286

V

TEXTBOOK OF PSYCHOTHERAPY IN PSYCHIATRIC PRACTICE —

the author's own outpatient sample) may be offered further treatment in
the same or some other mode.

12. Suicidal acts
CONCLUSION
Psychotherapeutic responses to the depressed patient can be divided into
three levels. Firstly, to offer support through the painful experience of
depression; secondly, to revise behavioural and cognitive processes serving
to maintain depression; and thirdly, to alter those aspects of the individual's personality and relationship paterns which predispose him or her
to further episodes.
These three levels require increasing levels of skill from the psychiatrist.
Appropriate supportive therapy and the use of cognitive and behavioural
methods should, the author believes, be in the repertoire of all general
psychiatrists. The use of cognitive approaches in inpatient settings, as
described by Ferris (1988) would also seem to offer a real advance on the
benign caretaking or rather unfocused groupwork characteristic of many
inpatient regimes. Dynamic therapy is more challenging because the
psychiatrist, in using the therapeutic relationship as the focus of therapy, is
called upon to examine and perhaps modify his own reactions. To do this
will involve personal supervision and some form of personal therapy. The
development of CAT as a time-limited dynamic therapy offers another
way of extending the use and understanding of the therapeutic relationship. The jointly arrived-at reformulation provides both patient and
therapist with a framework which explains and predicts both the patient's
life problems and his relationship with the therapist. The strict time limit
is of particular value in work with abnormal grief reactions. Trainees with
little or no previous experience working within this framework under
supervision are able to do effective therapy (Brockman et al 1987) and to
make use of transference-countertransference interaction. For these
reasons, CAT seems (as it was intended to be) a therapy particularly
suited to National Health Service conditions, where depressed patients are
numerous and trained therapists are few.

D. Campbell, R. Hale

Case study 12.1

An autobiographical account of suicide

A young woman, who had been in therapy for some years, wrote of her
experience of suicide:
/ am so afraid that nothing can really give any reader a sense of what I felt. I
should have to write an entire book trying to explain the many desperate
feelings over years which led up to it, this suicide attempt. It was in no way
an isolated incident, but part of the very fabric of my life from childhood
onwards. I had to struggle for a sense of worth and meaning and the basic
hope which I only now understand are the norms for many people, but
which were lacking in me.
I am frightened still - of this account somehow being rejected, going
unheard, being discounted or disconfirmed, because these were all the
things which I felt as a child and teenager within the family which were
reactivated by any external rejections and which culminated in my suicide
attempt. Although it is truer to speak of it as my suicide as I began to later,
because it was a kind of death and then, very slowly over years of analysis,
a kind of rebirth. I did not understand what I have just written of the feelings
which led to my suicide at the time, of course. I did not understand myself
what had wounded me to this degree. It is not so easy to understand the
sources of your own pain, especially in the face of a concerted effort to
deny it and to deny further that you have any reason, any right, almost, to
such pain.
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As a consequence of their study and treatment of suicidal individuals,
psychoanalysts are in a position to extend and also to challenge various
assumptions and part-truths that other professionals and laymen have
made about suicide. Suicide is commonly held to be part of a depressive
state in which the person feels that life is not worth living and that death is
preferable. Certainly, sadness and pessimism are often present, but they
do not in themselves account for the major drive towards suicide. A
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second assumption is that suicide is a cry for help. This is a view that is
influenced as much by the professionals' need to help as it is by the
patient's crying out for it. A third assumption is that suicide is a means of
manipulating others. Again, this is in part true. A fourth assumption is
that suicide can be a solitary or solipsistic act in which the person
rationally decides to take leave of life. This has also been referred to as the
rational suicide, or the suicide of anomie. Although both acts may occur,
they are extremely rare. Each assumption is only partly true, and, if taken
as the whole truth, is misleading because it fails to recognise the violence
inherent in the suicidal act.
If a self-destructive act is examined superficially, the patient's conscious
intentions may well confirm one of the popular assumptions about
suicide. However, closer scrutiny of unconscious processes reveals the less
acceptable face of suicide as an act aimed at destroying the self's body and
tormenting the mind of another. The contradiction between a benign view
of suicide and the perception of the act as violent will be apparent to the
observer but not to the patient. Usually, aggressive wishes are so
unacceptable to the patient that they are relegated to the unconscious by
repression. The patient, therefore, continues to deal with the
contradiction between his conscious view of the suicide attempt and
unconscious wishes by resisting any attempt to bring aggressive intentions
into consciousness.
A patient reported that he had taken 199 aspirins. One had fallen on the
floor and he refused to take it because it might have germs on it. It would
be potentially dangerous for a clinician to respond only to the patient's
conscious wish to live, that is, to protect himself from germs, and not to
pursue the intent behind swallowing the other 199.
Ambivalence is at the centre of the suicidal act. In the authors' opinion,
therefore, to identify any self-destructive act as either suicide or
parasuicide is both simplistic and incorrect. The most useful term is 'a
suicidal act', with the outcome unstated. A working definition of the
suicidal act may thus be proposed as 'the conscious or unconscious
intention at the time of the act to kill the self's body'.

HISTORICAL ASPECTS
Suicide has for a long time been the focus of interest for psychoanalysts.
In 1910, the Vienna Psychoanalytic Society organised a symposium
entitled 'On Suicide with particular reference to suicide amongst young
students'. Contributors included Sigmund Freud, Alfred Adler and
Wilhelm Stekel. It represented a turning point in the study of suicide,
which had previously concentrated on external factors, for example,
Durkheim's monumental works relating the incidence of suicide to social
and geographical factors. Attention was now directed to the inner fantasy
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world of the individual, where the destructive and vengeful nature of
suicide was recognised.
In Stekel's paper to the conference, he stated, 'I am inclined to feel that
the principle of Talion plays the decisive role here. No one kills himself
who has never wanted to kill another or at least wished the death of
another'. He went on to explore the nature of the relationship between the
young person and his or her parent: 'The child wants to rob his parents of
their greatest and most precious possession, his own life. The child knows
that thereby he will inflict the greatest pain. Thus, the punishment the
child imposes upon himself is simultaneously punishment he imposes on
the instigators of his sufferings' (Stekel 1910). This paper laid the
foundation for all subsequent psychoanalytic thinking on suicide.
Aggression turned against the self in suicide was taken up by Freud in
his paper, 'Mourning and melancholia' (Freud 1917). Freud observed
that in melancholia after a loss or a 'real slight or disappointment' coming
from a person for whom there are strong ambivalent feelings, the hate
originally felt towards the person may be redirected towards the self. He
writes:
'It is this sadism alone that solves the riddle of the tendency to suicide
which makes melancholia so interesting - and so dangerous. The analysis
of melancholia now shows that the ego can kill itself only if... it can treat
itself as an object - if it is able to direct against itself the hostility which
relates to an object and which represents the ego's original reaction to
objects in the external world' (Freud 1917, p. 252).

In the suicidal individual, it is the body that is treated as a separate object
and identified with the lost loved and hated person.
ACTING OUT
Suicide is a form of acting out. Freud used the term 'acting out' originally
to describe the phenomenon of a patient, whilst in psychoanalytic
treatment, carrying out an action which in symbolic form represents an
unconscious wish or fantasy which cannot be experienced or expressed in
any other way within the treatment. Over the years, the term has been
broadened to describe a general character trait in which a person is given
to relieving any intrapsychic tension by physical action.
Acting out is the substitute for remembering a traumatic childhood
experience, and unconsciously aims to reverse that early trauma. The
patient is spared the painful memory of the trauma, and via his action
masters in the present the early experience he originally suffered passively.
The actors in the current situation are seen for what they are now, rather
than what they represent from the past. Furthermore, the internal drama
passes directly from unconscious impulse to action, short-cutting both
conscious thought and feeling. The crucial element is that the conflict is
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resolved (albeit temporarily) by the use of the patient's body often in a
destructive or erotised way.
The person will implicate and involve others in this enactment. The
others may be innocent bystanders or, as we shall see, have their own
unconscious reasons for entering and playing a continuing role in the
patient's scenario. The patient thus creates the characters and conflicts of
his past in the people of his present, forcing them (by the use of projection
and projective identification) to experience feelings which his
consciousness cannot contain. He gains temporary relief, but as the
players in the patient's play disentangle themselves from their appointed
roles, they return to the patient his projected affects. Because he knows no
other solution by which he can escape his inner conflicts, the patient is
forced to create anew the same scenario in a different setting. This is the
essence of what Freud referred to as 'repetition compulsion' (Freud
1914a).
In suicide, the unconscious fantasy often revolves around settling old
scores from- unfinished and unacknowledged battles of childhood. These
are memories which reside in that part of the patient's mind of which he is
unaware and of which he has no understanding. Freud described these
memories as ghosts which compulsively haunt the patient. 'That which
cannot be understood inevitably reappears; like an unlaid ghost that
cannot rest until the mystery has been solved and the spell broken' (Freud
1914a).
Our way into this mystery is by viewing acting out as equivalent to a
symptom. In a symptom, a fantasy finds symbolic expression in
psychological phenomena (or, in the case of a psychosomatic symptom, in
physical illness); in acting out, it is the action which is the symbol of the
unconscious conflict. As with the symptom, the exact form of the action is
precisely and specifically fashioned by the unconscious fantasies and
conflicts.

THE SUICIDAL FANTASY AND THE PRE-SUICIDAL STATE
Behind every suicide there is a suicide fantasy. A suicide fantasy may or
may not become conscious, but at the time of execution it has distorted
the patient's view of reality and has the power of a delusional conviction.
The fantasy is the motive force; killing the body fulfils the fantasy.
There are various resources for the detection and understanding of a
suicide fantasy. The suicide fantasy is rooted in childhood, and may
become apparent as it is enacted in the individual's behaviour or way of
relating to others. The authors' data has come from two sources: (1) 500
interviews occurring within a four-year period with patients who were seen
within 24 hours of a suicide attempt and after admission to the casualty
department of a large metropolitan teaching hospital (Hale 1985); and
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(2) comments made during psychoanalytic psychotherapy and psychoanalysis by 20 suicidal patients before or after suicide attempts.
Listening to the suicidal patients with a psychodynamic ear, it becomes
clear that two aims coexist, a conscious aim and an unconscious one.
There is in each patient a conscious intention to die, and it was their body
they expected to die. There also exists a less conscious aim to survive.
These patients imagine that another part of them would continue to live in
a conscious, bodyless state otherwise unaffected by the death of their
body. To paraphrase Freud's (1917) observation, when these patients
reached the point at which they intended to kill themselves., they
experienced their body as a separate object.
The suicide fantasy always includes a dyadic relationship, between a
part of the self which will survive and the body which is identified with an
intolerable,object. Although killing the body is indeed a conscious aim, it
is, in fact, a means to an end. The end is the pleasurable survival of an
essential part of the self (Morse 1973, Maltzberger & Buie 1980) which
we will refer to as the 'surviving self, a self that survives in another
dimension. However, this survival is dependent on the destruction of the
body.
THE CORE COMPLEX AND THE SUICIDE FANTASY
One half of the dyadic relationship embodied in the suicide fantasy is the
body experienced as a separate object. What is the nature of this object
now identified with the body, and why is it expendable?
Glasser (1979) has identified a constellation of childhood conflicts
under the concept- of the 'core complex' which has proved helpful in
understanding the dynamics of physical assaults on others. The authors
believe that this core complex also makes a major contribution to
understanding the internal conflicts which the suicide fantasy aims to
resolve.
The human infant is dependent upon a primary caretaker, usually the
mother, for its survival. From the earliest period of development, the child
develops complex and often subtle means of signalling its wishes to the
mother, who usually responds appropriately to satisfy the child's needs.
However, too much or too little gratification increases the child's pain,
anxiety and aggression, which is defensively projected.
When the mother is unable to accept the child's aggression and relieve
his fear and pain, there are a number of consequences. The mothering
object may be perceived as ungiving, poisonous or untrustworthy. The
child's body, which is the medium of the mother's care, may become
identified through projective identification with the bad mother or seen as
the cause of her rejection. The child faced with the reality of too much or
too little gratification from its mother regresses to a more primitive
idealised image of an omnipotent, all-satisfying mother, with which it then
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tries to merge so that all his needs can be gratified. However, this
regressive move to merge with the mother is now accompanied by the
child's anxiety about the consequences of any success in merging, namely
the annihilation of its separate, independent and differentiated self. The
child is now caught up in a pathological bind between the wish to satisfy
its need by merging with the mother on the one hand, and the fear of its
own extinction if it is successful on the other.
Only the most disturbed people fail to negotiate the core complex
altogether. But in suicidal adolescents and adults, we believe there may be
a significant unresolved residue of the core complex with a specific
vulnerability to acts of betrayal. We have found that suicidal individuals
experience even a minor rejection or disappointment as a catastrophic
blow to their self-esteem and psychic integrity, which then dramatically
undercuts their capacity to cope. As psychic defences are breached, the
body is felt to be at extreme risk. There follows a regressive longing to
merge with the primitive omnipotent caretaker. In this state, the individual
is vulnerable to re-experiencing primitive anxieties of annihilation: either
being engulfed by the object if they succeed in merging, or being
abandoned to starve if they are unsuccessful in getting 'into' the object.
When adult relationships of people suffering from core complex anxiety
are observed, it is seen to be necessary for them to hold conflicts which
they experienced with their mother, now represented by a partner, at a
safe distance. To get too close to the partner is to merge and be engulfed;

'Core complex'

|

relationship

Betrayal

Pre-suicidal state

Trigger
Confusion

Body barrier

Suicide
Fig. 12.1 The psychodynamics of suicidal acts.
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to separate is to be abandoned to starve. The person thus lives in a narrow
corridor of safety, controlling his or her partner by acts of cruelty or
coercion, never allowing the partner to make his or her own choices. Very
often, the partner in the relationship will share or mirror this pathology
and thus the two become locked in mutual distrust.
As with every relationship, the two partners gradually establish the rules
by which they can control one another. But eventually something will
occur which will alter the balance of the relationship, and at this point it
may enter a crucial, pre-suicide phase. Whatever the event, it is seen by
the potentially suicidal patient as a betrayal of a fragile trust which has
held the two in equilibrium, and is perceived as a direct attack on their
psychological integrity. When psychological defences are breached, the
body is also felt to be at extreme risk. The at-risk individual mobilises his
aggression in a psychic self-defence. His aggression may be aimed at his
own body or another's.
Figure 12.1 is a graphical representation of the process we are
describing. This schema introduces three further elements - the trigger,
the role of confusion and the body barrier.

The trigger
A trigger to violence may take any of three forms, and precipate the final
breakdown into a destructive attack, either suicidal or violent:
1. An actual physical attack, however small. In the process of an extended
argument, one workmate pushed his fingers into the ribs of Mr A to
make his point more forcefully. In response, Mr A broke his mate's
jaw.
2. An attack by physical gesture. The commonest gesture must be a V-sign,
but it can be a look or a turning away. It can even be the click of a
door.
3. Words which have an intrusive, dismissing and sexualised character, which
are felt as a physical assault.
What all three things have in common is, firstly, that they are experienced
as an assault, and, secondly, that the recipient/Victim' cannot assess them
objectively so that they are felt to be overwhelming. It is thus the internal
meaning of the trigger that matters. What is explosive to one person will
be innocuous to another.
Case study 12.2

'You smell'

A 19-year-old girl killed herself. On a previous occasion, when she had
thrown herself under a train, the provocation was that her mother had said,
'You smell', i.e. 'I don't like the way that your body smells'. Before the girl
was born, her mother had tried to abort her and then had been extremely
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depressed throughout her childhood; although highly intelligent, she had
been unable to care for her child both emotionally and physically. To the
girl, therefore, her mother's statement confirmed what she had always
unconsciously believed and yet not known, that her mother had never
wanted her and that her existence was at her mother's expense, that she
was a parasite on her mother. Her suicide also fulfilled her mother's original
wish that she should not exist.
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suffocation or starvation. The body must be killed if the self is to survive.
In intrapsychic terms, this is homicide, justifiable homicide. Just as
there is a split between the good self and the bad body, there is a split
between the hated and engulfing or abandoning primal mother, now
identified with the body, and the idealised one with which the self will fuse
once the bad mother/body has been eliminated.
SUICIDE FANTASIES

Confusion
Two observations substantiate the importance of confusion as an element
in violent suicidal acts. Firstly, in general hospitals the commonest cause
of violence is a toxic confusional state in which an innocuous stimulus is
perceived as threatening - DTs are a good example. Secondly, about 35%
of suicides, and a very large number of acts of violence occur after alcohol
has been ingested. It is commonly suggested that 'alcohol dissolves the
superego' and with it the conscience and a prohibition against violence.
We would also suggest that intoxication impairs the ability of the ego to
discriminate between threatening and non-threatening forces whether
from outside or within. As a result, terrifying conjunctions of thoughts can
occur which the ego in a confusional state is unable to keep separate.
Confusion has two elements. Firstly, the conjunction of two previously
separated ideas, probably unconscious coming together into consciousness
may be so unacceptable to the mind that they are fragmented into chaotic
disorder. Secondly, this chaos is in itself terrifying for it represents the
total loss of control which we all fear - that is, going mad. Thus, when
more sophisticated ego defences fail, more primitive 'reflexive' physical
defences are employed. The 'body barrier' is crossed.
Body barrier
The term 'body barrier' describes the resistance which exists in everybody
to translating the fantasy now conscious - of the violence - into physical
action. The state of confusion described above reduces this resistance.
However, if this resistance has been once overcome it becomes
increasingly easy to adopt this chosen pathway of discharging the
intrapsychic tension.
The suicidal individual has withdrawn from others in favour of the
cathexes of his own body, so that the primitive anxieties of annihilation are
experienced in relation to his body which has become identified with the
engulfing or abandoning object. Violent individuals attack an external
object in order to break out of an engulfing state, with the self more or less
intact. The suicidal individual leaves the external object intact and assaults
an internal object, represented by the body, identified with the engulfing
or abandoning mother who is perceived as someone who would kill by

Suicide fantasies, which elaborate the relationship between the 'surviving
self and the body, take at least five forms which will be described briefly.
Although one type of fantasy may dominate consciousness, suicide
fantasies are interdependent and at an unconscious level not mutually
exclusive. Within the patient, each fantasy is organised around a wish to
gratify pre-genital impulses which are predominantly sado-masochistic or
oral-incorporative in nature.
The suicide fantasy underpinning all of the other fantasies is a merging
fantasy. Patients who harbour a merging suicidal fantasy imagine death as
a return to nature, becoming one with the universe, achieving a state of
nothingness, a passport into a new world, a blissful dreamless eternal
sleep; or as a permanent sense of peace. These patients believe that in
death the self will survive in a state akin to that of the sleeping infant. The
dominant wish is to be fused 'with the image of the madonna of infancy.
By becoming one with her, the suicidal patient hopes to taste again the
omnipotent, timeless, mindless peace of his baby origins, far from the
wearisome hostile inner presence of his miserable adulthood'
(Maltzburger & Buie 1980).'
However, as seen in the core complex, the wish to fuse with an
omnipotent mother is accompanied by an anxiety about the consequences
of fulfilling that wish, the annihilation of the self. In the psychotic state
typical of those dominated by suicidal fantasies, splitting of the self from
the body leaves these patients believing that the body is actually an
impediment to the fulfilling of the merging fantasy.
The body is identified with the engulfing or abandoning mother and is
then eliminated. This makes possible the fusion of the 'surviving self with
the idealised madonna-mother of infancy.
A second suicidal fantasy is the revenge fantasy. The revenge fantasy
centres on the impact that the suicide makes on others. Here, a conscious
link to a real object is maintained more strongly than in other suicide
fantasies. The destruction of something precious to another person is a
devastating attack. A son or daughter who takes his or her own life robs
the parents of their dearest possession, knowing that no other injury could
possibly be so painful to them (Menninger 1933). The often conscious
thought in the revenge fantasy is 'They will be. sorry'. The implicit
message is that the parents have raised a child who hates himself because
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they did not love him enough. The threat of suicide to blackmail others
may accompany the revenge fantasy.
This suicide fantasy has a markedly sadistic orientation, with the
'surviving self often enjoying the role of the invisible observer of others'
suffering, especially due to their feelings of guilt and remorse because of
the suicide. There is a sense of retaliation, revenge and irrevocable,
everlasting triumph.
A third fantasy is that of self-punishment. The self-punishment fantasy is
dominated by guilt, frequently associated with masturbation which aims
to gratify, in fantasy, incestuous wishes, and an erotisation of pain and
death. Here, the surviving self is gratified by its sadistic treatment of its
own body rather than that of others, as occurs in a revenge fantasy.
Masochistic impulses are satisfied as well, in the self's identification with
the helpless, passive, submissive body.
Case study 12.3
suicide

Self-punishment fantasy and erotisation in a completed

This sado-masochistic dynamic is evident in the complexity of those
sexually deviant practices that maintain a delicate balance between
masochistic pleasure in self-torture and the risk of death, as in the dicingwith-death phenomenon (described later), and is illustrated by the suicide
of a man who had broken off treatment two years prior to his death.
He was found hanged above a fallen chair and dressed only in a raincoat
surrounded by burning candles. From the patient's earlier accounts of his
elaborate ritual, it was clear that the 'surviving self in his suicide fantasy
was secretly identified with Joan of Arc, a woman who victoriously led men
in battle and was martyred and reincarnated in a new dimension as a saint.
Underlying the risk-taking, sado-masochistic dynamic was an infantile
wish to get inside a woman; he was naked inside the raincoat, thereby
sharing her death. The sacrifice of his male body was the means to that
end. The candles represented her execution pyre, the noose introduced
excitement with the real risk of death. This tragic and extreme case
illustrates the interplay between sado-masochistic and oral incorporative
impulses and the coexistence of one or more fantasies during a pre-suicidal
state.

This interplay of fantasies is particularly remarkable during the turbulent,
fluctuating time of adolescence (see Ch. 18). Adolescents who are dominated by pre-genital needs and have had difficulty in separating from their
parents may blame their sexual bodies for the incestuous guilt they feel
over intrusive wishes. These adolescents believe that punishment of their
body by killing it is the only way to relieve them of their guilt.
A fourth fantasy is the elimination fantasy. In the elimination fantasy,
which is seen particularly in adolescence, there are similar conflicts
between pubertal sexuality and the unresolved pre-oedipal needs. Laufer

& Laufer (1984) have drawn attention to the way in which adolescents, as
well as adults, may experience their bodies as a source of madness when
unacceptable regressive infantile wishes are felt to be located in their
sexually maturing body which then seems confusing, alien, and
threatening. The self in their suicide fantasies 'survives', paradoxically, by
killing a body that is driving them mad. Although there are likely to be
sado-masochistic aspects, the predominant feeling is relief that a threat
has been disposed of, as a violent individual feels after beating off what he
believed to be an attack on his life.
In the elimination fantasy, the body is experienced as a destroyer. In
some cases, it threatens to destroy sanity, while in other cases die body
threatens to kill the self. The mechanism is similar to that seen in
paranoid cases, with its reliance upon splitting aspects of the self and
projecting them into others. But for the suicidal patient with an
elimination fantasy, a split-off body is the object upon which is projected
murderous impulses in such a way that the 'me' self then feels that his 'not
me' body is occupied by an assassin (Maltzburger & Buie 1980).
What distinguishes this suicide fantasy from others is that the surviving
self is motivated less by malicious intent, as in the revenge and
punishment fantasies, than by primitive self-preservative instincts. The
body is not an object of sadistic attack by the self, nor is the self
preoccupied with revenge upon others.
The internal dynamics are similar to those of the individual who feels
ensnared in the core complex to the extent that he believes his life is at
risk and reacts with self-preservative violence. In the psychotic life and
death struggle contained in the elimination fantasy, the only tiling that
matters to the 'surviving self is the elimination of the 'killer' body to
avoid total annihilation. In mis fantasy, suicide is conceived of as killing
the 'assassin body' before it kills the 'me' self. Suicide is enacted in self
defence.
Case study 12.4

An elimination psychosis

A 19-year-old boy was tortured by unacceptable perverse fantasies during a
pre-suicide state. In a session, as the tension created by suicidal thoughts
reached the breaking point, he shouted, 'I have got these thoughts. [He
tapped the top of his head.] Up here. I can't get rid of them. They are driving
me mad. I just want to get a gun, put it right here [he pushed his index
finger into the top of his head] and blast it out. Pow!'

A fifth fantasy is the dicing-with-death fantasy. The patient who is
compelled to dice with death actively puts his body, or a symbolic
representative of it, at risk in order to both attract and attack the primary
object. This may take obvious forms, such as compulsive gambling, or
driving whilst drunk. It may be structured and socially sanctioned in
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activities such as parachuting and mountaineering or motor-racing, or
involve various kinds of delinquency and sexual deviancy. Whatever the
risk-taking activity, it should alert the clinician to the fact that the patient
may enter a pre-suicide state, and careful attention should be given to the
fantasies which are being gratified. Obviously, many risk-takers do not lose
touch with reality and do not exceed the limits of their bodies, their
equipment or their environment. Nevertheless, because they maintain a
delicate balance between failure and triumph, changes in their internal
state can alter that balance with fatal results.
Case study 12.5

The reckless driver

A patient who had numerous car accidents assumed that others should look
out for him. He saw no need to drive within speed limits. He was, in Freud's
terms, 'the exception'; that is, someone who had unjustly suffered enough
as a child and felt he had a right to a fantasised mother he had never had an omnipotent mother represented by fate and other drivers who would
anticipate his behaviour and protect him from any danger. By putting
himself at risk, he hoped to arouse anxiety in others, especially his analyst,
and provoke them to rescue him and make him safe and secure. But this
attitude towards his body, a body that he did not value enough to protect,
represented an identification with the neglectful mother, as well as his
condemnation of her. There is a strong sado-masochistic dynamic in both
passive submission to fate, on the one hand, and actively flaunting the risktaking, on the other.

IMPLICATIONS FOR THE THERAPIST
The principal danger for the therapist working with suicidal clients lies in
minimising this pre-suicidal state or missing it altogether. The 'dicingwith-death' syndrome is built upon minimising the risk of failure and
heightening the excitement at the prospect of triumph. The therapist may
get caught up in the excitement of a gamble or of watching his patient
'have a go', and fail to see the more hidden excitement in the revengeful
use of failure. On the other hand, in over-reacting to anxiety and taking
responsibility for the patient's body, the therapist may gratify in the
transference the patient's wish to shift the responsibility for his body from
himself to the analyst, and thereby make the analyst the executioner (Asch
1980). The therapist's active intervention to prohibit risk-taking may also
reinforce the patient's passivity and, as a consequence, raise his anxiety.
The central danger in every pre-suicide state is contained within the
suicide fantasy. There are of course exceptions, but we are stressing the
priority of understanding the suicide fantasy and of conveying this understanding to the patient as the principal way of defusing their need to act
out the fantasy.
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The ten danger signals
The case of a patient whom we shall call Mr Adams will serve to illustrate
many of the danger signals which can be recognised during the pre-suicide
state.
Case study 12.6

The suicidal businessman who 'got on with it'

Mr Adams had interrupted his analysis in an optimistic frame of mind to go
to Edinburgh, his home town, to try to generate business for his failing
company. Business had not gone well during the first two weeks. He could
not face his old friends. On a Sunday afternoon, he felt lonely and suicidal
and telephoned his wife in London, hoping she would express sympathy
and fly out to join him. Instead she complained about his using suicide to
blackmail her. She could not stand his threats any more and told him to get
on with it if he was going to do it. At first Mr Adams felt shattered, hurt,
rejected and totally alone. However, once he decided to kill himself he felt
great relief and calm. He took seventy 10-mg tablets of diazepam and lay
down feeling at peace. As the pills took effect he felt he was drifting off into
another dimension. There was a sense of oneness in another kind of
existence. He was found by accident and taken to hospital.

In retrospect, it was possible to identify a number of danger signals during
Mr Adams' recent therapy. The first was a previous suicide attempt. Mr
Adam had tried to kill himself about three years earlier. Those who have
attempted suicide once represent a 27-fold greater risk of subsequent
successful suicide compared with the general population (Hawton & Fagg
1988). Until the patient becomes aware of his original suicide fantasy,
resolves the conflicts which were dealt with by an attempt to kill the body,
mourns the psychic death of the body, and takes responsibility for die act
in order to work through the guilt associated with having abandoned the
body to a homicidal ego, the body will still be at risk to another lethal
attack and suicide will remain a secret weapon, a trump card which may
be played whenever the original conflicts re-emerge.
A second danger signal is the propensity to deal with internal conflict via
action. Mr Adams played the horses whenever he became depressed. He
sought to be the favourite son of fate. It was fate, not Mr Adams, which
resolved problems. The patient who habitually deals with internal conflicts
via external action will be more vulnerable to acting on a suicidal impulse
when he is unable to make use of the activity that provides relief. In this
case, Mr Adams had gambled away all of his money - half a million
pounds. Loan sharks were pressuring him.
The third danger signal is a recently experienced failure. Mr Adams had
recently lost several important clients. Many suicidal patients suffer from
poor self-esteem, are severely self-critical and feel themselves to be
failures. An actual failure, for example getting sacked or failing an
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examination, is a danger signal because it is experienced as confirmation
by the outside world of what the patient has always felt about himself.
Hope for rescue from outside is lost. The persecutory self has irrefutable
evidence from outside of inner badness or worthlessness.
A fourth danger signal is the withdrawal from others into the body. When
Mr Adams arrived for his first session, he was dishevelled, unshaven,
withdrawn and lethargic. Mr Adams' withdrawal from others and neglect
of his body point to a shift from acting out conflicts with others, to acting
them out with his body.
A fifth danger signal is an actual or attempted suicide by a parent or a close
relative. Two months before Mr Adams' suicide attempt, his mother had
tried to kill herself by taking a massive overdose. Actual or attempted
suicide by a parent or close relative may well precipitate a suicide attempt
by a spouse, son or daughter. In Mr Adams' case, his mother's
unsuccessful attempt on her life increased his guilt because he had ignored
her explicit warnings that she would kill herself. His fear of her increased
as well. He made a significant verbal slip when telling his analyst of his
mother's suicide attempt: 'My mother tried to kill myself. This was the
mother/killer with which his body was now identified.
A sixth danger signal is the attempt to blackmail with suicide. Judging
from his wife's response, it appears that there was at least an explicit
suggestion of suicide to blackmail her into rescuing him. This is a danger
signal familiar to all working with suicidal patients, but one that may not
be taken seriously enough. A professional may well react negatively to the
sadistic and manipulative aspects of the blackmail and dismiss the patient,
as did Mr Adams' wife, with near fatal results.
In fact, it is difficult for therapists and relatives to avoid being placed in
a double bind. Threats of blackmail may arise before a holiday break,
when the patient is having to separate from his therapist and cope without
his support. Paraphrasing Asch (1980), implicit or explicit blackmail has
this message: 'Unless you see me more often or cancel your holiday I will
kill myself. I will commit suicide because you failed me. It will be your
fault. You will have driven me to it. You will have killed me'. The danger
in giving in to this demand is that it will endorse the fantasy that someone
else can completely take over responsibility for the patient's body, and in
so doing sanction the abdication of responsibility for his actions. The
worker will have to find ways of making this aspect of the fantasy clear to
the patient, especially his wish to deny his own violence towards his body
and the sadistic use of it against others.
On the other hand, the suicidal individual may experience the
practitioner's refusal to satisfy these demands as a rejection, as though
abandoning them to die. This is why blackmail must always be taken
seriously. Beneath the sado-masochistic dynamic may lie a terror that the
patient no longer feels safe in his own hands and is really asking for
protection against himself.
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A seventh danger signal is consent or collusion between the patient and
others in a suicidal fantasy. An experience of rejection or a feeling of having
been abandoned or dismissed, especially when it comes from someone
who is valued, may be the precipitating factor in the actual attack on the
body during the pre-suicidal state. It was after his wife refused to come to
him, and in effect told him to get on with his plan to kill himself, that Mr
Adams took an overdose. As Straker (1958) points out, 'A decisive factor
in a successful suicide attempt appears to be the implied consent or
unconscious collusion between the patient and die person most involved
in the psychic struggle'.
Those working with suicidal individuals are vulnerable to being
provoked or subtly led into attitudes and reactions which are experienced
by the individual as rejection or collusion in the suicidal fantasy. This is
what happened when Mr Adams told of his plan to go to Edinburgh.
During his therapy, there had been signs of improvement in his
appearance, attitude and life outside the session. Therapeutic work had
focused on such danger signals as his gambling, his earlier suicide attempt,
and his mother's attempt on her life. The therapist's mistake was that he
let him go. Why?
It later became apparent that in Mr Adams' therapy the analyst had
failed to recognise a shift in the balance of power between two suicide
fantasies, with near fatal consequences. After his mother's attempt on her
life, which he experienced as an attack on his life, Mr Adams developed an
elimination fantasy. The aim of this first suicide fantasy was to escape the
assassin-mother by identifying her with his body and then killing that
body. The analyst was alerted to the existence of the elimination fantasy
by its enactment in Mr Adams' neglect of his body, slovenly dress and
poor hygiene. In this way, the analyst was able to bring Mr Adams'
elimination fantasy into the analysis.
However, a second suicide fantasy that Mr Adams could merge with an
idealised, asexual, omnipotently gratifying mother became a delusional
conviction. Mr Adams believed that this fantasy of merging with his
mother, which developed out of the first elimination fantasy, could be
actualised once the assassin-mother, now identified with his body, had
been killed. This belief motivated Mr Adams to plan his suicide. He
became calm and optimistic because he now had a secret solution to his
conflicts. The merging fantasy escaped detection because it was
accompanied by apparent improvement.
As is well known, an eighth danger signal is the formation of a suicide
plan. The wish to die and the accompanying suicide fantasy may wax and
wane in the patient's consciousness. The formation of a suicide plan, that
is, the scheme for carrying out the suicide fantasy, heralds the acute presuicide state. The suicide fantasy may include a method of killing the
body, but the development of a suicide plan includes the details of time
and place. Pills, a weapon or equipment may be collected. The attention
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to detail will vary, but any evidence of a plan should be taken seriously.
However, secrecy is often an important ingredient, and evidence of a
suicide plan may be hard to discern. Attention to the patient's state of
mind or feelings about himself may lead to an important clue. There is
frequently a kind of inner peace that accompanies the formation of a
suicide plan. Any sudden change in the patient's affective state towards a
relaxation or calm, rather than necessarily being an indication of
improvement, should alert the practitioner that the patient may have
formulated a suicide plan. From a technical point of view, the worker
should try to elicit the details of the plan and bring it into the open. These
details will illuminate the suicide fantasy.
Mr Adams' depression lifted as he implemented the details of his
suicide plan. He collected Valium tablets, returned to his birthplace and
deceived others about his intentions by appearing more sociable and
optimistic. He was, in fact, in the midst of a narcissistic regression
sustained by the prospect of imminently fulfilling his merging suicide
fantasy. As far as the patient is concerned, he is already at peace because
he has crossed a rational barrier of self-preservation and now positively
identifies the assassin (his body) and has no doubt about, killing it. In a
sense, a psychic homicide has already occurred.

concern may manifest itself as a failure to recognise the importance of the
therapeutic relationship in the patient's life. In letting Mr Adams interrupt
his sessions, the therapist broke a cardinal rule of maintaining the
centraliry and reliability of the therapy. Thus, the therapist should
carefully scrutinise any impulse to alter his interpretive stance or disrupt
the consistency of the therapeutic structure unless, of course, hospitalisation is required.
S A tenth danger signal)is the appearance of counter-transference reactions
which may contribute to a loss of empathy or failure to perceive a psychic
homicide. This may manifest itself in many different ways. In Mr Adams'
case, the therapist reacted to his narcissistic withdrawal by letting him
temporarily leave his therapy and go to Edinburgh. Mr Adams then
perceived the therapist as sanctioning and colluding with his suicide
fantasies. The therapist's reaction, like that of Mr Adams' wife, was an
essential ingredient in the fulfilment of the suicide plan.
A greater understanding of the danger signals may enable the therapist
to play a more constructive role during a pre-suicide state. The danger is
that if the signals are missed, the therapist may behave unwittingly as the
hostile internal object from the past that the patient can only overcome
through death.

Case study 12.7

THE ACUTE MANAGEMENT OF SUICIDE

The uncle and the rock

This critical stage in the pre-suicidal state was described by a 15-year-old
boy who was with his uncle over the weekend before the uncle killed
himself oh the following Thursday. 'It was as though Uncle George was
already dead on Sunday. He had tied his life to a rock with a piece of string.
He threw his life out of the window on Sunday but the rock didn't hit the
ground until Thursday'.

:A ninth danger jsignal is the loss of concern both by the suicidal individual
for others, and by others for him. One of the consequences of the suicidal
individual's withdrawal from other people during a pre-suicidal phase,
albeit behind a deceptive facade of sociability, is that the depressive
affects, anxieties and fears are no longer communicated. As a result, those
around the suicidal person may cease to respond to his needs and feelings
as they oiQlinarily might do. Even if they have some intellectual awareness
of the suicidal risk at this critical moment, the patient's narcissistic
withdrawal cuts others off from any normal stimulus for empathic
responses of alarm or concern (Tahka 1978).
A suicide attempt may now be imminent because the patient is
emotionally cut off from his friends, relatives or professional helpers who
would ordinarily protect him from himself. The signal for this danger is
the sudden loss of subjective emotional concern for a depressed or suicidal
patient by those most involved with him. For the professional, the loss of

It is hard to underestimate the value of the proper management of a
suicide attempt. Even if the patient survives, it is a situation which offers
the possibility of his either returning to the same vicious circle whence he
came, or of helping him to move forward to something new. Whether or
not the patient ends up in formal psychotherapy, the dynamics of this
management bear careful study.
Many suicide attempts go undetected. The patient merely 'sleeps it off'.
Sometimes relatives will allow this to happen. Their indifference may
betoken their underlying animosity to the patient. When a general
practitioner is called, even he too may decide that nothing needs to be
done.
For the most part, however, the patient is referred to a casualty
department where, with the exception of violent alcoholics, attempted
suicides are among the least popular patients. Medical procedures, some
of which are of very doubtful value, are accompanied by such comments
as 'Why didn't you do it properly?' or 'Don't you think we've got better
things to do with our time?' It is easy to condemn these attitudes, but in
reality they represent a natural response to the patient's aggressive act.
Some regard these procedures, particularly stomach wash-out, as a
potential deterrent to future attempts, and certainly they are experienced
by the patient as painful and humiliating, but it is doubtful if they do
deter.
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Case study 12.8

The stomach wash-out

A patient was reminded of a statement he had made when he took a
previous overdose that he would not do it again because he could not stand
a stomach wash-out. He was asked whether these thoughts went through
his mind when taking the current overdose. His reply was that his intention
had been that there would not be a wash-out this time. The stomach washout can be seen as an attempt by the staff to regain control of the patient's
body, a control which the patient has taken from the medical profession in
swallowing the tablets which usually his doctor had prescribed.

Where there is a medical reason for the patient to be admitted, he is
fortunate. Having attacked his body, to be allowed, forced even, to regress
and to have bodily needs placed first, may well be psychologically exactly
what he needs. The hospital can act as a relatively neutral container for all
of the patient's projections. What the patient does not need is contempt or
disdain from the professional staff, hard as this is to avoid. Thus,
supporting the staff of the acute medical wards who are dealing with
suicide is an important part of the psychiatrist's work. Unfortunately,
many patients are discharged or encouraged to discharge themselves
without any psychological assessment, even though this is recommended
by the Department of Health.
The assessment of the patient should take place as soon as possible after
the patient has regained consciousness, because it offers an opportunity to
begin therapy. If the therapist can be included in the original chaos and
receives the basic raw projections immediately after the suicidal person
regains consciousness, the need to repeat the suicidal act may be reduced.
Once the process of repression and denial has started (possibly after the
first night's dreamwork has been done), it will be necessary for the patient
to recreate the same sado-masochistic relationship with the same
vulnerability to suicide. Delay in identifying and owning suicide fantasies
allows old defences to be re-erected, with the psychiatrist as an
accomplice. As one woman put it, 'It is as though it was another woman
who tried to kill herself last week'.
The assessment itself must have the following aims:
1. The identification of severe psychiatric illness in order to arrange
appropriate treatment.
2. To let the patient know that his actions are taken seriously by the
therapist, even if not by himself.
3. To establish the extent to which the patient can look inwards at the
reasons for his actions. Surprisingly, this is often much easier for the
patient in the disturbed state of mind immediately following a suicide
attempt. A helpful technique to encourage this process is that of the
'action replay'. In this, the patient is encouraged to give a detailed
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account of the events leading up to the day of the suicide, to the actual
hour and then the minute. As the patient recalls each of these details of
the acts, both he and the therapist are often given much more direct
access to the affects and fantasies which motivated the act.
4. To encourage the patient to keep this access to unconscious processes
open by offering both tentative interpretations and assuming that the
patient will want psychotherapy. If the latter turns out not to be the
case, little has been lost.
5. If possible, the patient should not be returned to the same sadomasochistic relationship from which he came. It is far safer to hand the
patient over to the care of a willing neutral relative or friend. It is
essential to impress upon this person the seriousness of what has
happened. If no such suitable person can be found, it will be necessary
to admit the patient to a psychiatric ward until such time as the
therapist and patient feel it is safe to let him return to his partner or to
living on his own. The general principle, as always, must be that the
supportive matrix is sufficient to contain the patient's pathology.

Therapy should start as.soon as possible. The appointment must be
within a period of time that the patient can manage. It is crucial that the
therapist stays alive in the patient's mind. In this acute phase, the promise
of a session in two days may mean never: that is, too long for the patieni
to hold the therapist in his thinking. A central belief of the suicidal person
is that he has the capacity to kill off all of his good objects. To offer him an
appointment beyond his own time span, or with a person whom he has
not met, will be perceived as both a further rejection and confirmation ot
his belief in his own destructiveness.
CONCLUSION
As to the outcome of therapy, let us return to the young woman whose
personal account opened this chapter.
Case study 12.1

An autobiographical account of suicide (contd)

Any account of my life would have to place my 'suicide' at the centre. From
childhood, everything led irrevocably towards this rapidly narrowing path,
and everything since has led from it in an ever widening arch. If I was
unlucky that nothing stopped the headlong momentum towards it, I was
not lucky, but quite simply saved, because I had an interpreter to direct me
from it. I hope this will not be a matter of chance for others.

