If the early experience is positive enough, they counter the fear of being alone, lowering of self-esteem, etc. 

B. Suicidally vulnerable individuals’ ability to negotiate loss is hampered by impoverished and depriving early parenting experiences. These individuals do not have a "psychological good parent" to fall back upon during times of loss but rather have a preponderance of "psychologically bad parent" experiences that result in increasingly intolerable anxiety during periods of loss.

C. For Klein, suicide involves a desperate attempt to protect and preserve whatever good memories and positive self-experiences exist within the person while destroying the increasingly dominant experience of a "bad parent," bad self and lowered self-esteem. Thus, suicide is an attempt to destroy the bad parts of the self while preserving good experiences. 

D. Clinical example 

The example of the woman presented under Freudian theory could be re-conceptualized using Kleinian theory. One motivation would be, to kill the increasing sense of herself as angry and out of control like her "bad" internalized father, and to preserve the view of her as a competent and dedicated teacher and a good wife which, in fact, she was, -- the "good" internalized psychological experiences.

E. Treatment approaches based on Kleinian theory

1. Help the patient become consciously aware of the "bad" psychological experience he or she is trying to eliminate from himself or herself.

2. Help the patient develop more positive and benign internal psychological states.

V. Ego Vulnerabilities Model developed by Smith and Eyman

A. The Ego Vulnerabilities Model posits that everyone has a life fantasy. A person’s life fantasy involves the expectation of him or herself and others about how self-esteem and nurturance are obtained and maintained. 

1. For example, someone’s life fantasy might entail the belief that he or she is a good clergy person and officer in the military, and a caring spouse and parent. These components are related to how the person maintains self-esteem and the activities through which he or she receives rewards, nurturance, and validation from others.

2. The life fantasy is a central organizing principle about how an individual views self and others. Most people’s life fantasies are broad, multifaceted, and flexible. When life presents people with situations that threaten the life fantasy, they need to readjust their views of themselves and the world.

3. Retirement is a common example of a life situation that often causes males to readjust their life fantasy. For many males, their occupation such as being in the military or being a clergy member, is essential to their self-esteem. When this is no longer available due to retirement, new avenues for maintaining self-esteem need to be found. 

B. Suicidally vulnerable individual’s life fantasy

1. The suicidally vulnerable individual’s life fantasy is limited, unrealistic, and rigid. It is as if the individual has all the eggs in one basket. Thus, when life situations invariably arise that cause for readjustment of the individual’s life fantasy, the person is not able to do so and feels increasingly hopeless. 

2. As a clinical example, a woman who made a serious suicide attempt gave a Rorschach response of, "belle of the ball." This response poignantly conveyed her life fantasy, that is, to be the center of attention, attractive and vivacious, adored by others who envy her social skills. She made a serious suicide attempt as she began to feel "old" and "unattractive" and was not able to readjust her life fantasy to find other avenues of maintaining self-esteem and nurturance. 

C. The purpose of suicide is to destroy the internal representation of what is threatening the individual’s cherished hopes and beliefs about the self and the world (the life fantasy) and to preserve the life fantasy. For the "belle of the ball," the purpose of her attempted suicide was to destroy her perception of herself getting older and deteriorating physically, and her growing envy of others whom she perceives as rivals for adoration. In addition, the motivation for suicide also involved an attempt to preserve her view of herself as the "belle of the ball." 

D. The necessary conditions for suicide

1. A narrowly defined, unrealistic, and fragile life fantasy

2. An event that seriously jeopardizes the individual’s cherished beliefs about themselves and the world (the life fantasy).

3. An acceptance of death as a way to resolve this dilemma.

E. Treatment approaches based on Ego Vulnerabilities model

1. Help the patient mourn the unrealistic nature of how they maintain self-esteem and receive nurturance.

2. Help the patient develop more appropriate and realistic avenues to maintain self-esteem and nurturance. 

3. Help the patient develop a more flexible and realistic life fantasy.

Assessing Suicide Risk: Guidelines for Military Chaplains 

Bede J. Healey, O.S.B., Ph.D.

The Menninger Clinic

I. Myths About Suicide

In understanding and assessing suicide risk, it is important to look at some of the myths held by the general public regarding suicide.

A. People who commit suicide are crazy.

Not everyone who commits suicide is mentally ill, although a majority carry a psychiatric diagnosis. More to the point, people often assume that individuals who commit suicide are crazy or psychotic. They may be undergoing extreme emotional turmoil, but many would not be described by the general public as crazy.

B. Good circumstances prevent suicide.

A good life or a good home environment does not in and of itself prevent suicide. Suicide cuts across all socioeconomic classes, races, age, and sex. Although the frequency of suicide does vary with groups, no single group is immune to the tragedy of suicide.

C. People who talk about suicide will not commit suicide

People often assume that those who talk about suicide will not commit suicide. This is not true. They almost invariably give warning signs and clues. Unfortunately, these are not always recognized.

D. People who threaten suicide, cut their wrists, or do not succeed at other attempts are not really at risk for suicide.

A commonly held myth is that those individuals who threaten suicide or attempt it but do not succeed are not at risk. It is sometimes also stated that, if a person really meant to commit suicide, he/she would actually do it. This is not true. The majority of those who do end up killing themselves have a history of previous suicide attempts. All attempts must be taken seriously.

E. Talking about suicide with people who are upset will put the idea of suicide into their heads.

Another commonly held myth is that bringing up the subject of suicide to people who are upset will put the idea "in their head." Suicidal thinking and action is much too complex a process to be triggered simply by bringing up the topic of suicide. By bringing it up and exploring it with an individual, you can give the person permission to talk about their feelings about it. For individuals in great turmoil, it is seldom a novel idea to them. 

F. People who are deeply depressed do not have the energy to commit suicide.

There is also a myth that deeply depressed individuals do not have energy to commit suicide. It is important to understand that the depth of depression is subjective and hard to assess. Individuals do kill themselves when they are depressed and especially when they have begun improving from their depression. Therefore, repeated and frequent assessment is indicated.

G. People often commit suicide without warning.

Another myth is that people often commit suicide without warning. There are often many signs, and it is important to be alert to these warning signs.

II. Myths Held by Professionals 

A. Improvement means the risk is over.

Some believe that improvement means the risk is over. This is not necessarily true. As indicated above, a decrease in depressive affect may allow people to have more energy so that they can commit suicide, or an improvement may reflect a decision on the part of the person to kill himself or herself. 

B. If someone survives a suicide attempt, it must have been a manipulative act.

A second myth assumes that an individual who survives an attempt must have been engaged in manipulative behavior. This is not true. There are numerous motives for suicidal attempts. It may be

· a form of problem solving 

· a cry for help 

· punishment 

· a means of expressing anger and pain

It is important to understand what problem the individual is trying to solve through suicide. 

C. Do not reinforce pathological behavior by attending to vague references about suicide.

A third professional misconception is that it is not a good idea to reinforce pathological behavior by attending to vague references to suicide. This is sometimes the result of a fear of being manipulated by the individual. However, it is important to remember that the individuals are ambivalent and often ashamed about their suicidal thoughts or feelings. They alternate between wanting to avoid detection and interference in their suicidal plans and the wish to be saved. It is important to attend to vague references of suicide and explore them carefully. Consultation with appropriate mental health professionals is advisable.

III. The Importance of Effective Assessment 

A. Effective assessment helps cut down on guesswork. 

It allows an individual to work towards understanding the meaning of the suicidal behavior and then design and implement appropriate interventions.

B. Effective assessment reduces confusion and disagreement among various helpers.

It provides a common base from which all individuals can operate.

C. Effective assessment decreases the helper’s sense of anxiety, guilt, and responsibility.

Thorough assessment helps assure that all important areas are covered. It allows an individual to work towards understanding the meaning of the suicidal behavior and then design and implement appropriate interventions.

D. Effective assessment assures that the individual receives appropriate treatment.

This of course, is the goal of the assessment process. It allows an individual to work towards understanding the meaning of the suicidal behavior and then design and implement appropriate interventions.

IV. Four General Groups of Self-Destructive Individuals

A. Those who complete suicide. 

This group is defined as individuals who engage in a fatal act which is self-inflicted and is carried out, knowing that death is irreversible.

B. Those who threaten suicide. 

There are many reasons for these suicidal threats. They will often be talked about in vague ways and at other times the individuals will have very specific plans. Anyone who threatens suicide should be taken seriously.

C. Those who have made attempts. 

These suicide attempts are defined as non-fatal, self-inflicted attempts with the intent of self-destruction. This group is significantly different from other individuals who suffer from mental disorders in which they engage in self-injury and self-mutilation. For these latter individuals, their intent is not self-destruction as is the intent of those who make suicide attempts.

D. The chronically self-destructive individuals. 

These individuals may use drugs and have long-standing personality disorders and pervasive maladaptive ways of living and relating with others. These individuals often develop, over time, a loss of hope, a loss of will, and a loss of inner resources to live. 

V. The Threshold Model for Understanding Suicidal Behavior 

This model has been developed by Susan Blumenthal, M.D. and is a very useful model to keep in mind when performing any assessment of suicidal risk. In general, this model states that there are predisposing factors regarding suicidal behavior as well as risk factors regarding suicidal behavior, and these are then balanced with protective factors. The particular mix of predisposing, risk, and protective factors is then weighed against the current precipitating factors in an individual’s life. If the mix of predisposing, risk, and precipitating factors outweigh the protective factors, then threshold is reached and suicidal behavior is likely to occur. What follows are more detailed descriptions of this threshold model.

A. Predisposing factors

1. Biological factors and medical illness

1. Medical illness increases the risk for suicidal behavior. Fully 50% of all completed suicides had some component of medical illness associated with them. There is some indication that a lowered level of 5-hydroxyindoleacatic acid (5-HIAA), a chemical substance found in the cerebrospinal fluid, is associated with violent suicides. However, it is also lowered in a number of physical illnesses. It does, however, point to a possible biological contribution to suicide.

2. Family history

1. A family history of suicide may lead to the possibility of modeling behavior such that people consciously or unconsciously follow in the path of their suicidal relatives.

3. Personality traits

1. There is some evidence that patterns of impulsivity are found more frequently in individuals who have suicided than in the general population. Besides impulsivity, hostility and depression have also been associated with suicidal behavior. The triad of impulsivity, hostility, and depression is a significant risk factor in suicidal behavior

B. Risk factors

1. Environmental factors and suicide exposure

1. These include environmental factors; that is, elements from the person’s social or economic milieu. Disruptive living and work life, increasingly difficult life situations and important losses, especially early losses in one’s life can increase the risk for suicidal behavior. For adolescents, being exposed to the suicide of another can increase their risk for suicide. 

2. Psychiatric diagnosis

1. In addition, carrying a psychiatric diagnosis also increases the risk for suicidal behavior. Fully 90% of all individuals who commit suicide carry a psychiatric diagnosis. Individuals with affective disorders, schizophrenia, or substance abuse are at greatest risk.

C. Protective factors

1. Cognitive flexibility. 

1. This is the opposite of the cognitive rigidity often seen in individuals who are suicidal. Cognitive flexibility entails the ability to consider alternative viewpoints and to have at hand a wide variety of problem-solving skills and approaches. 

2. Social supports

1. Strong social supports also tend to be a protective factor. Indeed, the social structure of an individual’s life can be very important in dealing with suicidal thoughts and feelings. 

3. lack of precipitating life events

4. no significant losses

5. a sense of hopefulness

1. The ability to maintain hope can be a powerful protective factor.

6. treatment of psychiatric disorders

1. Individuals seeking treatment for their difficulties can have a measure of protection from suicidal behavior as a result of engaging in treatment. However, just because they are in treatment does not mean the risk is eliminated.

D. Precipitating factors

1. Availability of method

2. Humiliating precipitating life event

1. The combination of these two factors, availability of method and a humiliating precipitating life event, can cause an individual to reach threshold and lead to suicidal behavior.

VI. Fifteen Common Single Predictors of Suicide

In addition to keeping the threshold model in mind, it is important to note that researchers have identified 15 elements that can predict suicide. The literature indicates that these 15 components have been associated with increased risk for suicide. They are listed as follows, and this summary has been put together by Maris (1992): It is important to note that this is not an exhaustive list. The armed services keep detailed statistics regarding suicide and these should also be consulted so that the risk factors most salient for your specific population can be identified and monitored. 

1. Mental disorders. 

1. Again, many individuals who commit suicide have a psychiatric diagnosis. Individuals with affective disorders, schizophrenia, and personality disorders are at most risk. It has been estimated that 15% of individuals with depression will eventually commit suicide and that 2/3 of all individuals who have committed suicide had a depressive component to their illness. Living alone and suffering from insomnia increases the risk. In general, carrying a diagnosis of a mental disorder increases risk as well. The rate for suicide in the general population of the United States is 12.1 per 100,000. For those carrying a psychiatric diagnosis, the rate is between 120 and 150 per 100,000.

2. Alcoholism and drug abuse. 

1. Both of these are major predictors of suicide. Some studies indicate that, on average, 18% of all alcoholics eventually commit suicide. The disruption in the interpersonal relations and social supports of alcoholics is likely to contribute to their suicidal behavior. 

3. Ideas about suicide and suicidal talk. 

1. Perhaps 80% of all individuals who committed suicide gave clues of their suicidal intentions. It might be important to pay attention to individuals making out new wills or updating their wills, writing out new or altering their life insurance policies, giving away important possessions, or talking about death or suicide. It may also be important to notice any changes in their religious beliefs or their religious practices. Is there an increasing preoccupation with suicide or with the notion of life after death? These ideas should be explored further.

4. Prior suicide attempts. 

1. Individuals who have made an attempt in the past are much more likely to commit suicide. 

5. Lethality of methods. 

1. The more lethal the method chosen by the individual, the more likely that the suicide will be completed. Use of firearms and hanging are very lethal methods while drug overdoses can be less lethal.

6. Isolation and loss of support. 

1. Positive social interaction tends to protect an individual. Negative social interaction or loss of social connections can increase the risk for suicide. Isolation is a key element. Suicide is the leading cause of death in both jails and hospitals, according to Maris (1992), and is thought to come about because of the intense isolation. 

7. Hopelessness and cognitive rigidity. 

1. Some researchers believe that hopelessness is a better predictor of suicide than simple depression. Hopelessness, coupled with cognitive rigidity or "tunnel vision" increases the risk for suicide.

8. Age, race, and sex. 

1. Although everyone and every group is susceptible to suicide, recent research indicates that older, white males are currently experiencing an increase in suicidal behavior. 

9. Modeling behavior and a history of suicide in the family. 

1. Eleven percent of all individuals who have committed suicide had a close relative who also committed suicide. This may be due to genetic influences or modeling behavior. 

10. Work problems and economic situations. 

1. Fully one-third of all individuals who committed suicide were unemployed at the time of their death and had an erratic work history. Product work or life may protect people against suicide.

11. Marital problems and family pathology. 

1. Individual who are married and have a family tend to be at less risk for suicide. Single individuals and those divorced or widowed have a greater risk. 

12. Stress. 

1. Negative life events can significantly increase the risk for suicide. Humiliating life events, especially those that contribute significantly to loss of self-esteem, ongoing legal problems, and loss of status tend to increase the risk for suicide.

13. Anger and aggression. 

1. Suicide is a violent act and requires some element of aggression. This tends to be directed towards one’s self and, as Dr. Karl Menninger stated, suicide is "murder in the 180th degree;" that is, it is the anger and murder turned from others against one’s self.

14. Physical illness. 

1. Almost 40% of those who have committed suicide had a significant physical illness. 

15. Comorbidity and interaction of factors. 

1. Here, Maris points out that the greater the number of these predictors of suicide apply to an individual, the greater risk there is for suicide. Please refer to his book for more detailed information. 

VII. Religion and Suicide

A. It is important to consider the role of religion in assessing suicide risk. The research does not indicate that there are real denominational differences. Historically, it does appear that church membership has lowered the suicide rates in large American cities, and a higher sense of religiosity in general is associated with a lower instance of suicide. 

B. The bottom line here is that those religious groups that facilitate friendship ties and provide a source of social support help reduce suicidal risk. 

VIII. The Role of Affective Communication Techniques in Suicide Risk Assessment

A. It is one thing to know what to look for as regards suicidal risk. It is equally important to communicate effectively and appropriately with the individual. The following table highlights 11 techniques of communicating and provide a basis for understanding general interviewing techniques.

_________________________________________________________________

FACILITATION is verbal or nonverbal communication that encourages elaboration.

OPEN-ENDED QUESTIONS are requests stated in general terms.

DIRECT QUESTIONS are those that ask the patient for specific information.

SUPPORT comprises both verbal and nonverbal expressions that indicate the interviewer’s interest and concern and willingness to help the patient

EMPATHY is communication that expresses understanding of and sympathy for the patient’s feelings and the patient’s need to express those feelings

REFLECTION is a response from the helper that repeats, mirrors, or echoes a portion of what the patient has just said

SILENCE is a nonverbal communication that may express a range of responses form total disinterest to active concern.

CLARIFICATION is a response that asks the patient for further information and explanation.

CONFRONTATION is a technique that brings the patient face-to-face with or calls attention to some aspect of his or her behavior, appearance, or manner including inconsistencies and contradictions in what the patient has said.

SUMMATION reviews the information that has been given by the patient.

INTERPRETATION is a formulation by the interviewer of data, events, or thoughts into terms that make the patient aware of their interrelationship.

_________________________________________________________________

Source. Adapted from Hendren (1987, 1990) and found in Blumenthal and Kupfer, (1990).

B. Successful interviewing requires knowledge and experience in these various communication techniques. It is a good idea to practice these communication techniques so that they can become part of your communication repertoire. 

IX. Interviewing

In addition to knowing the risk factors and knowing how to interview, it is important to know the types of questions that are useful in assessing suicide risk. Fremuw, dePerczel, and Elli (1990) provide a listing of 25 direct interview questions that might be used in an interview process. Some of these are:

1. Have you ever felt depressed for several days at a time?

2. During this time, have you ever had thoughts of killing yourself?

6. How often have these thoughts occurred?

8. Have your thoughts ever included harming someone else in addition to yourself?

13. Recently, what specifically have you thought about doing to yourself?

17. Have you thought about what effect your death would have on your family?

20. More specifically, what are your feelings about religion, suicide, and God?

22. What are your thoughts about other reasons for living and staying alive?

23. What help could make it easier for you to cope with your current thoughts and plans?

25. How does talking about his make you feel?

Please see the text for further discussion of the use of these questions. 

It is often a good idea to begin by using a graded approach. That is, begin by talking in general terms about how life is going for the person. Inquire about whether life seems worth living, if he or she is feeling depressed, his or her sense of hope or hopelessness, and desire for life or death. This can then be followed by questions about whether an individual has thought about suicide and then can move to more specific, direct questions (such as those listed above) about previous attempts, current plans, availability of social supports, and the desire for help. A graded series of questions might go like this:

How has the future been looking to you lately?

Have you felt so bad or so low lately that you had thoughts like "why bother with life" or "life is not worth living?"

Have you found yourself having gloomy or morbid thoughts more than usual lately, or the thought of death?

Have you has thoughts lately that you might be better off dead?

Have you had thoughts of harming yourself or taking your life?

How serious are these thoughts?

Do you have a plan?

Have you been making plans to kill yourself?

The particular questions used should be based on your knowledge of risk factors for suicide. It is important to work towards developing and maintain a sense of rapport with the individual so that you can encourage the person to talk about their suicidal feelings. It is of utmost importance to communicate to the individual with whom you are talking a clear sense that you want to explore this issue concretely and objectively. You do not want to come across to the individual as though you are afraid of talking about suicide. This will only prevent the person from talking with you. It will not allow for a full and complete assessment.

A videotape entitled, "Assessing Suicide Risk," (Healey, 1993) summarizes the information in this section of the manual and provides a role play of a interview of a suicidal individual. It could be used as a review of this part of the material and also can provide a demonstration of an interview process. The videotape also includes a detailed discussion guide that can provide useful questions for discussion with the groups to whom you make the presentation. 

X. Conclusion

Assessing suicidal risk is a necessary but complicated, complex process. As chaplains, you may be the first to hear about someone’s suicidal feelings. This overview of risk assessment issues can be helpful to you in assuring that individuals at risk are seen by mental health professionals. If there is any doubt, consult with a mental health professional. 

Once the level of suicidal risk has been assessed, then appropriate crisis intervention models need to be considered. These will be covered in the next section of the manual.

Crisis Intervention With Suicidal Patients

Bequer Benalcazar, M.D.

The Menninger Clinic

I. General Characteristics Of The Suicidal Patient

Not all suicidal patients are the same. Nevertheless, once a person has reached the decision to kill himself or herself, either impulsively or in a premeditated fashion, this person has reached the point of being unable to exercise any kind of emotional autonomy. This type of person also puts himself or herself in the position of excessive and unrealistic overdependency on resources external to themselves. The suicidal person suffers:

· Enormous fears of disintegration of the self (who one is) and the suicidal or self-destructive act becomes a nonadaptive solution in order to avoid psychological pain 

· Unbearable guilt and worthlessness 

· Unbearable shame 

· Unbearable aloneness

In general, the suicidal patient has passed the point of conscious anger or sense of loss, reaching a stage of utter lack of hope, extreme paralysis and helplessness with the accompanying lack of sense of future. The suicidal patient does not necessarily exhibit signs of depression or anxiety or disorganized thinking (craziness).

II. Personality Styles Of The Suicidal Patient

A. The dependent, dissatisfied suicidal type. 

This is a person who is easy to identify. They are quite dramatic in the way they present their difficulties. They can come across as being excessively dependent, childish, dissatisfied and, in general, they can be quite exacerbating to others. They can be a pest, a nuisance, behaving as a spoiled child. Nothing seems to please them and their behavior has the mark of manipulation with unreasonable demands from others. They go through a long series of wives, husbands, friends, relatives, doctors, clinics,and hospitals looking for others to cater to their every wish. They feel mistreated and constantly tell the world that they should be loved, but that nothing will do any good. Knowingly or unknowingly, these people will try to be rejected by others by making use of their irritating behaviors. When they feel understood, immediately they will try to push others away while complaining of their lack of understanding and care. These people want this rejection as much as the love and the spoiling of others. They want closeness and invite control while at the same time saying, "I will not let you love me, but I won’t tolerate your help. If you don’t do things the way I want to, I will kill myself." Patients in this group will usually die accidentally. These are the chronic self-cutters who are constantly threatening to kill themselves with the use of not necessarily extremely lethal procedures, to the point that we can easily end up disregarding their cry for help.

B. Dissatisfied symbiotic suicidal type. 

The dissatisfied symbiotic is difficult to recognize but easy to help, in contrast to the dependent dissatisfied who is easy to recognize and difficult to assist. This kind of person accepts help from others and tries hard to do well in society. The major problem is identifying him or her since they appear to be superficially normal. These persons have a limited understanding of themselves, but environmental manipulation and provision of external support is an effective tool in order to prevent suicide. These persons can make use of helpers. Nevertheless, this is the kind of patient who will require intensive ongoing help. They can easily become suicidal if they perceive that the outside support is going to be withdrawn from them. These people tend not to openly complain about their pain and the suicide can come as a shocking and dreadful surprise. These are well-behaved, good people, constantly clinging to a single person as if they were momma’s little children. Life is not worthwhile without this other person. Although this is usually the spouse, it might be a child, a relative, a job situation, an institution, the boss, or the minister or chaplain. This kind of patient is very skillful in concealing his or her dependency on relationships to others. This clinging and compliance with others can be rationalized by showing the facade of the "faithful spouse or hyperdevoted citizen." It is important with this type of patient that once we have developed a relationship we should try to maintain it and not to transfer him or her to the care of others unless this has been carefully negotiated with the patient and after we have made clear the nature of the ongoing support. Under no circumstances should we give messages of rejection. Certainly this is the kind of patient who will not tolerate abandonment.

C. Unaccepting suicidal type. 

The unaccepting person has a lifelong pattern of directly controlling the environment and cannot submit his or her will to another. This type of person rejects help from others even during situations in which the normal person would gladly accept a helping hand. This type of person has a long history of independence, actively modifying and arranging the environment, often with a great deal of competence. This kind of person has a driven quality with the constant need for control of the environment, mainly the control of other people. While the nonsuicidal person can flexibly relinquish control and modify his or her own reactions should circumstances require it, the unaccepting suicidal type tries beyond reason to master the situation and will literally die before he or she gives up. These are individuals whose self-esteems are quite fragile and easily they can feel criticized and injured in their narcissistic needs. They are quite dependent on others for the fulfillment of their self-esteem, but this is something they do not want to recognize. These are people who are very grandiose about themselves. Their lives are driven in search of status and prestige at the expense of others who usually are important to them only as long as they can be manipulated to serve their own purposes. These are people who can be excellent charismatic leaders. The characteristics of the unaccepting suicidal type include:

· A high level of physical activity. 

· A driven need to control and direct the environment. 

· Resistance to direction from external sources even though it might be quite sensible to accept such control. 

· Denial of depression, physical illness or any other inability or difficulty in mastering the environment. 

· A lack of clear separation between the environment and themselves. These are people who constantly and restlessly search for a secure sense of identity and a sense of good self-esteem which can only come from the outside. Internally, they cannot self-regulate. 

· A constant drive toward superiority and achievement, but successes seem not to bring satisfaction. 

· A life fluctuating between success and failure. They are either on top or at the bottom. It is important in the process of relating to these people to maintain and be aware of the need for positive feedback. Helpers can be nuisances that easily are going to threaten their omnipotent views of themselves. These are people who easily can kill themselves under the pressure of enormous shame. Once they have made up their minds, they tend not to communicate their suicidal plans to others. It is important to approach them with a great deal of tactfulness, not disregarding their enormous need to save face and maintain their self-esteem. These are patients who easily can feel infantilized and devalued.

III. Crisis Intervention

A crisis is a temporary state of disorganization characterized by the individual’s inability to cope with a particular situation such that the person cannot use the customary methods of problem-solving. A crisis is a response to a hazardous external or internal event that creates an internal reaction which is experienced as threatening to the psychological well-being of the individual. A crisis is time limited and has the potential of resolution to higher or lower levels of functioning. Do not forget that a crisis is really an opportunity for further growth. The resolution of a crisis depends upon a number of factors:

· Severity of the precipitating event 

· Individual personal resources (nature and characteristics of the recipient of the crisis) 

· Individuals’ social resources

A. Steps in crisis interventions:

Suicidal patients are in general difficult to reach due to their inherent hopelessness, helplessness, and disregard for the other person whom they see as unable to provide a solution for their pain. It is important to keep our minds open to our own reactions to patients’ difficulties.

· We can hate and feel angry at the patient who manages to recreate in the treater their own sense of hopelessness, helplessness and futility with the consequence that in a subtle fashion we can end up rejecting the patient or assuming a position of emotional distance which the patient uses as proof that, in fact, he or she was right in his or her view of the world and of the circumstances surrounding the wish to die. 

· The suicidal patient can induce in us a feeling of identification with his or her reason for the suicidal wish to the point that treaters can find themselves actively justifying the suicidal act by thinking that if they were in the same circumstances, they also could kill themselves. Treaters need to empathize with the pain of the patient without having to lose the sense that the helper is different and not identical to the patient. 

· Under the impact of the patient’s pain, we could end up assuming a position of "rushing with a solution" or passively avoiding to know in detail the nature of the patient’s pain and his or her reasons for the suicidal wish, very much trying to avoid being flooded by the psychological pain of the patient. 

· As a response to the patient’s lack of control of his or her situation, treaters can come across as actively wanting to provide all the solutions to the person by doing things, ordering the patient to the point of infantilizing him or her, robbing the patient of his or her autonomy and ability to exercise control over the patient’s behavior. The self-esteem of the suicidal patient is quite "shaky and vulnerable" and infantilization does not make it better. 

· Suicidal patients have difficulty accepting their own aggression, as well as letting others see the extent of their anger. Treaters should give the message that they are not afraid of the patient’s violent wishes by openly talking about the reasons for the suicide, and should mention to the patient the violent and angry nature of the suicidal threat. 

· During the work with the suicidal patient, treaters need to keep in mind that they cannot do it all. In other words, the "furor curandis" can get out of control and the treater’s omnipotence will tend to make him or her the savior of the other in a way that the person who is trying to deal with the crisis of the patient will not take care of the necessary referrals to other professionals.

To summarize, the treater in charge of the crisis intervention should be someone whose job is to trigger a process of mobilization of the strengths and potentialities of the patient as well as a mobilization of the external social supports by making use of other professionals, psychiatrists, social workers, nurses, community workers, friends, and family.

B. Components of psychological first-aid or crisis intervention:

1. Making psychological contact. 

The patient should be approached with a matter-of-fact attitude, avoiding messages that can be interpreted as if someone superior to him or her is there to provide a solution for personal problems or to read the patient’s mind. Certainly, we should not give the message that we have preconceived ideas about the patient. The style should be of a cordial, one-to-one interaction, respectful and without any nuances that could indicate blame or the use of guilt as a tool for control of the suicidal behavior. Keep in mind that it is important to engage the patient in order to replace the punitive internalized judge that most suicidal patients carry inside of themselves while trying to build an internal friend inside of the patient.

2. Examining dimensions of the problem. 

Carefully, we need to know about recent losses that the patient could have sustained, the presence of depression, anxiety, isolation and withdrawal. It is important to find out about the presence of hostility, hopelessness, disorganization of the patient’s thinking, as well as a history or presence of alcohol or drug abuse. Regarding the suicidal plan, we need to be open and ask for the method of the plan, the availability of the plan, the time and place, as well as assess the lethality of the plan. It is important to ask the patient about written notes that he or she could have left, wills, or possessions that the patient could have given away. As long as the patient cooperates and gives us the opportunity, we should not shy away from asking details about current relationships with others, difficulties with his or her sexuality, his or her work, his or her relationships with the spouse or children, as well as questions regarding previous suicidal attempts or history of suicide and depression in the family.

Regarding teenagers and adolescents, it is important to look for unexplained changes in their behaviors, difficulties with their academic performance, girlfriends, boyfriends, relationships with their parents. While we are doing the assessment of the problem, we should be alert to recognize the presence of physical illness, as well as the degree of isolation from others. Patients who have just learned they have cancer or AIDS tend to commit suicide without letting others know of their physical ailment.

3. Exploring possible solutions. 

It is important to help the patient realize that he or she is not alone and there are external supports as well as internal resources that can be used to overcome the crisis.

4. Assistance in taking concrete action. 

The treater dealing with a crisis should be able to actively do things by contacting others such as relatives and previous treaters, as well as personally developing plans for hospitalization or even making appointments when the patient is too immobilized to take control of these steps.

5. Follow-up.

This is an aspect that needs to be seen as an integral part of the intervention. Once things look better or even after the patient has been referred to someone else, it is important to provide him or her with a sustaining and holding sense of concern and connectedness.

Crisis Intervention: Do and Don’t

PRIVATE

DO
DON’T

Contact
Listen carefully.

Reflect feelings and facts.

Communicate acceptance.
Tell your "own story" yet.

Ignore either facts or feelings.

Judge or take sides.

Dimensions of Problem
Ask open-ended questions.

Ask person to be concrete.

Assess lethality.
Rely on "yes or no questions."

Allow continued abstractions.

Ignore danger signs.

Possible Solutions
Encourage brainstorming.

Deal directly with blocks.
Allow tunnel vision.

Leave obstacles unexplored.

Tolerate a jumble of needs.

Concrete Action
Take one step at a time.

Set specific short-term goals.

Confront when necessary.

Be directive if and only if you must.
Attempt to solve it all now.

Make binding, long-term decisions.

Retreat from taking responsibility when necessary.

Follow-up
Make a contract for re-contact.

Evaluate action steps.
Leave details up in the air, or assume that the client will follow through on things on his/her own. Leave evaluation to someone else.

IV. Characteristics Of The Chaplain As A Counselor For Patients In Crisis:

The chaplain, as counselor for individuals in suicidal crisis, finds himself or herself in a unique position from that of other helpers.

The minister can make use of his or her enormous symbolic power, keeping in mind that he or she represents the deity with all its theological meanings. Needless to say, while this is an advantage, it can also be a difficulty when a minister, with all of his or her power, ends up in a subliminal fashion introducing more guilt to the patient in crisis.

While other mental workers cannot afford to directly "intrude" and approach patients, the pastor is free to contact people in crisis and exercise his or her own initiative in order to explore their difficulties.

The minister enjoys the advantage of having maintained a counseling relationship with members of his or her community as well as being able to easily maintain a post-counseling relationship and a continuity of care with a parishioner.

The minister can mobilize the community of faith, meaning the church, as a group in order to be used as one more aspect of external support.

Family Issues in Suicidal Behavior

Patricia Henry, M.S.W.

The Menninger Clinic

I. Reasons For Suicidal Behavior

A. Introduction: Attachment Theory

Attachment theory has become an overarching principle in the field of psychiatry and psychotherapy for understanding human behavior. Margaret Mahler was one of the early spokespersons of this theory. She developed her ideas from watching toddlers and their mothers in a nursery room setting. By observing the interactions between the children and their mothers, she developed the concept of separation and individuation. She theorized that in the early phase of infancy the child’s experience of self was "autistic," meaning that the senses of the child were not cognitively developed enough for the baby to have a sense of self separate from its mother. This then later developed into the symbiotic phase where there was a little bit more of a developing sense of mother and infant, but again not a separateness between the two. The experience was one of all good while sucking the breast or all bad when feeling hungry or wet. Gradually this separation developed as the child began to maintain greater control over its own body and began crawling and later walking. The child would a develop a sense of self separate from its mother as the toddler moved away from mother and be able to look back and see her there watching him or her. Gradually an individual would develop a clear sense of one’s self with a clear internalized sense of parental nurturing that would allow the child to sooth itself when upset and to separate out both the good and bad aspects of self and others.

These concepts were expanded upon by Boulby and Ainsworth, who again observed interactions between young children and their mothers. They outlined three patterns of attachment: a) the secure attachment where the child looks for comfort and generally gets it, b) an anxious resistant attachment where a parent is very inconsistent in their response to the child so the child becomes clinging and has an increased anxiety about being separated, and c) an anxious avoidant attachment where the parent was not available and the child has to develop a sense of pseudo independence, knowing that he or she cannot rely upon the parent.

B. Attachment Theory and Couples

These concepts of attachment are important in thinking about individuals’ risk for suicide. Generally people who did not experience a secure sense of attachment in their early childhood are more at risk for becoming suicidal. People also tend to seek out partners in their adult lives who have similar patterns of attachment. For example, some couples that you know may have a clear sense of their own differences and an ability to spend time together and away from each other, coming together and separating without a great deal of anxiety. Some couples cling to each other as if they were attached at the hip. Any threat of separation can lead to a great deal of anxiety for one or the other. Other couples maintain a relationship in which each is so separate they have parallel lives. He does his activities and she does hers, and there is not a sense of closeness between them.

C. Attachment to Institutions

In a similar way, people bring their early experiences of attachment to the institutions that they become involved with. For example, some people in the military have a clear sense of what the institution can provide them and what it cannot. If the institution stops meeting their needs, they look for changes that they can make in order to increase their level of satisfaction. Other people may look to the institution to meet certain unconscious needs, and as these needs are not met, have greater anxiety about making a change but continue to hold tightly to what they know. For example, if the institution introduces a great amount of change, these people will be more resistant to embracing the change. People with an anxious avoidant style of attachment could be a part of an institution like the military but not use services available, keeping themselves always at a distance from its social supports and probably expressing some disdain for people who rely on social services within the institution.

Reviewing the list presented later of the unique aspects of life in the military service, the ongoing issue of separation and reunion presents a clear challenge to the individual and the family for mastering these transitions within the context of their own individual development and the development of the family. When people become suicidal, it is often in response to a great many losses that become overwhelming in the context of their own style of adaptation to loss and change.

(Note: Child can attach to each parent differently

Bowlby’s book, The Secure Base is fairly recent and comprehensive if you wish to read further on this. 

By end of first year attachment styles are defined

By end of third year attachment style becomes internalized and child relates to others in the same pattern as with parents 

Abuse—often occurs when mother and infant are separated in first few days of life)

D. Stages of the Couple’s Development:

1. the honeymoon (sameness) symbiosis

2. the disillusionment—differentiation

3. practicing; exploration—who am I separate from the relationship

4. mutually interdependent relationship

Many couples never move into the differentiation

E. Stages of the Family’s Development

1. the two of us

2. the three of us

3. increased separation/independence of children

4. getting children launched (often will collide with leaving the military)

5. the two of us again

6. growing older—generativity

F. Unique Aspects of the Life in Military Service

1. Frequent separations and reunions—with many details sometimes secret and length often contingent upon world crisis situations

2. Regular geographic and household relocations—with disruptions of friendships, activities, schooling, employment of other family members, and often the total cost never completely reimbursed

3. Living life under the dictum that the mission must come first

4. The need to adapt the family’s natural growth and spontaneity to the rigidity, regimentation, and conformity demanded by the job and the nature of the military

5. The specter of early retirement for the career fighting man in comparison with his civilian counterpart in the same age group

6. The omnipresent rumors and background threat of loss by death, injury, or capture during a mission.

7. Feelings of detachment from the mainstream of non-military life around them, due sometimes to the isolated nature of some duty stations and often owing to the overt or covert discrimination by the surrounding population

8. The security of knowing that a vast system exists to support them in meeting their needs for survival

9. The ability to look forward to work that involves travel and adventure in different parts of the world as their association with the military system continues

10. The knowledge that they may not have to face or completely deal with a difficult situation in one place because they may be leaving there soon

11. The effect of a certain rank or rate on social pressures, family, and individual stressors

12. The feeling of some lack of personal control over pay, promotion, and other benefits

Ridenour, Richard (1984). The Military, Service Families, and the Therapist. In F. W. Kaslow and R. J. Ridenour (Eds.) The Military Family, Dynamics, and Treatment (pp. 1-17). New York: Guiford Press.

II. Assessment Of Risk From A Family Perspective

A. Characteristics of Families with Suicidal Potential

Families that have an inability to accept necessary changes are more at risk for one member of the family to become suicidal. A well functioning family will be able to tolerate the separations and reunions that occur within the family when the military personnel is given orders to a far-off land and the family has to stay at home until they can be reunited. Generally, family members will allow for the person who is gone, take up some of that person’s responsibilities and cope without them, and then tolerate the change in roles when the individual returns. Within a couple, conflict can arise, for example, when a man who is in the military marries a woman who is very attached to her family of origin. If the wife’s family of origin has certain crises such as the wife’s father developing an Alzheimer’s condition, her early attachments may be severely threatened by her later relationship with both her husband and his active duty in the military. Families also develop a capacity to engage in a mourning process. They are able to talk about the comings and goings as they occur. The parents are able to support their children in their attachments to school, their friends, and their activities when they pick up and move to another environment. The parents are sensitive to their children’s mourning processes and firmly support them in working through the loss through each move.

Some families have a disturbed family structure where they become rather isolated and defend against contact with people outside of the family. This kind of family is less likely to use support services and may set itself up as an island rigidly defending against contact with outsiders. This kind of family structure does not allow its family members to use people outside of the family. When conflict inevitably arises, a family member can easily become symptomatic.

Sometimes in a couple the psychological development of one member will progress faster than the other. This can lead to an unbalancing of a previously balanced relationship. For example, when the man in active duty goes off to serve in another country, his wife may find the year of separation a time of strengthening her sense of self. The husband then returns and finds a wife who is somewhat different than the one he left. Conflict begins to unfold when he is not able to tolerate her changes. Sometimes this unbalancing can get expressed through a child who begins to act out in some way, getting into trouble or having problems in school. The parents then can become focused on the problems of the child, avoiding their own difficulties in their marital relationship.

Families with a history of depression, alcoholism or drug abuse are more likely to develop these problems themselves. Adolescents often will express depression through rebelliousness and irritation with their parents. When interviewed closely, the adolescent may have many common vegetative symptoms of depression such as not sleeping well, having a poor appetite and poor concentration. The symptoms are often not seen by the parents because the adolescent will present in a very bristlely, reactive way of communication.

Finally, some families develop a great many poor communication patterns. Parents may have a number of secrets about their own histories or members of their families. Over time, the secrets become a patterned adaptive way of relating that becomes more and more dysfunctional. Similarly, there can be topics that are undiscussable. Sometimes families will confuse the opportunity to talk about things versus the reality of the situation. For example, young children may have a greater need to talk about moves, new communities and changes in schools, and their parents may assume that this is just a way of life rather than supporting the children in talking about the changes.

Richman, Joseph (1986). Family Therapy for Suicidal People. New York: Springer Publishing Co., p. 58.

B. Assessment of the Family in the Context of the Military Setting

1. Where is this particular family in its own development?

a. just married

b. expanding with its first child

c. shifting gears with children leaving home

d. recent loss of a family member, or a change in family structure

e. anticipating retirement

2. Where is each family member in the process of his/her own individuation?

a. age considerations

b. feelings in relationship to family of origin

c. geographical distance used to separate from family of origin

d. level of individuation of each spouse allowing the other to mature or does it stifling growth 

(anticipated separations—how will each spouse handle this; fear of loss; sabotaging wife’s coping to ensure her dependence)

3. Relationships of family to the extended military family network?

a. first long service enforced separation

b. reintegration after a long separation

c. current transitions? awaiting orders, just moved? avoiding issues through idea of upcoming move

d. early retirement? fears of aging and death? adjustment to early civilian life?

e. comfort level and attitude toward military

use/nonuse of military support systems

open discussion in family of military-related issues

awareness/appreciation of the active duty member’s job

4. Style of dealing with separations and reunions

5. Unique aspects of each branch of military—or divisions within a certain branch

6. Single parent family?

7. The role of women in the military impacting the family’s situation

a. by 1985 - 12.5% - women in service

b. increased number of families with both spouses in active duty

8. Family make-up influenced by cultural, ethnic background; adopted and foster children; blended families; financial stress; alcoholism and drug abuse; physical or mental illness; employment stress of spouse

9. Is the family’s crisis influenced by its position in the military’s rate/ rank structure?

a. potency of family to act in situations involving service

b. stress differs with rank—the higher the rank, the greater career commitment

c. mutual spouse support related to position/rank stress

d. current political tides related to military can lead to a sense of impotence within the large military family network—the families in lower grades may act out the feelings

10. How does the service family view the military’s attitude toward family?

An interesting quote:

If the Army wanted you to have a wife, they would have issued you one

Ridenour, Richard. Pp. 10-15.

III. Family Intervention Strategies

A. Intervention strategies for individuals in the family: 

Learning to identify symptoms of depression and symptoms of alcoholism or drug abuse will help the chaplain know the kinds of questions to ask when an individual comes seeking counsel. Depression is an extremely common mental illness that can strike a man or a woman anywhere within their lifetime. People who are depressed typically have the following symptoms: 

1) Poor sleep patterns (difficulty getting to sleep at night and interrupted sleep; occasionally people will sleep a great deal, 12 or more hours each day and yet still feel very fatigued).

2) Symptom of fatigue: Not being able respond to life’s usual demands.

3) Poor concentration and inability to attend to tasks—someone’s performance evaluation taking a sudden nosedive and children’s experiencing a sudden dip in grades often signifies the possibility of a depression. 

4) Typically a weight loss (people with a major depression describe eating food like eating styrofoam or cardboard; it is tasteless and they lose their appetite. A smaller percentage of people will put on weight, feeling ravenous much of the time and overeating). 

5) Increased irritability—people with a depression will be quite thin-skinned; they will perceive others as criticizing them even when someone is just making a suggestion. Adolescents will often become defiant and nothing their parents say is right. They might perceive a simple hello as an attack. Anyone with these kinds of symptoms should be referred to a mental health professional for a more thorough assessment. Many people will respond to medication and begin feeling better within a matter of a few weeks

.

Alcoholism or drug abuse: Signs include absenteeism, poor performance, putting themselves in risky situations and using poor judgment. Many times family members will try to hide these behaviors from each other. If a parent is abusing alcohol or drugs, the family members often collude and deny the addiction. For example, "having the flu" rather than being hung-over; falling "asleep" early rather than passing out. Don’t be shy to ask direct questions, and clarify whether alcohol or drug abuse may be present.

B. Family Interventions: 

1) An individual comes to you and presents concerns about a family member. The individual may describe symptoms as noted above in a family member. Use an educational approach and serve as a liaison to the family member in terms of helping the person to get connected to a mental health professional. 

2) A family intervention with alcoholism or drug abuse. A family member may seek out a chaplain when they are quite concerned that a family member is abusing drugs or alcohol. Often the individual who is abusing drugs or alcohol will respond with an angry defensive reaction and deny this. The chaplain could be a liaison with the mental health professional, invite family members and perhaps even the work or school officials to develop an intervention. The family member is then invited to attend the meeting. Family members have been prepared in advance to present their concerns to the addicted individual, noting how their own relationship is adversely affected by the person who is abusing alcohol or drugs. Each family member develops a "bottom line." For example, "I will help you to get into treatment but I will no longer go to the liquor store and buy alcohol for you." In most states children under the age of 18 can be involuntarily admitted to a hospital for treatment by their parents. In some states, the age of consent is lower, either 16, 15 or 14. The chaplain should become familiar with the age of consent for adolescents in their state. Some children will refuse treatment and have the legal right to do so. The parents are then put in the position of having to commit the adolescent or exert a great deal of pressure through the dependence of the adolescent on the family to get them to agree to treatment.

C. Contracts with the family as members are in the process of accessing professional help.

Sometimes a well-meaning and helpful person can learn that an individual or family member is thinking about suicide from what began as a fairly casual contact. While you are in the process of helping that person to get connected to a professional’ determine first how elaborate the suicidal person’s thoughts have been. Does the individual actually have a plan methodically thought out and the means to accomplish the plan? Or is the suicidal thought a more vague idea of wishing to put an end to one’s life because he or she can’t tolerate the pain anymore? This is in a family context. Are the family members aware of cues that the suicidal person might give that would lead to the need for more communication, more contact? Finally, can the individual make an agreement with you or with family members to not act on any suicidal thoughts until they have contacted you or talked to family members first. Assess, too, if this person is likely to keep a promise, once made. People who can’t make promises and keep them will often need to be hospitalized immediately, particularly when they have a well formulated plan and the means to carry out their plan.

D. Institutional prevention: 

As a part of the institution, the chaplain can have a great impact in identifying situations that may create severe role stress for the dependents of the person in the military. For example, during the Gulf War, when family members were bombarded by reports of what was going on in the war, they could become overwhelmed by partial information, leading to a great many fantasies and fears about what could happen to their family member. Setting up support groups for families in a situation like this, finding ways to address concerns and provide information by working through the military structure can again assist the individuals at home to have at least a greater sense of control in order to sooth themselves during a frightening situation.

IV. After The Suicide—What Can Be Done? A Few Specific Family Concerns.

A. Five Danger Signs in the Family Associated with Bereavement

1. Blaming. Avoiding mourning the loss of a family member by blaming the death on someone.

2. Disapproval of bereavement.

3. Distancing or becoming unavailable to the most bereaved person by the rest of the family system.

4. Unfinished business. Unresolved issues with the deceased may be transferred to the bereaved or the person who is most identified with the deceased.

5. Role hiatus. If family roles are especially rigid, no one can assume the functions of the deceased.

Richman, Joseph (1986). Family Therapy for Suicidal People. New York: Springer Publishing Co., pp. 38-45.

Grief and Loss in Response to Suicide 

Mary S. Cerney, Ph.D.

For of all sad words of tongue or pen,

The saddest are these: "It might have been!"

John Greenleaf Whittier, 1856

I. Introduction

A. Experiential Exercise

1. Close your eyes and think of your dearest friend with whom you share just about everything.

2. While you are thinking of this person, another friend comes into your room and announces some very sad news: Your friend has committed suicide and there is no note or anything to explain "why?"

3. What are your reactions?

a. Shock

b. A desire to turn back time and orchestrate a different scenario

c. A feeling of betrayal and hurt: Why didn’t he/she say something to me, a best friend?

d. A feeling of failure to detect signs that could have predicted the suicide; a shaking of one’s ability to observe and of confidence in one’s ability to observe accurately.

e. A beginning feeling of anger shrouded in guilt.

B. Scope of Presentation

1. General

a. The first part will deal with the theoretical understanding of grief

b. The second part will deal with practical applications

2. Specific

a. Characteristics of grief

b. Theoretical foundations

c. Complicated grief reactions

d. Break

e. Application of imagery in dealing with grief

II. Reaction To Suicide

A. Individual

1. Guilt—sense of responsibility "If only

2. Embarrassment—what are others thinking

3. Anger—so much unfinished business

B. Others

1. Embarrassment—what do you say

2. Avoidance

C. Peers

1. Contagious

2. Anger vs. envy

III. Theoretical Foundations

A. Object relations: relationships, thinking, affect our emotional response

1. No man is an island—John Dunne

2. No child can exist in isolation

a. A child is dependent upon others—usually parents—for his/her existence;

b. A child needs others to provide for his/her basic needs of food, shelter, and existence;

3. Relationships weave the fabric of our lives: A common element in suicide is the feeling of isolation and that there is only one alternative to pain.

a. When despair reaches its depth, suicidal individuals feel their final "gift" to society is to rid society of their presence which they interpret as being a source of concern and problems to everyone.

b. Suicidal individuals become so focused on their pain that they can think of only alleviation of their pain and not the pain that is placed on the shoulders of so many others.

B. Developmental and cognitive theorists

1. Stage of development

a. Handling of separations

1) Children tend to view separations as abandonment, leaving vulnerable to feelings ofannihilation;

2) If children were indeed abandoned during critical developmental stages, --particularly abandonment before age 3 and before age 10 -- they may lack a basic trust that will make suicide seem a solution to intense psychic pain.

b. Center of the world stance

1) When children enter the world into a family, they indeed are the center of attention and all decisions are based around them.

2) No family activity can be planned without taking into consideration some provision for the child.

3) If a child does not like something, all he or she has to do to parents to react is scream. Children have no qualms of doing this routine anywhere. There is no self-consciousness to children; they become self-conscious through socialization.

4) This center of the world stance is never totally lost. It becomes most evident in crisis situations:

a) Consider the number of "If only’s" we each utter within one day;

b) The center of the world position is equal to being the deity. Consequently, we are responsible "as God" for whatever happens. Either we cause it directly, or we cause it through our "omission."

c) Children, therefore, feel responsible for whatever happens, particularly for tragedies; therefore, they are guilty for whatever has happened to their family regardless of whenever it happened, even if it occurred before their birth.

d) Many adults express this same feeling of responsibility, as though, they omnipotently should have "known" the individual was going to commit suicide, etc. Therefore, they are "responsible" for that person’s death, regardless of how it happened.

e) To avoid the feeling of devastation for having caused an individual’s death, many individuals look for scapegoats on which to blame the death. Consequently, there may be lawsuits, etc. placing the blame on others, friends, treaters, especially doctors and family members.

f) Placing blame on others avoids blaming oneself and one’s lack of foresight, and avoids blaming the person who is responsible and who actually committed the murder—the person who killed him/herself.

1. 1) It is a way of excusing what happened and avoids the expected blame of others for the suicide.

1. 2) It helps to assuage the embarrassment one feels for the suicide of one’s kin.

2. Development of thinking

a. Concrete vs. abstract

1) Piaget and other theorists have demonstrated the difference between a child’s way of perceiving the world and an adult’s way of perceiving the world.

2) Initially, the child cannot think or process mentally beyond the concrete nature of what they are doing or what they observe.

3) A child cannot understand a joke which employs a mixture of concrete and abstract reality.

4) The ability to think abstractly develops gradually. At age 10, give or take a year or two depending upon the child’s intelligence, the child begins to be able to abstract, to reason beyond the concrete properties of what he or she observes. Before that, thinking tends to revolve around the self as the source of whatever happens, a position held within the family since birth.

5) This tendency to think concretely is never lost. It goes underground until a crisis emerges.

a) Coupled with the omnipotent "responsible for whatever happens" stance, there is much pain and torment for the bereaved.

b) It avoids getting in touch with the concern that one may have directly caused the death. When one was a child, one mayhave wished to be rid of that individual. At that early age, there is no distinction between thought and action. It just took a while for that thought to effect the "execution."

b. Jimmy and Grandpappy 

(example found in "’If Only...’ Remorse in Grief Therapy." The Psychotherapy Patient. New York: The Haworth Press, Inc. 235-248.)

"Children are frequently isolated from "adult" human experiences such as death. They believe that they are shut out because they are responsible for whatever happened: the isolation is proof that others want to punish them for their destructive deed.

"One such child, Jimmy, was just seven when his grandfather, my uncle, died. He was the only grandchild. Since he and his parents had lived next door to the grandparents, they had developed a close relationship. At the funeral home, Jimmy was all by himself in an adjoining room, seemingly unbothered by what was happening or by the presence of the mourning adults in the viewing room. I introduced myself to Jimmy and after a few general comments, I asked about what was happening in the other room.

"Grandpappy’s in there and he’s sleeping."

I looked at Jimmy, seeing the depth of his sadness and softly said, "I think you know better."

Jimmy immediately responded very emphatically: "He’s dead and I’m going to murder the hospital!"

"Why are you going to murder the hospital?" I asked.

"Because they killed my grandpappy!"

My quiet rejoinder, "I wonder if someone else killed your grandpappy," gave him an opportunity to express his real fear.

Jimmy lowered his head guiltily and almost in a whisper accused himself: "I did it."

"How did you do it?" I wanted to know.

"On Sunday, Grandpappy wanted me to sit on his lap and I wanted to run and play and that’s what did it!"

"No," I shook my head, "that did not do it."

"I didn’t do it?" he asked unbelievingly.

"No, you didn’t do it." I then explained to Jimmy about his grandfather’s heart problem. "Grandpappy liked to have you sit on his lap, but he also liked to watch you run and play."

"Grandpappy said I ran real fast," Jimmy stated very proudly, and then he confided, "You know what?"

"What!" I wanted to know.

"I have nightmares!"

"And then what happens?"

"I scream."

"And then?"

"And then mommy and daddy come."

I looked at Jimmy and uttered his secret fear: "I wonder if you are afraid that mommy and daddy might die?"

Jimmy nodded very sadly. I then suggested that he tell his parents about his fear. Relieved of guilt feelings. Jimmy was ready to be on the go, and so we went in to view his grandfather’s body. I immediately contacted Jimmy’s parents and encouraged them to include him in the group of mourners. Jimmy’s nightmares subsequently disappeared.

3. Applications to grief in relation to suicide

a. Guilt—covers the anger

1) Bereaved individuals are reluctant to express their anger toward the deceased. Instead they heap the guilt upon themselves feeling responsible for their loved one’s suicide.

2) Bereaved individuals accuse themselves anticipating accusations which are expected to come from others.

3) The guilt will leave when the bereaved recognize they are human and if they had known that whatever they said or did would drive the individual to suicide, they would not have done or said whatever they think caused the individual to suicide.

4) When the bereaved can experience their anger and rage toward the deceased who prevented anyone from helping, guilt will disappear and they will be ready for a resolution of this stage of mourning.

5) When the bereaved can let their anger go and accept the realization that the deceased also was human and made a mistake, and accept that if the deceased could view and know the grief and pain they caused, they would not have taken their life, then the bereaved are ready to let go of their grief and get on with their life.

b. Concern about eternal salvation

1) A major concern of many individuals, particularly parents of the deceased, is whether his/her soul was saved.

2) Many religions teach that to kill oneself is a mortal sin and if one dies in the state of mortal sin, then one is condemned to hell for all eternity.

3) The bereaved can be helped to understand that in taking one’s own life, the deceased was not thinking clearly. Therefore, there are mitigating circumstances which would allow the deceased to slip into eternity with perhaps some work to do to undo the taking of his/her own life.

IV. Intervention

A. Letter writing to the deceased

1. Allows the bereaved to write the words left unsaid

2. Permits the bereaved to work through difficult feelings

B. Journaling

1. Allows the bereaved to process their feelings in a daily or frequent fashion

2. Can be used in a similar manner as letter writing

C. Participation in support groups

1. Permits a ventilation of feelings in an atmosphere of acceptance with others who have experienced similar pain;

2. Can comfort the bereaved in that their feelings are shared by others

D. Grief Therapy

1. Can enable the bereaved to consider other alternatives to their own interpretation of the suicide and the circumstances that surround the suicide.

2. Can help the bereaved recognize that their feelings are normal for what they have experienced.

E. Medication

1. Can enable the bereaved to tolerate their level of depression;

2. Can enable the bereaved to continue their regular activities at least in a modified form.

V. The Use Of Imagery In Grief Resolution 

(Use video: "Healing the Memory: The Use of Imagery in Grief Therapy, and accompanying manual. See also "Use of imagery in grief therapy," IMAGERY. Edited by Joseph E. Shorr, Milton Wolpin, Pennee Robin, and Jack A. Connella. New York: Plenum Publishing Corporation, 1989. 105-119)

A. Definition of imagery

1. Imagery is applying what we do every day to a specific issue, that of working through the unfinished business remaining after the death of a loved one.

2. We use imagery when we imagine our response to another individual; when we rehearse what we are going to say in a particular situation; when we daydream, etc.

B. Theoretical foundations

1. The need for relationships is inherent in our life from the very beginning

2. A child is born into a family with a mother and a father. There may also be some siblings present. There are also relatives and friends.

3. The development of the Theory of Object Relations highlights both the origin and resolution of many psychological problems.

a. Fear of abandonment, with potential for annihilation, and the fear of engulfment are the two basic fears of the child and the adult. These fears involve relations with other humans.

b. When others are not involved directly, we image our relations. 

1) Children have imagery friends. 

2) They naturally indulge in self-talk. 

3) Through socialization, they cease to discuss their self-talk with their imaginary friends.

4) How much self-talk do we do every day? (Observe the lone person in the car next to you.)

C. Use of imagery is not for everyone

1. When death or other significant losses are sudden and recent, the bereaved may need to talk about their feelings and their loved ones.

2. Imagery should be part of a total plan for assisting the bereaved. Horowitz (1983) cautions

Image formation is one kind of thinking, a mode that is close to emotion. A psychotherapist listens for image experiences, but any exclusive focus on image formation is an unbalanced approach. Image techniques should be related to a larger, well-formulated plan for how a patient may change. This should include attention to how the therapist’s intervention influences the patient’s immediate train of thought and views of the relationship with the therapist. (p. 305)

3. When the bereaved are overly dependent upon the deceased and feels they cannot stand alone without the deceased, they must first develop the internal strength to "stand alone" before the "letting go" process of grief can be worked through using imagery or anything else.

D. The role of resistance in using imagery

1. What is resistance? 

a. Resistance is the bereaved individual’s way of protecting him/herself from deeper pain.

b. Resistance is the message to the therapist that some preliminary work must be done before the specific task can be accomplished.

2. Some troubling kinds of resistances

a. The image does not respond

1) There is underlying anger that must be first recognized, experienced, and expressed.

2) The bereaved individual has not reached the level of forgiveness of self and other to allow true forgiveness to be experienced and expressed.

b. The bereaved feels blocked; nothing comes to mind.

1) Again there is anger that is not being dealt with .

2) This anger may be related to a feeling about oneself—a feeling of hopelessness, of helplessness, of an inability to cope.

c. The three-dream technique

1) A method to identify the underlying affect blocking the grief resolution or experience.

2) Ask the bereaved to have a dream that will give us a direction for this session, or that will help us understand what is preventing the image from speaking, etc.

3) The second dream will give a resolution to the problem and the third resolution will give an even better resolution to the problem.

d. The use of the rope

1) A good method to identify the source of the feeling surrounding a specific behavior.

2) Similar to the "Affect Bridge" in which the feeling takes an individual back into the past where the problem or feeling began.

3) Similar also to regression into the past to get at the source of the problem.

3. The role of anger—it is a red flag suggesting that something is wrong. It should not be ignored; it should be dealt with constructively.

a. Realistic anger

1) Our schedules and lives are interrupted;

2) There are unexpected expenses that perhaps are more than what the bereaved can handle.

3) The bereaved are left with much unfinished business with seemingly no way or opportunity to complete it.

b. Unrealistic anger—rooted in the omnipotent stance of childhood thinking

1) We can also deny our anger and irritation by displacing it on others usually our loved ones.

2) We look for scapegoats upon which to place the blame for the suicide. (e.g. lawsuits ) This takes us away from the anger we feel toward ourselves and toward the deceased. (See Anger: The Hidden Part of Grief)

4. Dialogue with the deceased

a. It is important that the bereaved speak spontaneously of what comes to mind.

b. When they listen to the response from the deceased, it is important that the bereaved not put words into the deceased’s mouth, but report what comes to mind—"what pops into your head."

c. Unfinished business can be completed during this phase of imagery.

5. Saying "good-bye"

a. It is important to remain within the bereaved’s basic belief system.

b. Most individuals believe in something following this life.

c. It is important, however, not to force one’s religious beliefs upon the bereaved. One need not deny one’s own belief system, however.

E. The effectiveness of imagery

1. Seems almost miraculous—some individuals make significant progress in just a few sessions

2. Works best and most effectively in grief that is termed pathological or atypical.

3. The intricacies of why and how it works so effectively are not known, but Meichenbaum (1978) suggests that three psychological processes explain the effectiveness of all imagery-based therapies. Sheikh (1983) summarizes these as:

a. The feeling of control which the patient gains as a result of the monitoring rehearsing various images;

b. The modified meaning or changed internal dialogue that precedes, attends, and succeeds examples of maladaptive behavior; and

c. The mental rehearsal of alternative responses that lead to the enhancement of coping skills. (p. 423)

VI. Personal Reflection—Coming To Terms With Limitations

A. I cannot save everyone.

B. I cannot save even one individual if he/she does not wish to be saved.

C. I cannot perform the magic of quick cures—insight alone does not effect change.

D. Unconditional love will not save the patient.

School-Based Suicide Prevention Programs 

James R. Eyman, Ph.D.

The Menninger Clinic

I. Prevention

A. Prevention involves mobilizing people as identifiers of adolescents at high risk.

B. Prevention programs utilize inservice training for school personnel, workshops for parent education, and curriculum programs for students.

C. Content of prevention programs varies according to audience (school staff, students, parents). Content for all audiences should include:

1. information about depression and symptoms of depression

2. identification of adolescent stress factors and the effects of stress (depression, drinking, drugs, anger, helplessness, suicide)

3. ways of effectively managing stress (problem-solving skills; decision-making skills; assertiveness training)

4. warning signs of suicide

5. what a person can do to help if suicidal behavior is suspected

6. where to get professional help

D. For school personnel

1. awareness of school policy if student is suspected to be very depressed or suicidal

2. awareness of school policy if student commits suicide

E. For students

1. focus on warning signs of suicide, facts about suicide

2. should concentrate on recognition and management of stress and depression

3. reduce anxiety about talking to someone about problems

4. know where to get help

5. some curriculum problems focus on building positive self-esteem, decision-making and problem-solving skills

6. need to emphasize that suicide is a rare event and is maladaptive. Do not romanticize or glamorize suicide.

7. discuss the likely chance that a suicidal friend might make that person promise not to tell anyone. Emphasize the need to break the promise.

II. Intervention

A. Intervention involves what to do when an adolescent is suspected of being suicidal or when an adolescent has made a suicide attempt.

B. School needs a written policy that should clearly outline the procedures for:

1. dealing with suicidal adolescent

2. informing parents

C. Anytime a student is suspected of being suicidal, the adolescent should be referred to the designated menber of the Crisis Response Team (CRT) who coordinated the referrals.

D. Inform parents anytime a student is suicidal, mild to severe

1. meet with parents and adolescent

2. in Kansas, for example, if parents are not responding responsibly or are responding in a way that may precipitate a suicidal crisis, notify SRS.

E. Crisis Response Team

1. school psychologist, school social worker, school nurse, counselor, sometimes school administrator and teacher

a. picked for desire, ability to relate to students

b. must include a well-trained suicidologist—clinical psychologist, psychiatrist

2. Responsibility of CRT is to develop into a team of experts who

a. assess suicide risk

b. formulate intervention plans—crisis intervention, referral to CMHC, hospital

c. provide for support and follow-up for suicidal adolescent at school

d. help adolescent re-enter school if hospitalized

e. act as a resource for other school personnel—lead in-service training, student curriculum, parent meetings.

3. CRT needs guidelines about interventions

a. when to use crisis intervention (if not seriously suicidal—to stabilize; if seriously suicidal—to stabilize until a treatment program is initiated)

b. when to counsel adolescent over time

c. when to refer to MHC—seriously suicidal

d. when to involve other aspects of the school system

III. Postvention

A. After a student or school personnel has committed suicide

B. Goal

1. to eliminate contagion effect by preventing more suicides through inhibiting any social modeling of the dead adolescent

2. to prevent feelings of guilt, anger, and responsibility from overwhelming the survivors

C. Typical procedure

1. school principal or whoever has information about the suicide meets with the CRT to give details

2. school principal and CRT meet with faculty

a. inform of suicide, present the facts, answer questions

b. encourage faculty to express feelings

c. identify faculty who seem particularly upset about suicide for individual counseling

d. discuss how students might react to suicide—anger, shock, grief, suicidal thoughts and feelings

e. stress warning signs of suicide, emphasize need to assess students

f. find out who were friends/relatives of dead adolescents

g. discuss plan for handling suicide

3. Pull relatives and friends from classes and a member of the CRT informs them of the suicide

a. assess reaction

b. may need to implement individual counseling

c. refer to MHC

4. Announce the suicide in a small group

a. make announcement factual and brief

b. do not romanticize the suicide or give the message that suicide results in people feeling that the dead person is important, special

c. emphasize the emotional problems the adolescent was having and the maladaptive way problems were handled. Demystify the suicide because emphasizing emotional and psychosocial disturbances makes suicide less glamorous and more difficult to identify with the dead adolescent

d. invite students to come to a small group meeting

5. Several small group meetings led by CRT members

a. allow students to discuss their feelings of loss and abandonment

b. goal should be to break down any identification with dead adolescent

c. stress problems unique to the individual that suicided

d. focus on stress and depression rather than death

e. maladaptive coping patterns

f. help to reduce feelings of anger, overidentification with dead adolescent, or feelings of responsibility and guilt

6. Another faculty meeting to see if effort is being successful

7. Open meeting for concerned parents

a. present facts about suicide

b. re-emphasize signs of depression/warning signs of suicide

c. go over sources of professional help

8. Do not have a memorial service, tribute to dead adolescent (dedication of yearbook, special assembly, etc.).

9. One person should deal with the media.

a. do not publicize mode of death

b. if want to say it is a suicide, educate media as to how to appropriately report suicide

IV. General Recommendations

A. Suicide prevention should be integrated into a comprehensive program which promotes the physical and emotional wellness of students.

B. To be effective, a school-based suicide prevention program must be part of a community network which helps to identify and provide services to suicidal youth. To expect schools to solve the problem alone is unrealistic.

C. Train all school personnel, including administration, librarians, bus drivers, office workers, lunch workers, and custodians in basic information about suicide prevention.

D. Ongoing training in mental health issues should be provided to teachers, counselors, administrators.

E. High quality professional supervision and consultation should be available to counseling staff.

V. Suicide Awareness Curriculum For Students

A. Facts and Theories

1. stresses of adolescence

2. myths about suicide

3. factors leading to suicidal feelings (loss, lack of support systems, etc.)

4. relationship of drug and alcohol abuse to suicide

5. common feelings in suicide and suicide attempts

6. warning signs: verbal, behavioral and situational

B. Depression and Hopelessness

1. close association between suicide and depression; relief from depression is available

2. the link between depression and loss and helplessness

3. coping with one’s own feelings of depression

C. Crisis Intervention

1. importance of asking directly about suicide

2. importance of getting professional help

3. specifics about what to say and what not to say

4. list of reasonable and accessible community resources and how to use them

D. Attitudes/Philosophies

1. getting help is a strength

2. suicide is not a solution to a time-limited crisis—better alternatives are available

3. it is normal to have occasional thoughts of suicide

VI. Additional Curriculum For Parents

A. Facts and Theories re: identification of high risk adolescents

B. Crisis Intervention

1. importance of removing means of committing suicide and helping translate emotions into words/body language

2. communication skills: active listening, how to translate emotions into words/body language

3. handling refusal/reluctance to seek help

VII. Additional Curriculum For Teachers And Support Staff

A. Facts and Theories

1. accurate statistics on teenage suicide and suicide attempts at the local, state and national level

2. role of anger in suicide and suicide attempts

3. family dynamics involved in suicide

4. dynamics of suicidal crisis

5. emphasis on warning signs observable in the classroom: changes in behavior, class work, art, music, writing assignments

B. Depression: normal versus abnormal depression

C. School Policy and Procedure

1. defining a realistic role for the schools to play; identification and referral

2. clear statement of administrative and professional support

3. a very specific policy and procedure on what to do and how to do it

4. professional issues: ethics, fears, limits of responsibility, confidentiality

5. legal obligations

VIII. Additional Curriculum For Counselors

A. Crisis Intervention

1. definition of crisis

2. conducting a crisis interview

3. assessment of lethality

4. use of assessment tools to identify suicidal youngsters

5. how and when to talk with parents/caretakers

6. how to work with families of suicidal adolescents

7. knowledge of extended community resources

8. when to refer to a mental health professional

9. referral process and procedures—importance of following up

10. knowledge of basic treatment strategies

11. importance of consultation with more experienced professionals

IX. Life Stress/Life Skills Curriculum For Students

A. Life Stress

1. knowledge of "normal" adolescent development

2. adolescence as a period of transition for youth and parents

3. self-esteem/self-image: how they develop and change

4. peer relationships

5. peer pressure

6. loneliness

7. family situations: divorce, step-parent, single parent

8. sex and responsibility

9. drug and alcohol use and abuse

10. peer rejection

11. family violence

12. mental health/mental illness

13. characteristics of youth under stress

B. Life Skills

1. esteem-building

2. communication skills

3. problem-solving skills

4. setting realistic goals for oneself and granting oneself permission to change them

5. identification of stressors in daily life along with basic stress management techniques

6. ways to deal with anger

7. decision-making skills

8. coping strategies to handle "normal" stress, negative feelings, adversity

9. how to cope with rejection and failure

10. self-defeating behaviors and how to avoid them

X. Additional Information For Parents

General approaches to consider when working with parents

1. communication skills

2. importance of communication with their child, developing closeness, sharing experience

3. parenting skills

4. ways to help develop self-esteem in teens

5. values clarification

6. rational approaches to setting limits and other issues related to discipline

7. characteristics of youth who abuse substances

8. recognizing symptoms of stress

9. keeping expectations realistic

XI. School Policy/Procedures When Dealing With A Suicidal Student

A. have clearly written policy and procedure

B. Utilize a crisis team who can intervene, such as counselor, social worker and nurse

C. Have one person designated to coordinate school’s efforts

D. School has the responsibility to ensure that a qualified person does a suicide lethality assessment

E. After lethality is determined, and depending on the degree of lethality, a decision should be made as to whether this should be handled internally or whether outside referral is needed.

F. If parents/family refuse to get help, consideration should be given to calling the child protective services

G. Parents should be given resource information and assistance in accessing these resources

H. Follow-up needs to be done to ensure that the student/family gets needed help

I. Close communication and monitoring by principal, teacher, aides, counselor, parent is essential

J. The entire incident needs to be documented

K. A release of information should be signed if information is to be shared between therapist and school personnel

L. Help the student to re-enter the school system

XII. School Policy/Procedures After A Suicide

A. Have clearly written policy and procedure about who does what and when

B. Interventions with students should begin the same or next school day after death is known

C. In-service should be held with staff to formally acknowledge loss of the student and to reinforce knowledge of warning signs and the importance of immediate help

D. Immediately identify those students who were friends and/or who talked with the victim prior to the suicide and counsel these students individually or collectively

E. Assess individual students for suicide risk

F. Provide the option of further individual treatment by school or local mental health professionals for distressed students

G. Keep track of those students who had previously expressed suicidal behaviors

H. Post phone numbers of resources 

I. Issue an invitation to those who would like to meet and discuss their feelings in a small group

Spiritual & Theological Perspectives On Suicide

Peter Ross-Gotta. M. Div, M.S.W.

The Menninger Clinic

OBJECTIVE: The primary objective is to provide clergy with an understanding of the theological and spiritual context from which they provide interventions. So doing will involve considering the historical development of western culture’s religious response to suicide; an overview of scriptures in the Judeo-Christian tradition; selected critical areas which clergy need to integrate for effective pastoral intervention and some consideration the implications of such for pastoral interventions.

1) Introduction

2) Historical Overview

3) Scriptural Overview

4) Integration: Need Areas

5) Clinical Judgment

I. Introduction

Suicide is a loaded topic. It is emotionally intense as it takes on matters of life and death which for most people raise considerable anxiety. One of the roles of religious and spiritual traditions has been to help people manage their anxiety about death. However, in today’s society, religious and spiritual traditions no longer represent the powerful authoritative voice they once did.

Whether one is dealing with a person who is considering suicide or the family members of the one who has made a serious attempt or successful attempt to commit suicide, clergy can ot assume they know the meaning of the event religiously or spiritually to the other person. In effective pastoral care, the focus of the interventions and interactions should not be on what the clergy believes about the situation, but on an exploration of the meaning of the situation to those in need of the pastoral care.

Clergy need to effectively manage their own anxiety as they deal with conflicting theological beliefs. They will likely find helpful an in-depth exploration of history of religious understanding, scripture, and their need to integrate theology with the behavior sciences within their personal and professional identities. The result will be, hopefully, an informed clinical judgment which can draw upon experience and knowledge to guide them in interventions, each of which will be unique. As there can be no cookbook of surefire answers that work in all situations, none will be offered.

II. Historical Overview

In a recent book, A Noble Death, by Arthur Droge and James Tabor, the early history of suicide is outlined. They deal with the period of time from Socrates and Plato to the time of St. Augustine. They point out that until the time of Augustine, voluntary death was not a major concern in Christianity or Judaism. The authors chose the term voluntary death because there is no word in scriptures nor in antiquity equivalent to our word suicide. The word suicide dates back to the seventeenth century and was originally intended to be a value neutral term, which is just the opposite of what it has become.

Prior to Augustine, taking one’s life was not the moral problem it has since become. Typical of early Greek thought are the words of Sophocles, "Let a man live nobly, or die nobly." At issue was the definition of what is noble. The stoic school of thought taught, "That the wise man will for reasonable cause make his own exit from life, on his country’s behalf or for the sake of friends or if he suffers intolerable pain, mutilation or incurable disease." This is quite similar to Plato who also added to the argument that the taking of one’s life needed to be considered in light of what was best for the state and whether or not one felt the gods had given one permission.

In the Romans 5:7, Paul writes, "For one will hardly die for a righteous person, though perhaps for a good person some would even dare to die." This characterizes the mood of the day. For some causes voluntary death was considered permissible. After Jesus, voluntary death by Christians was considered and act of true faith, martyrdom was esteemed. People took literally the admonition of Jesus to lose their life for Jesus sake, and would provoke the Romans into arresting them and executing them. Their trust was in God, and the life of the world to come.

Prior to Jesus, even in pagan groups which had no belief in an afterlife nor the immortality of the soul, voluntary death was deemed the honorable and appropriate response. When one cannot live nobly, then one should be allowed to die nobly. This may not be much different than current debates regarding living wills and quality of life.

The question this raises is, "Why have we come to esteem life-at-all-costs so greatly in the western world?" It is important to emphasize western world, for this is a western value. For many peoples, philosophical notions like that of the stoics and other Greek philosophers prevail currently.

With Augustine things changed. The turn of attitude about voluntary death was based in a theological conflict. The Donatist group, an organized Christian group which dated back to the first century, had in their members those who more freely opted for voluntary death in order to be with God. Augustine and the Catholic church was in opposition to the Donatists for a variety of reasons, and voluntary death became a point of debate. 

Part of the effort to characterize the Donatists as heretics resulted in Augustine making a polemical argument against suicide in order to condemn the Donatists. Augustine drew some upon scripture and also upon Plato to make his case. Essentially, his arguments drew upon the fifth Commandment, "Thou shalt not kill," and Plato’s notion that one should not take one’s life which is a gift from God. Different from Plato who allowed for many more reasons why one might with God’s blessing voluntarily choose to die, Augustine said there were almost no conditions where that was appropriate. He could not close the door completely on voluntary death as he had to make appropriate allowance for those venerated in the Catholic tradition as saints who had been esteemed as martyrs. 

Interesting in this debate is that those for whom Augustine made allowance had often voluntarily chosen death in the same fashion as the Donatists he now condemned. In fact the Donatist position was quite similar to Augustine’s own thought. But in his writings, he did not characterize them as such, choosing instead to exaggerate the difference in order to make his point. Following Augustine’s lead the Donatists were designated as heretics and thus rejected from Catholicism.

Although important Church Fathers of early centuries did not disapprove of voluntary death, Augustine’s position came to be the position of the church which found voluntary death totally objectionable. This resulted in common laws being established against death by one’s own hand.

Some 900 years after Augustine, Aquinas restated a theological argument against voluntary death to complete his comprehensive summation of Christian theology. Through his philosophical and theological influence, the Western church’s position against voluntary death became firmly established until the Renaissance. Extreme social stigma against voluntary death reached its height in the Middle Ages, to the point of public desecration of the corpses of those who killed themselves.

With the coming of the Renaissance and the radical questioning, in some cases rejection of earlier assumptions, one would have thought there might have been some shift in thought regarding killing one’s self. But without exception, the leading reformers continued to argue against voluntary death, using the reasons which had long been established.

Not until the 17th and 18th centuries did a first major work appear in defense of voluntary death. It was at this time that the word suicide was first used. It marked the beginning of an attempt to look at killing one’s self without immediate judgment. A defense of suicide was written by John Donne, who wrote "For Whom the Bell Tolls." His argument titled Biathanatos, was published sixteen years after his death in 1647. He was not willing to present it during his lifetime. It elicited biting criticism. The church as a whole continued to be fairly condemning of suicide. As late as 1790, John Wesley wrote that there should be a public exposure of the bodies of those who committed suicide as a way to stem a rash of suicides taking place in England at that time.

James Clemons, author of What Does the Bible Say about Suicide?, holds that during the 19th century the tide began to shift with the development of a new understanding of society. He credits Emile Durkheim and the development of the field of sociology with the shift away from earlier understandings of suicide. Clemons writes, "One of the reasons suicide is less criticized today is largely due to the realization that it is often brought on by conditions within society as well as by conditions affecting the mind. This notion lies behind the frequently expressed belief that someone was driven to behave in a certain way."

Clemons also credits Freud and the development of psychological understandings that might explain what goes on in the mind of one who considers suicide as responsible for the shift in modern day attitudes about suicide. Clemons argues that the change that came in Roman Catholic canon law was explained along the lines of psychological insights.

While some years ago one who was unsuccessful in a suicide attempt may have been arrested, and sentenced to death, people are more likely to be required to undergo a psychiatric evaluation today. As people throughout our culture have shifted in their view of suicide, the extreme position of the church has been modified during the 1900’s. This is true in Judaism and in Christian churches.

In 1966 Earl Grollman editor of the book Rabbinical Counseling wrote in his chapter on suicide the following:

Judaism—and this includes all its branches—is committed to the sanctity of life, One would hope that man not engage in acts of self-destruction. But life is replete with exceptions and contradictions. There are wars and he kills. There are acts of martyrdom and he applauds the heroism of those who refuse to acquiesce to evil even for the sake of living. Religious literature is filled with examples of those who preferred to die for the sanctification of God’s name. In addition, modern psychiatry has furnished valuable information as to the person’s complex physical and psychological makeup which actually encourage suicidal predispositions . . . Who then would further degrade the family of a man who chose death by his own hand? Who would, by an act of not burying the suicide in the cemetery proper, bring added anguish to those already sorely lacerated by unbearable grief?

That Grollman writes these words tells us a couple of things: first, the tide was changing significantly in the middle 60s, and things needed to change. In Grollman’s chapter are a good many ideas about pastoral intervention. In the church the pastoral care around the issues of suicide has only begun to develop with the modern day pastoral care movement which began in the 1920s.

Today’s climate is more forgiving and marked with greater compassion and understanding. Sometimes this is most evident as we review where we have been not so long ago.

Implications of the diversity of positions regarding suicide are that people with whom we work may come at the issue from different perspectives than we. We need to be prepared to empathize with divergent viewpoints, all the while striving to increase a person’s options. If our position is that suicide is wrong under all circumstances, we need to be alert to how our position may influence how we respond to one who is different. 

For some who are without hope that life can improve, it can be in their minds a noble action to put themselves out of their misery, and spare those they love the pain of seeing themselves in constant anguish. And there can be some truth to this in cases in which a person has been suicidal over a long period of time. Some who grieve the loss of one who committed suicide will feel guilt because part of them is relieved that the issue is finally resolved.

When we consider where our western values have been regarding suicide, it raises a question: What really matters? Is life-at-all-cost the highest ethical value? That does not mesh with Hebrew or Christian scriptures. But that is a topic for another day.

III. Scriptural Overview

Important to note is that there is no word for suicide in the bible. In A Noble Death, the authors argue for the use of the concept, "voluntary death." Under this category there are a number of voluntary deaths recorded in scripture. While they may seem to be few in number, there are more in the bible than in other literature of the era during which scriptures were composed. 

Important in this regard is what is not said, more than what is. It is apparent that suicide was not a concern in the period in which the Hebrew scriptures were composed, nor was it a major concern in early Christendom. The issue may be compared to the issue of slavery in the sense that at the time, slavery was taken for granted. At the time, voluntary death was not a mortal sin. 

Not until the time of St. Augustine did the tide significantly change. The result of this is that, all arguments which prohibit suicide are constructed arguments. There is no direct prohibition in scripture. Consequently, people who know scriptures may find in them a variety of messages which reinforce permissiveness or condemnation of the act. People will likely presume positions which they think clergy believe.

Furthermore, should we encounter someone with a point of view which is divergent from us, it may produce a reaction in us to that person which can complicate our pastoral care. Here self-awareness becomes important. When we can identify what is going on in us, we may be able to free ourselves from responding reactively, and be more thoughtful in our response to the other. Otherwise we may attempt to convince the other to think like we do, feel impelled to change their mind before we have truly listened. That can isolate the suicidal person and they may feel cut off from us which would hinder the effectiveness of the intervention.

Included at the end of this section is a listing which identifies Hebrew and Christian Scriptures which refer to voluntary deaths or have been used in arguments for or against the permissibility of suicide.

IV. Areas of Integration for Effective Pastoral Care

At issue is how pastors take that which they learn from another discipline and make it their own, retaining the unique role of clergy as mental health professionals. Regarding suicide management, clergy have a unique offering to make.

Whether dealing with an individual who is suicidal, or the family, friends, or faith community of one who has taken his or her life, clergy are dealing with spiritual concerns. Central is the sense of hopelessness. More than any other mental health professionals, clergy are those who offer hope. Judith Lewis Herman, author of Trauma and Recovery, in speaking about her work with victims of abuse and complex PTSD, states that difficult patients who seem utterly hopeless can be helped by pastoral counseling.

Clergy can be effective bearing hope if their identity encompasses more than human concern. They can draw not only upon their own resources, but the resources of God. Knowing this it behooves clergy to remain clear about their limitations and not attempt to overdo or get in God’s way.

While clergy represent God, allow God to work through them, they need to exercise skills, draw upon knowledge, and also know that the impact of their interventions is not dependent solely upon their abilities. In situations clergy feel they have very little to offer a person which can change their predicament, standing with others in faith, despite impossible circumstances can represent a powerful source of hope.

Thus an important skill to sharpen is how to convey hope. One might believe with all one’s hearts that there is hope for a person, but simply telling someone to have hope is probably the least effective way to communicate hopefulness. Hope is much more than a word, it is much more than an idea. For hope to become an operative experience in another person’s life, that person needs to experience it in another, and through that hopeful. Simply quoting scripture will not work, if it is only words being mouthed. Scripture may be meaningful in a given encounter, if it is used as part of a relational interaction. There really are no formulas that work every time, no scriptures guaranteed to help.

Pastors have a unique contribution to offer, but with the gift of pastoral identity there are dangers. The dangers lie in two directions. One is to over identify with the dimension of one’s role which emphasizes theology. Too much reliance on the religious dimension of pastoral identity excludes the development of interpersonal skills and understanding from the behavioral sciences. The reverse of this is to rely too much on the development of clinical acumen and psychological understandings to the exclusion of the theological and religious dimensions of the pastor.

A) Four Areas to Integrate

George Fitchett writes about paradoxes in the clinical training of clergy. Clergy are at the same time asked to be students and to function as professionals. It is a source of tension, but useful. Rather than trying to eliminate paradoxes, it is more important to recognize that they exist, and then draw upon both sides of the dilemmas to learn and grow.

The areas in need of integration often feel as though they are competing perspectives which cannot be neatly synthesized without doing an injustice to either perspective. While there are points in which perspectives mesh more neatly with one another, there will be tension. I do not think attempts to synthesize or compromise resolve the problems. A better choice is to recognize tension and work with it. 

1) Theology & Behavioral Sciences - 

1. In the story of Exodus, we find a dual perspective regarding Pharaoh. It serves as a reflection of our first tension point. You recall how Pharaoh resisted letting the Israelites leave. We read at one point that Pharaoh hardened his heart. Then we read that God hardened Pharaoh’s heart. Which is it? Both speak truth about the situation. But if one attempts to reduce this apparent inconsistency to a rational explanation some of the meaning is lost.

1. We need to do our theological anthropology. We need to consider what our traditions teach us about human nature. And we need to recognize that the behavioral sciences also have a perspective important to understand for our work.

1. Take guilt. Sometimes a psychological perspective more adequately explains a circumstance. People with serious depression can feel overwhelming guilt, and drawing upon an awareness of the psychological dynamics of depression to address a person’s situation in a cognitive fashion may be more grace filled than praying with a person that she or he be forgiven which may reinforce the notion that the guilty feelings result from something other than depression. 

1. However, in another circumstance, confession and prayer may be the appropriate response even for someone who is depressed. Possibly both would be the right approach for third. The point is not to offer a suggested intervention here, or criticize another. Rather, one needs to be equipped to recognize multiple perspectives in a situation, and then attempt to discern how best to draw upon those various perspectives to intervene more effectively and faithfully.

2) Theology & Practice

1. The situations of some who are suicidal may look hopeless to the care-giver. They may have illnesses which never end, depressions which seem only to get worse, and life circumstances which are deteriorating as well. Take Martin, a 40-year old man who looks forward to a life confined to the state hospital, feeling guilt ridden and certain that he has no right to live. He is convinced that his bad thoughts killed his father, who died when Martin was 7 or 8. He will never hold a job, something he would love to do. He will never marry, he would love to have a wife. He will never live alone. He would like to have his own place. Reflecting on scripture sometimes makes him feel worse, other times it helps. 

1. What is hope for Martin? Telling him to have hope may contribute to his guilt when he is unable to feel hopeful. Theological talk can contribute to his obsession with committing the unforgivable sin, but a theologically informed practice speaks to his heart. He has often experienced comfort through chaplains, in the context of an ongoing pastoral relationship. What gave Martin hope is knowing that this person, God incarnate, the chaplain would listen to whatever he had to say, and come again with concern for him.

1. On the other hand clergy can de-emphasize the theological underpinnings of who they are to such a degree that they lose effectiveness as pastors. One pastor worked hard to minimize his pastoral identity and authority fearing that it would hamper the development of good interpersonal relationships. He sought to convey acceptance and be friends with his parishioners. He was surprised at the end of his ministry in his church when one of his good friends expressed a concern to Randy about his ministry. His friend said that while he immensely enjoyed their friendship, he never really felt that Randy had become his pastor. Randy had been so successful in his goal to befriend church members that he undermined his ministry.

1. So there can be tension between grounding oneself in a theological base and making appropriate application of it in interpersonal interactions. One might long to say the words which seem fit the situation, but a relationship may not be developed enough for the words to sound anything other than trite. Standing by in silence may convey the theological truth of God’s care, while saying, "God loves you," would convey a lack of understanding to the individual of his/her dire predicament. Good pastoral practice requires having the wisdom to know when not to offer ideas or thoughts. On the other hand there are occasions when the word spoken in due season lifts the heart. Pastoral judgment is required.

3) Clergy vs Helping Professionals 

1. In military chaplaincy there are unique tensions. Military chaplains are often in a role in which they offer services which are not necessarily pastoral. This can happen in many institutions where the human needs of those involved are under-served. There can be a dearth of helpers so that chaplains are required to be generic helpers. One can wonder how what they are doing relates to being a pastor. While a given intervention may make sense as a pastoral act, does it fit into an overall understanding of ministry?

1. Military chaplains have a unique structure of ministry. There are dimensions of parish settings with congregations which may include families, etc. There are also responsibilities to minister to others outside one’s particular faith group as do most other chaplains. Tensions may arise between the types of ministerial roles one is called upon to exercise. Some attempt to resolve this by favoring one task over another, but then the overall ministry suffers. Whatever the particular mix of pastoral responsibilities, there is tension in the competing roles and the overall vision for one’s ministry.

4) Professional & Personal 

1. Perhaps like no other professional, clergy use themselves. They use who they are, and become more personally involved in their work. Professional boundaries are much more clearly drawn for other professionals. But, pastors make house calls. They might do that based upon a hunch that something is going on, or just to do maintenance pastoral care. It is part of the job to just hang out with "clients." Clergy might tell large groups of people about themselves in the delivery of a sermon when using a personal illustration.

1. It is not a unique danger, experienced only by clergy to potentially lose their personal identity by over identifying with their work. Many professionals fall into the trap of being a doctor, or manager or whatever, losing their personal sense of who they are apart from their work. But for clergy, there is an additional tension, because what they offer professionally is not skills per se, but themselves and their faith. The lines can easily blur between who one is as pastor and who one is as person, a person of faith.

1. Furthermore, because clergy are on call most of the time, people relate to clergy as if they are always on the job. Clergy can find themselves having difficulty finding a life outside work. It can be one of the more challenging tasks for clergy to keep personal and professional identities separate. Finding a way to integrate both without compromising becomes part of the work of the pastor. This is one of the most important dimensions of integration.

1. Because it is so important, it is all that much more essential for clergy to be self-aware, knowing not only their professional strengths and weaknesses, but personal ones as well. Knowing inner-selves can keep clergy from getting in over their heads when they may feel drawn by compassion, often a strength for those in ministry, but a desire to be compassionate can prolong pain of those in need if clergy fail to recognize limitations.

V. Clinical Judgment

Ultimately, the integration of many things informs clinical judgment which will result in specific interventions. Ultimately what is most important in any pastoral intervention be it with one who is suicidal, the bereaved, or others is the development of one’s clinical judgment. 

Clinical judgment will include skills, but those skills are used in the context of a relationship, and each relational encounter is unique. Thus, each circumstance may require a different action on the part of the pastor, even though the circumstances seem largely similar. Clearly, empathic listening and understanding of the other is basic to the discernment required by the chaplain in order for him or her to determine what response is appropriate. 

Each one has to make personal judgments. Sometimes interventions fail. Anyone can question the judgment of those who choose to intervene. In working with those who are lethal there are no guarantees, and best efforts may fail. A police chaplain was requested to help a young man who had taken some fastfood restaurant employees hostage in Independence, Missouri. Once the chaplain arrived, the hostages were released. The chaplain talked to the man for an hour, then the man committed suicide with the chaplain present. 

So, there will be failure. There are no surefire answers. It is impossible to gain enough skill nor enough knowledge to completely prevent failure.

Unfortunately, the anxiety that life and death issues generate is what is most likely to impede one’s ability to draw upon one’s resources to respond. In an odd way, one’s response can parallel that of the person contemplating suicide. One can parallel the rigidity of thought, and the inability to think of other options. This mood can drape itself over a chaplain, heighten one’s anxiety and prompt a feeling of narrowing options as well. When one is empathically attuned to others, one becomes all the more susceptible to picking up on the feelings of the other and having it affect one’s own feelings.

This speaks to the importance of becoming self-aware. When one can observe one’s own internal process in the midst of a pastoral encounter, he or she is able not only to enhance empathic responding but guard against acting out countertransference. Drawing upon the parallel mentioned above, if the chaplain begins to feel helpless, and is not aware of this, he or she will tend to get drawn into the other’s experience, and may have difficulty responding helpfully. This can manifest itself as not knowing what to say, or in forcing an intervention. If we anxiously react, the other person may feel cut off, more isolated, more desperate, leading to negative results.

When we can distinguish between our feelings and those which we are empathically sensing in the other, we become more free to respond, rather than react. 

Developing clinical judgment, the capacity to put helping skills to use in appropriate pastoral interventions is best learned and taught through the experience of ongoing discussion of one’s work in a supervisory relationship. There, a pastor can learn to see blind spots, gain new perspectives, or have confirmed impressions developed but held without certainty. Just qs each individual we work with is unique, each encounter offers to the pastor opportunities for growth and learning. 

Especially in work with the most difficult of people and painful of situations there is an opportunity to learn and grow. Encountering the human predicament of others forces us to reconsider ourselves the values we hold and the beliefs upon which we stand.

VI. Review of Voluntary Death in the Bible & Early Christian Writings

A. Voluntary Death in Scriptures

1. Hebrew Scriptures 

a. Saul and his Armor Bearer - I Samuel 31:4-6, II Samuel, 1:1-6, I Chronicles 10:4-5

b. Ahith’ophel - II Samuel 17:23

c. Zinari - I Kings 16:18-19

d. Samson - Judges 16:28-31

e. Abimelech - Judges 9:52-54

2. New Testament

a. Judas - Matthew 27:35, Acts 1:18

B. Early Christian Writings - Ignatius’ Letter to the Romans

1. "I beseech you . . . suffer me to be eaten by the beasts that I may be found pure bread of Christ. Rather entice the wild beasts that they may become my tomb, and leave no trace of my body, that when I fall asleep I be not burdensome to any. Then shall I be truly a disciple of Jesus Christ, when the world shall not even see my body. Beseech Christ on my behalf, that I may be found a sacrifice through these instruments."

C. Texts Condemning Voluntary Death

1. For Violating God’s Creation

a. Creation Stories - Genesis 1:1 - 2:25

b. Blood for Blood - Genesis 9:6

c. Life Belongs to God - I Samuel 2:6

d. The Lord Gone - Job 1:20 - 21

2. As a Violation of God’s Commandments

a. The Commandment: "thou Shalt Not Kill" - Exodus 20:13

1. Duteronomy 5:17

b. Choose Life - Deuteronomy 30:19

c. You Are Not Your Own - I Corinthians 6:19-20

d. Initial Presumption - Ephesians 5:29

3. Persons Who Choose to Live

a. Jonah & Elijah - Jonah, I Kings 18, 19

b. Tenacity of Job - Job 2:9-10

c. God Works for Good - Romans 8:28

d. When I Am Weak, Then I Am Strong - II Corinthians 12:7-10

D. Texts Which Condone Voluntary Death

1. God’s Abiding Love For Us

a. God is Everywhere - Psalm 139:8-10

b. Resurrection of Life - John 5:28-29

c. No Condemnation - Romans 8:1-2

d. Nothing Can Separate us - Romans 8:38-39

e. We are the Lord’s - Romans 14:7-12

2. Rejection of Present Age

a. Renunciation of This Life - John 12:25, Matthew 10:39, Mark 8:35, Luke 9:24

b. Do Not Love the World - I John 2:15-17

3. Call to Martyrdom

a. Our God Will Deliver Us - Daniel 3:16-18

b. Call to Martyrdom - Mark 8:34-35

c. Lay Down Your Life - John 15:12-14

4. Examples of Voluntary Death

a. Elijah - I Kings 19:4

b. Jonah - Jonah 4:3, 9

c. Paul - Acts 21:12-14

d. To Live or To Die - Philippians 1:21-24
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