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Abstract

This study explores therapists’ experience of working with suicidal clients. Using a
hermeneutic-phenomenological method informed by Heidegger [1889 — 1976] this
study provides an understanding of the meaning of therapists’ experiences from their

perspective as mental health professionals in New Zealand.

Study participants include thirteen therapists working as mental health professionals
in District Health Boards from the disciplines of psychiatry, psychology and
psychiatric nursing. Participants’ narratives of their experiences of working with
suicidal clients were captured via audio taped interviewing. These stories uncover the
everyday realities facing therapists and provide an ontological understanding of their

experiences working with suicidal clients in District Health Boards.

The findings of this study identified three themes. All the participants experienced
shock and surprise upon hearing their clients had committed suicide without
presenting with signs and symptoms associated with suicidality in their assessment.
All the participants experienced the responsibility of assessing suicidal clients and
intervening to be a burden. Further, they suffered from guilt and fear of punishment in
the aftermath of a client’s suicide. They also found themselves in a professional and
personal crisis as a result of their experiences and struggled to come to terms with
events. This study has shown how these experiences could be understood by
uncovering the perspectives therapists bring to working with suicidal clients. I have
shown how mainstream prevention and intervention strategies follow on from the
misrepresentation and misinterpretation of our traditional way of knowing what it
means to be human. I show when therapists discover that phenomena are not
necessarily what they appear to be they feel unsettled and confused about their
responsibilities and what it means to live and die as a human being. The experience of
being a therapist to a person who commits suicide has been revealed in this thesis to
leave a profound legacy of guilt, doubt and fear. This thesis proposes that it may be
time for the profession to care for its own that therapists in turn may not shy back

from caring for and about the vulnerable other



Chapter One

Introduction

This hermeneutic phenomenological study seeks to explore and explicate the meaning

of therapists’ experience of working with suicidal clients.

The problem

Despite considerable efforts in the last decade, suicide remains a significant problem
in New Zealand. According to Warwick Holmes (The Dominion Post, 2006), a
coroner in Napier, suicide is undoubtedly a chronic problem. Coroners around New
Zealand are dealing with it almost on a daily basis. Warwick Holmes is reportedly
most troubled that New Zealand does not appear to be making any progress with
suicide amongst young men. His advice is that more attention be brought to the
problem. While more attention may well be required, it is, I submit, equally important
to consider how researchers have been paying attention to the problem. They may
have been asking too many questions about suicide that conceal, rather than reveal the
true nature and essence of this perplexing phenomenon. There may be an advantage
for researchers in adjusting their attitude to how they go about asking questions of
suicide. Rather than ask whether the response to their question can be measured,

perhaps they could ask whether the response to their question will carry meaning.

My original aim was to interview clients who had been treated for suicidal thoughts
and attempts, hoping that an explication of their experiences may shed light on the
problem in New Zealand. After discussions with the District Health Board where I am
employed as a psychologist and my supervisors at Auckland University of
Technology I decided to shift my focus of enquiry from the client to the therapist. It
felt that the opportunity to do research on this topic may be hampered by a raft of
ethical and bureaucratic obstacles with the client as focus. I reasoned that it could still
reveal something significant for future practice and research by exploring therapists’
experiences and the meaning they attach to working with suicidal clients. This
phenomenological study will therefore explore the meaning of the experience of
therapists working with suicidal clients. It will offer an interpretation of the narratives
of thirteen therapists (psychiatrists, psychologists and psychiatric nurses) working in

the mental health profession in District Health Boards in New Zealand. The



participants represent ways of understanding and experiences from a variety of

educational and institutional settings, within New Zealand and elsewhere.

The context of this study

Suicide is an indicator of the mental health and social wellbeing of society (Ministry
of Social Development, 2008). In 1994, the World Health Organization published
data, which showed that New Zealand had the highest rate of male youth suicide and
the third highest rate of female youth (15 — 24 years) suicide among the 23 OECD
countries. According to Disley and Coggan (1996), this raised considerable concern
and prompted a range of governmental and nongovernmental responses to address the
problem. Government policy and funding were directed to raise the profile of mental
health; youth mental health and suicide prevention in particular. In 1998, the Ministry
of Health announced a Youth Suicide Prevention Strategy stating at the time that it
was working on a similar strategy for all age groups. Part of this strategy is a suicide
prevention ‘toolkit’ for District Health Boards, developed with reference to national
and international research and literature on suicide prevention (Ministry of Health,

2004).

In 2001, New Zealand had the second highest rate for male youth (15-24 years)
suicide and the fourth highest rate for female youth suicide among the OECD
countries, according to the Ministry of Health and thus continued to be a significant
public health problem (Ministry of Health, 2004). Reducing suicide and suicide
attempts became one of thirteen health priority areas for the Ministry of Health
(2001).

In 2005, New Zealand had the second highest male youth (15-24 years) suicide rate
and the third highest female youth suicide in comparison with 13 OECD countries.
New Zealand is one of a small number of countries which have higher suicide rates at

younger ages than at older ages (Ministry of Social Development, 2008).

Research at a national level has explored trends and possible correlations between a
range of societal, interpersonal and intrapersonal variables and increased risk of
suicide. Coggan (1997), for example, found a fourfold increase in youth suicide

between 1974 and 1993. Emphasis on youth suicide has, however, obscured the fact



that suicide still constitutes the clear majority of all suicide deaths amongst adults and
older adult males (25 years and older), says the Ministry of Health (2001). From a
demographic perspective Maori predominate the group in which suicide is associated
with factors of vulnerability, disadvantaged and difficult life circumstances
(Beautrais, Joyce, & Mulder, 1998b) and according to the Ministry of Health (2001),
Maori continue to have a higher suicide rate than non-Maori. In 1998, Maori males
committed suicide at a rate almost 50 percent higher than non-Maori males and Maori
females 41 percent higher than non-Maori females. From an inter- and intrapersonal
perspective, suicide has been correlated with isolation, estrangement and alienation
from others (Coggan, 1997). Mental disorders (in particular, affective disorders,
substance use disorders and antisocial behaviours) and a history of psychopathology
correlate with suicide, says Beautrais (2000b). Almost all suicides in New Zealand
can be accounted for by hanging and to a lesser extent, vehicle exhaust gas, but it is
considered impractical to restrict or limit access to means of suicide, because the two
major means are so widely and freely available (Beautrais, 2000a; Beautrais,
Horwood, & Fergusson, 2004). Studies by Coggan (1997) and Edwards (1998) have
suggested an improvement in knowledge of common warning signs and more
affective assessment of risk factors. These researchers believe that initiatives of this
nature may assist people at risk, parents, teachers, general practitioners and public

health agencies in preventing and intervening in suicide attempts.

Prevention and intervention strategies are consistent with suicide trends and correlates
with research findings. The recommended strategies by the Ministry of Health,
previously mentioned, demonstrate this. Risk factors for suicide and suggested
intervention and prevention strategies are also remarkably consistent across countries
and cultures. This is borne out by comparing some national research findings with, for
example a study in which Gould, Greenberg, Velting & Shaffer (2003) reviewed the
youth suicide risk and preventive interventions of the past ten years in the United
States of America. These authors, as many others do, encourage further research to
focus on developing and evaluating ‘empirical based’ suicide prevention and

treatment pI'OtOCOlS.



The rationale for this study
I have shown how suicide remains a problem in New Zealand in the context of this

phenomenon being understood as a correlate of many factors. Practitioners make use
of these correlation studies, exploring how these factors may predetermine, precipitate
or maintain suicidal thoughts and attempts. Those factors that are deemed to
contribute to the client’s suicidal thoughts and behaviour become the focus of
treatment, for example, the symptoms of depression become the practitioner’s primary
concern when they are associated with suicide. However, mental health professionals
are reportedly struggling to address this problem in New Zealand despite the many
correlation studies and the interventions that flow from them. This would suggest that
a different approach is needed. A similar trend has been observed in Canada where
numerous empirical orientated studies and interventions appear to have made no
significant difference to managing the problem of suicide in practice (Cutcliffe, Joyce,
& Cummins, 2004). One of the main reasons for this, according to these authors, is
that a natural-scientific mode of understanding says little about the particular lived

experience of suicidal clients and is consequently not taken into account in practice.

Empirical studies with their natural scientific epistemology generally depict suicide as
an event that heralds the loss of meaning for the individual. This depiction can imply
that suicide is a symptom of not attaining some standard or benchmark of meaning.
But, as Cutcliffe, Joyce & Cummins (2004) have pointed out, suicide is not the end of
something; it is part of a process. It is part of the process unique human beings find
themselves in, in searching for meaning in the unfolding life that belongs to them.
Thus, suicide is not a comment on the attainment or failure of a standard of meaning.
It is a statement about the perpetual struggle and search for meaning in the lifeworld
of each and every person. Empirical studies do not reflect an understanding of this
subjective experience of the individual for whom suicide becomes a necessary act. If
empirical orientated studies fail to reveal the life-world of the suicidal client, what do
therapists encounter in their work? What do they experience in these encounters that
could say something about the difficulties inherent in the traditional way of
understanding suicidal clients that perpetuate in practice? It is conceivable that the
efficacy of prevention and treatment of suicidal clients is jeopardised by not attending
to that which is found between the predicted and the revealed. The experiences of

therapists may say something about this fallow ground.
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A world understood in accordance with the laws of natural science is not the lifeworld
of being human. Instead “we only understand a world somehow finding a way into it
and the experience of things it gives birth to” (Wrathall, 2005, p. 20). Whilst the
philanthropist, the suicide bomber and the suicidal person are subject to the same
physical and chemical laws, they in a real sense inhabit different worlds. If we fail to
understand this, we fail in understanding ourselves, says Wrathall (2005). It may be
that one of the reasons mental health professionals are struggling to address the
problem of suicide in New Zealand has to do with the failure to entertain the notion of
many different worlds and the many different meanings individuals are able to extract
from dwelling there. In a natural scientific paradigm of understanding there is only
one world (Willig, 2001). When you have someone dwelling in a world they consider
being the only world attempting to help those who dwell in different worlds there is
an abrupt discontinuity of intelligibility. What are the consequences when therapists
have to negotiate disruptions of intelligibility, as they encounter something in their
work that does not accord with what has been predicted by mainstream research
findings and the recommendations that emanate from there? What happens when
therapists lose these referential threads of understanding that could say something
about the difficulties encountered in working with suicidal clients? The purpose of
this study is to somehow find a way into the worlds of being human and the
experience of things it gives birth to. It is my hope that by finding a way into the
world of therapists’ experience of working with suicidal clients that I may arrive at
understandings which could augment our traditional way of understanding the

problem and what we do with it

The methodology of this study

I have decided on a hermeneutic phenomenological methodology to approach this
problem of suicide in New Zealand. If I intend to understand how therapists
experience working with suicidal clients and want to avoid the pitfalls of a natural
scientific epistemology — particularly the notion of a one and only world — then I must
take an epistemological position which attends to phenomena in themselves and the
reality that is theirs. Heidegger’s phenomenology of Dasein (human being) makes this

possible. The branch of research which calls itself phenomenology is “to let that
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which shows itself be seen from itself in the way in which it shows itself from itself”
(Heidegger, 1962, p. 58). For Heidegger to understand how human beings make their
world intelligible and determine what to do and how to live requires first and foremost
an understanding of the being ‘who’ is making meaning and deciding. Thus,
understanding therapists experience working with suicidal clients begins with

understanding who is experiencing, giving meaning and deciding what to do.

Heidegger’s phenomenology studies the phenomenon of being human (Dasein) and
the modes of being-in-the-world. His phenomenology is ontology because it concerns
the nature of being; the experiences of being human from whose vantage points other
beings are understood. His phenomenology aims to let the things of the world speak
for themselves and asks: what is the nature of this being? — what lets this being be
what it is (Van Manen, 1990)? Heidegger’s phenomenology wants things to show
themselves — that which it is being (verb) — by distinguishing between how it appears
(ontically) and its essence (ontological). His phenomenology attempts to offer an

account of experienced time, place and human relationships as it is lived.

Hermeneutics is the science and practice of interpretation (Van Manen, 1990). Why is
there an interpretation of our own being and the being of things necessary? Heidegger
asserts that the understanding of our being is never fully accessible because it is
covered up. We go about our everyday with such familiarity and self-evidence, and in
such an unreflecting matter of fact manner, that the nature of our being becomes
associated with what we do. But our doing is not our being, yet there is a reference to
who we are in our doing. It is due to this phenomenon of ‘covering up’ that
interpretation is required. Interpretation is the method by which we distinguish
between appearance (ontic) and essence (ontological), the ‘what’ and the ‘who’ of the
beings we are. “Our Being alongside the things with which we concern ourselves
most closely in the ‘world’...guides the everyday way in which Dasein is interpreted,
and covers up ontically Dasein’s authentic Being, so that the ontology which is
directed towards this entity is denied an appropriate basis” (Heidegger, 1962, p. 359).
To grasp the meaning and significance of what we do requires a grounded
understanding of who is doing it. To understand how therapists experience working
with suicidal clients the way they do requires an understanding of their being human

in itself.
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Why do I propose a qualitative methodology, which hermeneutic phenomenology is?
A qualitative methodology is inductive and open to new meanings and redefinitions
(Willig, 2001). I argue that a scientific attitude is not the appropriate attitude to adopt
if one is interested in understanding phenomena relevant to being human. The reason
for this is that an investigation into phenomena with an epistemology founded on
philosophy of mind decontextualizes the lived world of Dasein. The phenomenon is
uprooted from its origins and becomes detached from its referential context of
meaning and significance from a human experiential point of view (Heidegger, 1962).
"Scientifically relevant ‘facts’ are not merely removed from their context of selective
seeing; they are theory-laden, i.e., recontextualized in a new projection” (Dreyfus,
1991, p. 81). This is a projection which no longer belongs to Dasein and its existence,
but now belongs to the existence of science. The theory of mind philosophy behind a
natural scientific enquiry diverts its focus and attention to a phenomenon which no
longer matters for the experiencing person. It develops an understanding based on its
interpretation and not the self-understanding based on the interpretation of the being

that is human. It begins to understand itself rather than Dasein.

The impetus for this project
The impetus for this project has many strands, some of which I will also make explicit

in chapter four. The phenomenon of suicide in a peaceful New Zealand, its generally
gentle people and stunning natural beauty, perplexed me soon after emigrating from
South Africa in 1994. The enigma deepened when I discovered that New Zealand, in
the context of its high youth suicide rate, is also a country for whom extreme sport
appears to be important and self defining (Mahne, 2004). Why would people want to
challenge death in this playful manner when there are already disproportionately

many around us who are failing to hang on to life? Has death got no meaning?

My reading of Milan Kundera (1995) and his notion of ‘the voice of emptiness which
calls us from below’ resonated with the idea of existential anxiety (Kierkegaard,
1980). I came to think that suicide and death defying acts converge in the question;
what is the significance of my life and my death? Correlation studies do not begin to

address this question in research into suicide and practitioners consequently pay little

13



attention to this idea when they consult with suicidal clients. Perhaps this is why
mental health professionals are struggling to address the problem. Positivist orientated
research findings in practice fail to reveal this dynamic for the suicidal client.
Therapists consequently concern themselves with treating and addressing factors
associated with suicide, instead of attending to suicide itself and its relationship with
the meaning of life and death for the suicidal client. “It is vital for psychotherapy that
the work of helping our patients with ‘the question of the meaning of Being’” is
attended to because it is a question at the heart of everything our patients bring (D.
Loewenthal & Snell, 2003 p. 26). Further, it is important to reveal what it is like to be
the therapist who receives news that a client has committed suicide. How does such
news impact on therapists? What is the on-going experience of living through the
aftermath? The phenomenon of suicide is about more than the person who takes their

own life.

The structure of this thesis
This thesis is presented in eight chapters.

Chapter one, “Introduction” identified the problem to be investigated, the context
and complexities, the purpose, why I selected a hermeneutic phenomenology as

methodology and the original impetus for embarking on this project.

Chapter two, “Literature Review” explores literature specifically relating to
‘suicide’. I describe what is already known about the phenomenon and how therapists
experience suicidality. I discuss the foremost therapeutic modalities towards

suicidality and the interface between research and practice.

Chapter three, “Philosophical Foundations” describes the philosophical ideas of

Martin Heidegger which have provided the foundation and guidance for this study.
Chapter four, “Method” clarifies the conditions by which understanding in this study
has taken place and my pre-understandings. I show the congruence between the

philosophical underpinnings and the steps taken to answer the research question.

The interpretive analysis of this study is presented in Chapters five to seven:

14



Chapter five, “Being surprised and shocked” explicates therapists’ shock and
surprise at the unexpected and unpredictable suicide of their clients. I discuss how
there is a disjunction of understanding and experience which can be attributed to an
epistemological confusion in the field of mental health embodied in practice which

generates a misrepresentation and misinterpretation of what it means to be human.

Chapter six, “Being responsible” makes the extraordinary sense of responsibility
therapists felt towards their suicidal clients explicit by looking closely at what it
means to care and the fear and guilt they encounter in the process. It shows how
therapists face a number of dilemmas in their wish to be responsible and caring

practitioners and no matter how they cared, people committed suicide.

Chapter seven, “Being unfamiliar’ discusses how the crisis of existence suicidal
clients talk about in therapy resonates within the therapist at a very personal level. I
discuss how suicidal clients confront therapists with certain professional, institutional
and personal issues which bring them to experience their own crisis of existence

during the course of therapy.

Chapter eight, “Discussion” considers the implications of this study for practice,
education and future research about therapists’ experience working with suicidal
clients. Limitations are offered as a means for further research and I offer
recommendations how our understanding and treatment of suicidal clients could be

broadened and augmented.
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Chapter Two

Literature Review

Introduction
What do I anticipate when I ask about ‘therapists’ experiences of working with

suicidal clients?’ 1 anticipate that therapists’ experiences with suicidal clients will
hinge on their assessment and treatment of the problem. That is in essence what
therapists do. For Heidegger our way of knowing and doing is influenced by the fore-
structures of our understanding. The aim of this chapter is to gain a broad view into
what therapists already know about working with suicidal clients. Our ‘knowing’ as
therapists is represented by the ascendant thoughts and practices in existing literature.
The literature on suicide discloses our understandings of suicide which contributes to
how therapists experience suicidal clients. First, I will discuss those factors most often
associated with suicide in a causal way and the inherent limitations of this way of
knowing. Then I will offer an overview of the more dominant therapeutic modalities
towards suicidal clients in New Zealand and their associated limitations. I will then
discuss the interface between psychological research and practice in New Zealand and
also consider research findings into therapists’ experiences with suicidal clients in
view of this interface. The chapter will conclude with a summary of the limitations
identified and their impact on the way in which mental health professionals practice
their understanding of suicidality. I will suggest how these limitations could be

minimized, showing the need for the particular focus and methodology of this study.

Suicide and Mental Health

It is widely accepted that suicide is a complex problem that cannot be reduced to a
single causal factor. Nevertheless, the New Zealand Ministry of Health (2006) is of
the view that the mental health of an individual is a major contributor to suicide. The
mental health of an individual is said to be affected by factors such as mental
disorders, childhood adversity, cognitive and affective factors and a possible

neurobiological predisposition towards suicidality.
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Mental Disorders

It is said that mood disorders, substance-abuse disorders and antisocial behaviour play
the strongest role in the aetiology of suicidal behaviour (Beautrais, Collings, Ehrhardt,
& Ehrhardt, 2005; Beautrais, Joyce, & Mulder, 1998a; Harris & Barraclough, 1997).
This view is shared by the psychological autopsy studies of Cavanagh et al (2003). A
psychological autopsy is a method of investigation in which the relationship between
antecedents and a phenomenon is examined, often relying on a computer aided search
of relevant studies. By means of statistical methods and formulae, correlations are
determined to identify causal relationships. The aforementioned researchers found
that mental disorder was the one factor most strongly associated with suicidality and
they suggest that suicide prevention strategies may be most effective if they are

focused on the treatment of mental disorders.

Mood disorders that are most commonly associated with suicidality are major
depression, bipolar disorder and dysthymia (Beautrais, Collings, Ehrhardt, &
Ehrhardt, 2005; Kay & Francis, 2006). Harris and Barraclough’s (1998) statistical
overview of the literature on suicide and causal factors found that the risk of death
from ‘unnatural causes’ is especially high for schizophrenia and major depression. In
a study by Kuo, Gallo & Eaton (2004) hopelessness was found to be an ‘extremely
important” and a more consistent predictor of suicidal behaviours than the presence of
a diagnosis of either depressive disorder or substance abuse. Kuo et al assert that
intervention strategies which focus on ameliorating feelings of hopelessness, in
addition to the specific treatment of depression and substance abuse, may prevent

suicide.

Substance-use disorders (alcohol, cannabis and other drug abuse and dependency) are
often associated with suicidality and frequently coexist with other mental disorders
(Beautrais, Collings, Ehrhardt, & Ehrhardt, 2005). A psychological autopsy study
conducted by Shen et al (2006) found that almost one-half of the suicide victims in a
large metropolitan area in America had a mental illness and twenty six percent of
those had a history of alcohol or substance abuse. Another study in America, using
questionnaires and statistical analysis, found a similar association between major

depression and substance-use disorder when these disorders present concurrently
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(Davis et al., 2006). A psychological autopsy study at a mental health service in
Auckland (New Zealand) by Fortune, Seymour, & Lambie (2005) found that a
previous history of deliberate self-harm was a predictor of future suicide behaviour.
Children and adolescents with suicidal behaviour show higher rates of bio-
psychosocial stressors such as maternal substance abuse, own substance abuses, a
family history of offending and sexual abuse when compared with a similar clinical
sample in which suicide is not a factor. These authors assert that suicide behaviour is
not the result of a single life event, but rather, the outcome of multiple risk factors,
often accumulated over a lifetime. These authors suggest that a successful reduction
of suicide behaviours is likely to include individualized interventions that target the
young person themselves as well as the associated risk factors in the wider context of
their lives. In a longitudinal study in New Zealand (Fergusson, Horwood, & Swain-
Campbell, 2001) the use of cannabis was found to be associated with a range of
adjustment problems in adolescents and young adults, adjustment problems such as
crime, the use of other illicit drugs, depression and suicidal behaviour. Their method
of investigation consisted of a statistical analysis of data gathered through reports,

psychometric assessment results, medical records and parental interviews.

Anxiety disorders are found in three to seventeen percent of those with serious
suicidal behaviour, according to Beautrais et al (2005) and often occur with mood and
substance-use disorders. The aim of the longitudinal study by Waerne et al (2002) was
to analyze the association between anxiety disorders, depression, alcohol dependence
or abuse and suicidal behaviour. The conclusions of their face to face interviews were
correlated with psychiatric diagnostic results. They found that anxiety disorders with
suicidal behaviour occurred secondary to mood disorders and do not make an
independent contribution to suicide risk. However, Sareen et al (2005), using a similar
method of enquiry, concluded that a pre-existing anxiety disorder is an independent

risk factor for the subsequent onset of suicidal ideation and attempts.

Personality disorders in correlation with suicide appear to follow a similar pattern as
anxiety disorders. Two studies, using similar methods of investigation (structured and
semi-structured interviews to confirm diagnoses) found an increased risk of suicide
and suicide attempts associated with personality disorders and Axis I Disorders

(Preuss, Koller, Barnow, Eikmeier, & Soyka, 2006; Schneider et al., 2005).
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While schizophrenia occurs infrequently (estimated at one percent) in the general
population, a relatively high percentage of those with schizophrenia will make a
suicide attempt, according to some literature reviews (Beautrais, Collings, Ehrhardt,

& Ehrhardt, 2005; Harris & Barraclough, 1998).

High rates of comorbidity are thus found among those making suicide attempts or
dying by suicide and, according to Beautrais (2005), the risk of suicidal behaviour

increases exponentially with an increased number of comorbid mental disorders.

Childhood adversity

Adverse childhood experiences have an enduring influence towards the development
of mood disorders, substance abuse and suicidal behaviour, which persist into
adulthood (Beautrais, Collings, Ehrhardt, & Ehrhardt, 2005; Molnar, Berkman, &
Buka, 2001). Pronounced suicidal behaviours are found among young people from
disadvantaged and dysfunctional family backgrounds that are characterized by
features such as parental separation or divorce, parental psychopathology, a history of
sexual, physical and emotional abuse or neglect, impaired parent-child relationships,

parental discord and parental violent behaviour.

Corcoran et al (2006 ) assessed the effect of adverse childhood experiences on the
lifetime prevalence of suicide ideation in a cross-sectional study involving 182
patients aged 18 to 44 years. All participants were interviewed using standardized
questionnaire instruments. The response rate was 73%. In multivariate logistic
regression analyses, those with a history of two or more forms of childhood adversity
relative to those with none were at increased risk of depressed mood and suicide
ideation. The authors suggest that the findings emphasize the need to set suicide
prevention within the broader context of society’s obligation to protect children from
physical, emotional and sexual abuse. In a study by Rossow (2001) the self-reported
data collected from structured interviews with therapists indicted suicidal behaviour
and ideation among drug addicts to be highly prevalent and more so with an
increasing number of areas of childhood adversities. In another study seventy-four
subjects, 65% of whom were women, consecutively admitted to a general hospital,

after having made a suicide attempt, were interviewed as part of the intake interview
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about prior suicide attempts and self-mutilation and given psychiatric diagnoses. It
was found that physical and sexual abuse was significantly and independently
associated with repeated suicidal behaviour (Ystgaard, Hestetun, Loeb, & Mehlum,

2004).

Neurobiological factors

According to Beautrais (2005) there is a strong focus on the role of genetic and
biological factors in current suicide research. The fact that higher suicide rates and
attempts are found in families of individuals with suicidal behaviour, than in the
families of people without suicidal behaviour, would suggest that genetic factors are
involved in suicidal behaviour. Serotonin system dysregulation is also associated with
increased risk of suicide and suicide attempt, but little is known about the processes

by which serotonin and suicidal behaviour might be linked, says Beautrais (2005).

Cognitive and Affective factors

Psychodynamic theories about suicide contend that the meaning of suicide for patients
derives from both affective and cognitive components. It is Hendin’s (1991) view that
conscious and unconscious ideas about reunion, rebirth, retaliation, revenge, self-
punishment and atonement give meaning to suicide in the same way that it gives
meaning to death. Similar affective dynamic factors were found by analyzing the data
collected from twenty six therapists who had been treating patients when they died by
suicide (Hendin, Maltsberger, Haas, Szanto, & Rabinowicz, 2004). Case studies have
explored the causes of rage and anger in association with suicide. Conscious rage was
found to originate in early personal exposure to violence (Hendin, 1991), in
experiencing one’s own limitations (Bron, 1985) and in experiencing the
shortcomings and failure of others (Oldham, 2006). In more recent times, suicide has
been linked with the anger and outrage inspired by radical ideologies of hate and

violence enacted by the suicide bomber (Orbach, 2004; Zakaria, 2005).

Guilt is frequently associated with suicide and said to be engendered by disparate
experiences such as combat-related guilt in the analysis of Vietnam war veterans’
questionnaire and interview results (Hendin & Haas, 1991), belief of having

committed a religious sin (Exline, Yali, & Sanderson, 2000), the belief of inadequacy
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or unworthiness, as in the case study by Kalafat & Lester (2000) and the correlation

analysis of psychometric test results by Lester (1998).

Suicide can also be understood as an act of revenge or a reaction to threat. Suicide has
been interpreted as an act of revenge for perceived political injustices (Ozernoy &
Saleh, 2005; Preti, 2006), cultural oppression (Counts, 1987) and the result of a
breakdown in spousal relationships (Milroy, 1995). In their research, by interview
about the problems in psychotherapy with suicidal patients, Hendin et al (2006) found
that suicide was used as a method to control the course of therapy and the therapist.

The threat of suicide is used to demand a certain attitude or activity from the therapist.

Suicide may also be understood as an act of self-punishment or atonement. Burns-Cox
(2005), in a case study of suicide by self-starvation, found that it represented a means
of self-punishment. Hemmings (1999) interviewed people who self-harmed and found
that accident and emergency staff may unwittingly reinforce the cycle of guilt and
self-punishment, if they fail to take cognizance of self-harming victims’ perception
that accident and emergency staff are punitive and judgmental. In a study of Sigmund
Freud’s notes and formulations regarding suicide, Leenaars & Balance (1984) found

frequent reference to suicide as an act of self-punishment.

Baumeister (1990), in his literature study, suggests that suicide is an escape from the
self and the world through cognitive deconstruction. He defines cognitive
deconstruction as a refusal of meaningful thought and a low level of awareness. It is a
state of mind preceded by a process in which a person had come to experience
themself as inadequate and a failure, when measured against societal standards and
norms. This experience of self as inadequate has an aversive effect on the ‘agents of

meaning’, namely affect, emotional states, attributions and self-awareness.

A reading of Binswanger (1958) and Tillich (2000) would suggest that the
aforementioned affective and cognitive factors that cause people to commit suicide
are born from an existence of despair. Central to the arguments of Schopenhauer
(1970), Kierkegaard (1983), Nietzsche (1990) and Laing (1965) is the conviction that
the modern person’s overemphasis of ego consciousness neglects and eschews the

inner world of human experience as a legitimate aspect of human reality and that this
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is at the heart of human despair and suicide. Suicide, when positively considered, is
seen to be a meaningful act. It aims to resolve this existential impasse from a

psychological perspective.

Hopelessness and despair may also stem from less metaphysical experiences
encountered in every-day life. A statistical data analysis by Butterworth et al (2006)
indicate a strong association between demoralization and suicidal behaviour for
people dependent on government income support, compared with those who are not.
Pompili et al (2006) analyzed the test inventory results of psychiatric nurses and
found a strong correlation between burnout and hopelessness which, according to this
research, are indicators of suicide. Bonner (2006) found a similar result in his

correlation study of hopelessness and suicide for prisoners held in segregation.

Researchers in the United States of America have found that some therapists and
society in general, conceive of suicide as an act of reason in response to a terminal
illness or a prolonged and debilitating disease such as AIDS. Under these
circumstances some therapists consider it reasonable that a person would decide to
end their suffering by suicide (Rich & Butts, 2004; Siegel, 1986; Werth, 1995; Werth
& Cobia, 1995; Westefeld, Sikes, Ansley, & Hyun-Sook Yi, 2004).

Psychosocial Factors

Psychosocial factors which are most frequently associated with suicidal behaviour are
stressful adverse life events such as humiliation, loss, defeat, threat, shame and inter-
personal losses or conflicts (Bhatia, Khan, Mediratta, & Sharma, 1987; Counts, 1987;
Houle, 2006). Other psychosocial factors associated with suicidal behaviour relate to
various forms of social interaction such as social isolation, feelings of loneliness, poor
social support and a lack of a close and confiding relationship (Beautrais, 2001; Kidd,

2006).

Social and Demographic Factors

Internationally suicide has been associated with a range of social and demographic
factors and these findings follow a similar trend in New Zealand. For instance, the
risk of suicide increases with age after puberty and internationally suicide is the most

common among those aged 18 to 24 years, whilst in New Zealand the risk of suicide
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is highest among men aged 20 to 44 (Beautrais, Collings, Ehrhardt, & Ehrhardt,
2005). Females are more likely to make non-fatal suicide attempts, while males are
more likely to die by suicide in New Zealand across all ages and across ethnicities

(Beautrais, Collings, Ehrhardt, & Ehrhardt, 2005).

Religious affiliation and religious activity appear to protect against suicide, with
higher rates of suicide among those without religious affiliation (Beautrais, Collings,
Ehrhardt, & Ehrhardt, 2005). It is neuroticism, rather than religion, that is an indicator
of suicidal ideation, according to Hills & Francis (2005). In their sample of 501
undergraduate students at a church-related university-sector college in Wales, the
participants completed a number of assessment scales and questionnaires which were

then statistically analyzed.

In the Buddhist tradition death has a particular meaning. They refer to it as the
moment of true liberation when you realize that what you consider to be real is
nothing other than the projection of your thoughts and images (Nakazawa & Penick,
1994). In their comparative study Zhang and Jin (1996) set out to provide insight into
cultural factors that impact on suicidal ideation among American and Chinese college
students. The study was designed to include both social structural and psychological
theoretical models of suicide and how they may relate towards a broader
understanding of this phenomenon. The statistical analysis of questionnaires designed
to identify the occurrence of suicidal ideation, pro-suicidal attitudes, depression,
family cohesion and religiosity found that American and Chinese females scored
higher on suicidal ideation. It has been suggested that Protestant culture has become
more tolerant towards suicide in the previous century and that Jewish culture has
traditionally not condoned suicide, supported by reports that suicide rates are
somewhat lower among Jews than among Protestants (K. M. Loewenthal, MacLeod,

Cook, Lee, & Goldblatt, 2003).

By means of a questionnaire Kay & Francis (2006) set out to study whether
churchgoing provides protection against suicidal ideation among young individuals in
England and Wales. A statistical analysis of the results suggests that church
attendance is shown to offer significant protection against suicide ideation, while the

protection of team sports is insignificant. These researchers offer the interpretation
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that the church functions as a therapeutic community and it does this more effectively
than the secular activity of team sport. It is suggested that the nature of this protection
is emotional and cognitive support. Theological theories about suicide suggest that
religiosity is a significant protection against suicide due to a number of factors (Kay
& Francis, 2006). It offers a shared system of beliefs made explicit by religious
institutions which strengthen the sense of mutual longing. The powerful narrative
about the resurrection is a benchmark against which all human experience can be set
and which can put all human problems in proportion. It thus offers meaning as well as

hope.

Cultural Factors

Maori, the indigenous culture in New Zealand, predominate the group in which
suicide is associated with factors of vulnerability, disadvantaged and difficult life
circumstances (Beautrais, Joyce, & Mulder, 1998b) and according to the Ministry of
Health (2001), Maori continue to have a higher suicide rate than non-Maori. The
suicide death rate for Maori youth (15-24 years old) in 2003-2005 was 33.2 per 100,
000, compared with the non-Maori rate of 14.6 per 100, 000 (Ministry of Social
Development, 2008). These statistics provide compelling evidence that cultural issues
are related to suicidal behaviour and suggests that a New Zealand suicide prevention
strategy must include, as a major objective, measures to reduce inequalities in suicidal
behaviour for a range of populations defined by age, gender and ethnicity (Beautrais,
Collings, Ehrhardt, & Ehrhardt, 2005).

The limitations of our ‘already knowing’

In the literature suicide is conceived of as something that is part of a causal equation.
This conception of suicide stems from the notion that human beings have bodies
rather than embodied beings, in other words being “the bodily expressions of that
unity called existence” (Brooke, 1991, p. 148). It is this notion that human beings
have bodies which validates the practice of naming and categorizing, because the
body is seen as a causal source that produces symptoms as it relates in a functional
way with other entities in the environment. From this premise it makes sense that one
can heal human problems by healing bodily symptoms; if one heals depression one
heals the person. The ascending literature on suicide does not entertain the possibility

that “the human body is an expression of meaning and not a causal source” (Brooke,
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1991, p. 148) and this leads to our misinterpretation of suicide as something that is
ontic rather than ontological. The literature reflects how it is possible to transform the
multifaceted nature of human existence into a one dimensional cause-effect
relationship. On this basis practitioners attend to what is said (symptoms) as if that is
what it is, and forget that what something is remains concealed in the being telling. In
this way of seeing suicide the idea of correction and cure follows suit. How can
psychology begin to attend to suicide as the embodiment of being, which surpasses

the notion of the suicidal body to be cured and corrected? It is a challenge.

Hillman (1992) gives further expression to this notion of the embodied beings that we
are. In his view our inclination to name and categorize differences as pathological is
motivated by our monotheistic history and tradition that instils “the normative ideals
of health as balanced wholeness which derives either from statistical averages or
idealizations of a sound mind in a sound body, a superhuman image of God-man” (p.
89). But what if suicide is not a wish to be perfect and whole but an appeal to
understand ‘the person in the words” who is not speaking about human perfection, “or
even about the complete human being carrying his wounds and his cross” (p. 89), but
about the lacunae, the gaps and the wasteland? The problem in our literature on
suicide is not that it portrays suicide as an illness, an aberration or a deviation, the
problem is that we tend to misinterpret these statements for what they are. Hillman
asserts that illness is an embodiment of our being that invites an imagining of life
through this deformed and afflicted perspective. In other words, it is a mode of being

and an ontological statement.

Another limitation of understanding a phenomenon through literature reviews,
correlation studies, surveys, test inventory results and case studies is that the
phenomenon under investigation too frequently gets covered-up with discipline
specific names and categories which are used to develop theories and hypotheses
about what suicide is for the person-that-is-there. When we are being with things in
such a present-at-hand mode of understanding we are standing back, removed in a
spectator/theoretical attitude of understanding (Dreyfus, 1991). In this mode we make
a phenomenon intelligible through isolation and categorisation, we remove it from its
referential network and associations and it becomes known in an atomistic way. This

form of understanding does enrich knowledge-about, but not meaning-of. The essence
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of a phenomenon as lived and experienced by the person-that-is-there is lost in this

mode of understanding.

The existing literature on suicide shows how suicide is correlated with mental
disorders, which is seen as major contributing factor. People are said to be
predisposed to mental illness due to adverse childhood conditions, genetics, biological
factors, demographic factors, etc. The problem with correlation studies is that the
appearance and essence of phenomena are conflated during enquiry, in other words,
suicide is what it looks like. Suicide is understood when it looks like a mood disorder,
or like schizophrenia, or like past sexual abuse and is thus not understood for what it
is for the person who is suicidal. Phenomena are not accurate in showing themselves
and the essence of a phenomenon is veiled by how it appears (Heidegger, 1962).
When appearance and essence are conflated, as they are in correlation studies, the
phenomenon is misrepresented and this results in the misinterpretation of the

phenomenon in practice.

Another limitation associated with this theoretical form of knowing is that the
practitioner is tempted to limit their enquiry into what suicide means for a client by
reducing the phenomenon to the understanding of the profession and its research
findings. The consequences of this are twofold. One, this form of knowing and
practicing not only deconstructs the client’s experience but also reconstructs it into an
understanding which does not resonate with the life-world of the client and how the
client understands and interprets the way in which they have come to exist. Secondly,
this form of knowing and practicing encourages practitioners to be therapeutic
technicians, applying research findings without recognizing the full significance and
importance of how symptoms ‘speak about’ the factical life experience of the client’s
way of existing. When practitioners adopt this theoretical way of understanding they
proceed and act in a way that responds to the understanding of theory and the
profession and not an understanding of the person present. In view of this I want to
give a brief insight into how our ‘already knowing’ becomes evident in therapists’
approach to suicidal clients and their experiences. I will now discuss the preferred
therapeutic modalities towards suicide in mainstream psychology, with particular

reference to New Zealand.
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Therapeutic modalities and their approaches towards suicide

Understanding precedes interpretation, says Heidegger (1962). Both inform one’s
attitude and response to the phenomenon under consideration. The aim of this project
is to understand how therapists experience their suicidal clients, motivated by the high
suicide rate in New Zealand and the apparent ineffectiveness of mental health
professionals to address the problem. Epistemology and praxis are inseparable and
inform each other in a circular fashion. What I do is determined by what I understand
and what I understand is determined by what I do. For this reason it is important to
consider the mainstream therapeutic practices that are brought to bear on addressing

the problem of suicide in New Zealand.

Dialectical behaviour therapy and cognitive-behaviour therapy
The Royal Australian and New Zealand College of Psychiatrists say that “Cognitive-

behavioural therapy (CBT) and problem-orientated approaches appear promising for
reducing repeated self-harm for most patient groups, but no single treatment has
confirmed superiority. Dialectical behaviour therapy (DBT) appears to confer most
benefit” (Boyce, Carter, Penrose-Wall, Wilhelm, & Goldney, 2003, p. 150).
Cognitive-Behaviour therapy has been the mainstay of therapeutic treatment in New
Zealand (Evans & Fitzgerald, 2007). In the British National Health Service this
position is shared with psychoanalytic psychotherapies and systemic psychotherapy
(Milton et al, 2003). Support for therapeutic interventions motivated by
Existentialism and Phenomenology is challenged to be recognized more formally in
the British National Health Service (Milton et al., 2003). It is not a therapeutic attitude

that I have come across in New Zealand District Health Boards in a noticeable way.

Cognitive-Behaviour therapy is a therapeutic modality situated in the broader tradition
of behaviourism; a category of treatment focused on the interchange between the
person and his environment, i.e. stimulus and response (Kruger, 1979). According to
cognitive theory, dysfunctional beliefs stem from negative learning experiences in
childhood. These beliefs endure into adulthood, are inflexible in nature and lead to
cognitive distortions. When dysfunctional beliefs and their associated cognitive
distortions are activated, it often results in angry outbursts and impulsive behaviour to
reduce the anxiety caused by the distorted appreciation of things. It is hypothesized

that the principle mechanism for change in cognitive therapy is the modification of
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dysfunctional beliefs (Corrie & Milton, 2000; Wenzel, Chapman, Newman, Beck, &
Brown, 2006).

It is now well established, according to some researchers (Boyce, Carter, Penrose-
Wall, Wilhelm, & Goldney, 2003; Goldney, 2005; M. M. Linehan, Heard, &
Armstrong, 1993; Lynch, Chapman, Rosenthal, Kuo, & Linehan, 2006; Verheul et al.,
2003) that dialectic behaviour therapy (DBT) is perhaps the most ‘specific effective
psychotherapeutic intervention’ to reduce ‘life-threatening impulse-control disorders’
such as borderline personality disorder, in which suicide is a significant feature.
Perseius et al (2003) set out to determine how dialectic behaviour therapy is perceived
by both borderline personality disorder patients and their DBT therapists, in other
words, the therapeutic factors inherent in dialectic behaviour therapy which prevent
patients from harming themselves through suicide or other means. Their study
concluded that dialectic behaviour therapy resulted in a significant decline in suicidal
attempts and acts of self-harm. The client participants attributed this to experiencing
respect, understanding and confirmation from the DBT therapists and felt that this
therapeutic model placed an expectation on them to be actively involved and take
responsibility for their therapy and their lives. In addition, they considered the skills
acquired in treatment crucial to conquer suicidal and self-harm impulses. The
therapist participants concurred with these findings in their narrative accounts. The
therapist participants attribute the success of the DBT approach to its “theoretical
underpinnings and therapeutic techniques [and the] personality of the therapist is of
minor importance” (Perseius, Ojehagen, Ekdahl, Asberg, & Samuelsson, 2003, p.
224). The therapists also felt that it was critical to stick to the therapeutic manual and
stated that failures occur when “you don't stick to the manual but instead” therapists
work “by ‘their own heads’ (Perseius, Ojehagen, Ekdahl, Asberg, & Samuelsson,
2003, p. 224).

Standard behavioural modification techniques appear to be successful regardless of
the phenomenon of intent. It is claimed to be successful with suicidal individuals (M.
Linehan, 1993; M. M. Linehan, Heard, & Armstrong, 1993) and is equally successful
with all the syndromes that fall within the diagnostic parameters of anxiety and
depression, according to researchers (Beck, 1976; Beck & Emery, 1985; Beck, Rush,
Shaw, & Emery, 1979; Heimberg, 1993; Meichenbaum, 1977; O'Leary & Wilson,
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1975; Rush, 1982; Zinbarg, 1993). Technique driven therapies that apply their
techniques across a disparate range of phenomena suggests two things in my view.
One, the person is not primarily understood in his or her specific life-world and is
made to fit a theoretical construct of being human and seen as a representational
object. Two, technique driven therapies are an extension of the scientific/theoretical
way of knowing and the therapist no longer trusts the reality and truth that emerges by
virtue of being-with as human beings (Cohn, 2002). Therapists no longer trust what
the person present has to say and therapists have come to distrust the adequacy of

their understanding by virtue of their own humanness.

In the study by Perseius et al (2003) the patients attributed the success of dialectic
behaviour therapy to feeling respected and understood. Yet, the therapists attribute the
success of treatment to the ‘minor importance’ of their personalities as therapists and
claim that failure occurs when a therapist fails to ‘stick to the manual’. In my view it
would seem that the success of dialectic behaviour therapy for suicidality in this study
may not be attributable to what the therapists consciously did, but may rather be the
result of what they think they deliberately didn’t do. They seem to have a therapeutic
effect despite themselves. How is it possible to know why a particular activity has a
certain effect in view of this kind of misinterpretation? This discrepancy is not
identified or noticed by these researchers in their results and it demonstrates the
phenomenologist’s challenge to the validity and reliability of research where
researchers do not consider their personal contribution to the research process and
believe that they are dispassionate observers. This discrepancy also illustrates how a
technical-theoretical driven approach to therapy misinterprets the beings that we are.
No matter what we think we do when with others, we are always first with-another as

Dasein being-in-the-world.

Corrie & Milton (2000) point out that in cognitive-behaviour therapy the emphasis on
‘doing’ neglects a full appreciation and understanding of ‘being’, the one who is
doing, or asked to do in therapy. In their view cognitive-behavioural therapy and
existential-phenomenological therapies have the concept of meaning in common and
could augment one another, but it would require the therapist to remain
phenomenological rather than being theory led. The idea of ‘skills transfer’ from

therapist to client and the prescription of how to change thoughts and behaviours is

29



therapeutic dogma eschewed by phenomenological therapists. Dasein is embedded in
a multifaceted world as being-in-the-world where there can be no Dasein that is self-
sufficient and independent (Corrie & Milton, 2000), and for that reason requires a full
appreciation of ‘being’ in thought and mood. Milton et al (2003) are of the view that it
would be helpful to consider replacing the epistemological framework that underpins

clinical practice with an existential one.

The significance of the being the therapist is in the therapeutic encounter is not a
primary concern in cognitive-behavioural therapies. The emphasis is on knowledge

and technical skill.

Psychodynamic therapies
A reading of the literature on psychoanalytic informed therapies suggests that it is a

modality that claims to also be successful in treating suicidality. After a year of twice
weekly psychotherapeutic treatment of 30 patients diagnosed with Borderline
Personality Disorder (BPD), Stevenson and Meares (1992) reported a significant
improvement in key diagnostic indicators such as self-harm and suicidality. Bateman
and Fonagy (2001) report a similar result in their study with BPD patients who
completed a psychoanalytically orientated partial hospitalization program. According
to Kernberg (1975) BPD patients have difficulty integrating disparate representations
of themselves and others because negative emotions, such as aggression, disrupt their
capacity to integrate these partial representations. “Strong, unmetabolized or
unprocessed emotions have the capacity to overwhelm positive representations”, says
Kernberg (Levy et al., 2006, p. 484). This lack of differentiation and integration of

internal images of self and others is called identity diffusion (Levy et al., 2006).

Based on Kernberg’s object relations model of BPD, Transference Focused Therapy
has shown a reduction in suicidality and anger (Levy et al., 2006). BPD people have a
“split psychological structure” where “negative representations are split or segregated
from idealized positive representations of self and others”, says Kernberg (Levy et al.,
2006, p. 486). The putative global mechanism of change is the integration of these
‘object relations dyads’ into a more coherent whole. This increased coherence results
in a greater capacity for intimacy and reduction of self-destructive behaviours. From

the therapist’s point of view the mechanism of change consists of a structured

30



treatment approach, using a treatment manual, clarification, confrontation and
interpretation. The technical application of therapeutic constructs such as clarification,
confrontation and interpretation is traditionally central to treatment in most
psychoanalytic informed psychodynamic therapies (Davanloo, 1978; Malan, 1978, ,
1979; Sifneos, 1978; Waska, 2009). “Today, most psychodynamically-oriented
therapists would agree on the significance and importance of understanding a
patient’s defensive functioning in therapy. This theoretical position undoubtedly
raises the question as to how a clinician should deal with a patient’s defences during a
therapy session” (Junod, Yves de Roten, Martinez, Drapeau, & Despland, 2005, p.
419). Psychodynamic therapeutic methods rests on the theory that problems have their
origin in the past, are usually associated with the frustration of biological derived
needs that are repeated, or inappropriately transferred into the present until satisfied.
In psychoanalytic theory a person is seen as a complex structure of 1d, Ego and Super-
ego, driven by biological needs. The unconscious biologically driven needs are often
frustrated and inappropriately acted out in the here-and-now, and the dynamic
tensions between the structures of Id, Ego and Super-ego require interpretation
towards clarification, resolution and equilibrium. Psychodynamic therapeutic methods
and theoretical positions, in my view, seem to deconstruct lived human experiences
and reconstruct them in accordance with their own technical structures of
understanding. I have attempted to illustrate this point in the aforementioned
quotation of “split psychological structure” where “negative representations are split

or segregated from idealized positive representations of self and others”.

Todres (2002) asserts that contemporary culture and science enables a view of human
identity that focuses on our ‘parts’ and the compartmentalisation of our lives into
specialised ‘bits’. This is a kind of abstraction which psychology has taken upon itself
to mimic, says Todres. My view is that our understanding in therapeutic practice
should reflect and resonate with what is making sense for the client. The inherent
danger of the technical reconstruction of human experiences is that it creates a breach
in the being-with the client. Something gets lost in translation. Todres views
therapeutic self-insight as the self-experience of a client of ‘being more than’ or being
‘as possibility’. My reading of Todres would suggest that our contemporary culture’s
view of a person as ‘parts and bits’ result in psychological practices which aim to

reconfigure and reassemble a person towards greater functionality and efficiency.
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This technological view is embodied in some therapeutic modalities’ intent and
understanding. This embodiment manifest in words, such as ‘split structures’ and
‘segregated human representations’ of ‘part objects’ we collect within ourselves. This
way of understanding and talking perpetuates and colludes with the
compartmentalisation of human identity and living. This way, from a
phenomenological perspective, depersonalises the human order, according to Todres.
Our technological culture and its traditional ways overlook the possibility that humans
are ‘more than’ things and self enclosed entities that react to forces and causes.

Humans are more than functions and efficiencies.

Milton et al (2003) point out that psychoanalytic theory in practice discourages
therapists to reveal anything about themselves. Furthermore, the encounter between
the therapist and client is theoretically understood and reduced to transference and
counter-transference exchanges. An example of this deconstruction of an authentic
human encounter can be seen in the reflections of Taylor-Thomas & Lucas (2006) of
their work with suicidal clients. The ‘real’ relationship (Cohn, 2002) is that which
unfolds between therapist and client because of their being together. The notion of
transference reduces what is ‘actual and real’ between therapist and client to
something in the past; it transforms what unfolds here-and-now to something else that
happened there-and-then which is now artificially transferred to you and I to explain

what is happening between us.

Others contend that it is the therapeutic relationship and not technique that is the most
important and overriding factor in the treatment of suicidal people in all forms of
therapy (Leenaars, 2006; Michel, Dey, Stadler, & Valach, 2004; Reeves & Seber,
2004). “You have to know whom you are treating” and if you ask a patient what was
helpful, he or she will state the therapist, not this or that technique (Leenaars, 2006, p.
305).

Suicide prevention is not an efficiency operation, but a human exchange in which the
person’s story is primary, not some demographic fact or nosological category of
understanding or some form of reductionism (Leenaars, 2006). Research has found
that suicidal patients with multiple contacts with different people over the years had a

much higher rate of suicide than expected, according to Leenaars (2006). This finding

32



seems to support the notion of the primacy of the relationship that is a human
exchange during which a story is woven. This process requires continuity and
familiarity. Research by Hendin et al (2006) into the factors that appear to contribute
to suicide whilst receiving psychotherapy, identify six recurrent problems. The most
important ones, in my view, are not recognizing the meanings of patients’
communications, and lack of communication between therapists where a patient’s
care was transferred from one to another. Knowledge of another begins as an act of
intimacy, an experience-near encounter. The traditional medical model leaves the
needs of suicidal patients unmet (Leenaars, 2006). The therapist is the sole expert.
The model is linear and causal; regrettably, people and for that matter, nature, are not,

according to Leenaars.

Relational therapy is a discipline of thought and practice in the field of psychology
and psychotherapy which assesses and treats human problems within the context of
human relationships expressed in dyadic, triangular and larger systems. Magnavita
(2000) acknowledges that all therapeutic encounters unfold within a relational matrix,
whether it is in cognitive-behavioural, experiential or psychodynamic therapies.
Relational therapy, however, does not view psychopathology and symptoms as
existing within the closed system of the patient (intrapersonal). Relationship therapy
views an individual’s problems as dialectic of the complex relational matrix within
which the individual behaves, thinks and feels. The relationship between therapist and
client is part of the client’s relational matrix. Unlike previously mentioned therapies,
relational therapy views the relationship between therapist and client as an
intersubjective experience, as opposed to a transference relationship, according to
Magnavita. This attitudinal stance in relational therapy has consequences for the
therapist and his/her traditional way of assessing a person towards a diagnostic
category of understanding and the treatments developed in accordance with diagnosis.
As we expand the borders of traditional diagnostic nomenclature, distinguishing
health from disorder becomes complex and it is “especially true when the diagnostic
lens views individuals as they exist within families that reside within wider social
milieus” (Rigazio-DiGilio, 2000, p. 1017). Our traditional way of assessing and
responding to human problems tends to pathologise differences, subjugate individuals
to the symptoms they exhibit, and perpetuate treatments designed to ameliorate

dysfunction assumed to reside in individuals, says Rigazio-DiGilio. These traditional
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approaches seem to ignore the relational, social and cultural systems that may
contribute to and construe presumed disorders and their treatment. To avoid the
problems associated with traditional methods of assessment and treatment, and
subscribe to a relational therapeutic approach, places certain demands on the
practitioner. It requires a philosophical orientation which can incorporate individual,
relational and network diagnostic systems, says Rigazio-DiGilio. It requires the
practitioner to weight the relevance of individual, family and wider relational system

variables in therapy.

The interface of psychological research and practice in New Zealand

In examining the relationship between psychological practice and the basic scientific
principles of psychology in New Zealand, Evans and Fitzgerald (2007) point out that
the dominant mode of practice in New Zealand has always been behaviour therapy,
and more recently, cognitive behavioural therapy. Psychodynamic theory has not had
a strong influence in the psychology departments at New Zealand universities.
According to these authors psychology in New Zealand has been strongly influenced
by the Vail model of practice. This model of practice is characterized by treatment
protocols derived from basic laboratory science, commonly known as ‘evidence based
practice’ in which randomized controlled trials are used to attest to the value of a
particular form of treatment, most often cognitive behavioral therapy. The behavioural
principles of classical conditioning, learning theory and operant conditioning are
tested and validated in controlled experiments which result in treatment prescriptions
(manuals). “The Vail model conceptualized training as preparing professionals to be
good consumers of science” (Evans & Fitzgerald, 2007, p. 285). Manuals of treatment
abound. For the treatment of mood disorders there is the eight session program of the
Mindfulness-based cognitive therapy for depression (Segal, Williams, & Teasedale,
2002), Mind over mood: change how you feel by changing the way you think
(Greenberger & Padesky, 1995) and Adolescent volcanoes: helping adults and

adolescents handle anger (Carroll & Hancock, 2001), to name but a few.

There are consequences associated with the aforementioned model of psychological
training and practice that have to be borne in mind, if the aim is to better integrate

research and practice, according to Evans and Fitzgerald (2007). With an over-
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reliance on formal manuals of treatment, practitioners become more like technicians
rather than scientist-practitioners and the authors refer to research evidence that
highly trained practitioners are now no more effective than lesser qualified
‘paraprofessionals’. A further consequence associated with this positivist model of
psychology in New Zealand, according to Evans and Fitzgerald (2007) is that it has
not benefited Maori. These indigenous peoples of New Zealand are over represented
in acute mental disorders and this is reflected in the alarming rise in suicide and
attempted suicide among their youth (Durie, 1999). Durie is concerned about the way
in which behavioural and psychological phenomena are conceptualized, stating that
the medicalisation and classification of disorders according to DSM IV diagnostic
categories is not capable of measuring the degree to which cultural and spiritual
factors are associated with the problem. Furthermore, a DSM IV diagnosis conjures
up the expectation that ‘treatment’ is possible and that a diagnosis will somehow lead
to a resolution. Unfortunately this ‘value-free’ science of health and wellness refuses
to take into account the value-laden factors of culture and spirituality that are
associated with Maori health and wellness. It is this value-free intent of science,
which supposedly ensures objectivity, that discredits treatment approaches which

make greater sense in cultural terms, according to Durie (1999).

However, according to Evans & Fitzgerald (2007), there appears to be a shift in the
social sciences in New Zealand with greater emphasis placed on more subjective and
qualitative models of ‘knowing’; recognition that scientific knowledge is not
indisputable and absolutely certain knowledge. Quantitative and qualitative methods
of understanding are not similar but they do have strengths and limitations that can
both be used to increase understanding. “This ecumenical perspective is not, however,
universally shared in New Zealand, or internationally” (2007, p. 295). Without one
there is no other and in therapy there can thus not be an object (therapist) and a
subject (patient), or an ‘inside’ subject, or experiences that can be measured or
encapsulated by theoretical representations. The world of a therapeutic encounter is a
‘clearing’ where the significance of what is received-perceived is laid bare for the first
time by being-with one another. Therapies designed to treat suicidality with a

predetermined method violates this reality of human existence.
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Guignon (2006) asserts that there are substantive and unavoidable moral questions
that form part of any attempt to understand human beings in psychological practice.
Before our modern industrial-technological age people experienced the meaning of
their lives in a daily discourse with rituals, practices and institutions that bound whole
communities together at a religious, cultural, social and occupational level. The
question how to live and what to do was attended to in this way of being-with others.
In our modern technological age this sense of being-with and being part of a
community has fragmented and therapists are now challenged to fill the vacuum.
Therapists are now called to attend to the question of how to live and what to do. It is
a problem associated with our modern way of being and central to the issues
frequently dealt with in therapy. Guignon (2006) is of the view that therapists may
feel poorly equipped for this task. Psychology in practice in New Zealand for instance
thinks of itself as an ‘applied behavioural science’ and endeavors to be value-free and
objective, to trust as truth only what can be observed and explained by cause and
effect reasoning. How to live and what to do at an ontological level — and the moral
dilemmas inherent — are consequently not attended to in therapy. This in itself is a
valued laden attitude; to be ‘value free’. There can be no such thing as value free in

the true sense of the word.

There are assumptions drawn from naturalism which underlie the conception of
humans found in most psychotherapy theories (Guignon, 2006). According to
Guignon humans are objectified like other physical objects, humans are agents of
action and perceived through the lens of instrumental reason and technological
control, and human reality is viewed as self-encapsulated individuals who interact in
social systems competing for resources towards self-actualization. The aim of
psychotherapy, with this calculative-instrumentalists approach, is levelled down to
what is realistic and consistent, says Guignon. Based on these assumptions therapy
fails to address the ‘substantive and unavoidable moral questions that form part of any
attempt to understand human beings in psychological practice’. Therapy has come to

attend to ‘merely living’, just functioning and satisfying needs, according to Guignon.
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Therapists’ experience with suicide

Psychoanalytically orientated case studies are recognised by their interpretation of
what therapists experience via theoretical constructs of understanding. For example,
people commit suicide because they associate death with fantasies of a journey,
eternal sleep, fusion and reunion (Jones, 1996). Suicide is postulated as an enactment
of gratification and self destructive tendencies (Menninger, 1996); or seen as a
‘mental mechanisms’ specific to suicidal patients (Zilboorg, 1996a); or as an
unresolved Oedipus Complex (Zilboorg, 1996b); or the unconscious re-enactment of a
mythological wish to die (Friedlander, 1996); or an act due to unresolved therapeutic

transference and counter transference issues (Hendin, 1996; Shneidman, 1996).

There are studies of the effect that a patient’s suicide has on professional groups such
as psychotherapists, psychiatrists, nurses and social workers. In Bratter’s (2003)
article he discusses how the suicide of some of his clients affected him as a
psychotherapist. He experienced a sense of loss and failure, was forced to recognise
his limitations and that he could not prevent suicide. He doubted his worth and
wondered whether he had chosen the right profession. He then discusses specific
therapeutic issues upon reflection, such as limit setting, therapeutic neutrality, counter
transference and confidentiality. Similar variant effects, therapeutic specific issues
and reflections on practice are discussed by others (Gitlin, 1999; Hendin, Haas,
Maltsberger, Szanto, & Rabinowicz, 2004; Hendin, Lipschitz, Maltsberger, Haas, &
Wynecoop, 2000; Jgrstad, 1987; Reeves, 2004; Reeves & Seber, 2004; Tillman, 2003,
, 2006; Valente & Saunders, 1993).

There are studies that focus on the interpersonal relationship between the suicidal
patient and the health professional. A common theme that emerges from these studies
identifies difficulties in communication as a significant variable. In a qualitative study
by Anderson et al (2003) they investigate how doctors and nurses perceive young
people who engage in suicidal behaviour. A grounded theory approach to the analysis
of the semi-structured interview highlights the lack of skill to engage with someone in
their life-world. The difficulties with relating stem from moral and value judgements,
or the clinicians’ sense of professional duty (i.e. preservation of life). A similar theme

emerges from the qualitative study of young physicians and suicidal patients by
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Hgifgdt et al (2006). In McLaughlin’s (1999) qualitative study the focus is on the care
of suicidal patients by psychiatric nurses. Communication is identified as the most
important alleviating factor by both groups but is compromised by the lack of
therapeutic knowledge and skills of relating and the avoidance of patients by nurses

due to moral and emotional prejudices.

Utilizing a Consensual Qualitative Research methodology, the doctoral dissertation of
Darden (2008) found that the impact of client suicide on the six participating
psychologists met with the criteria of complicated grief. Their recovery was found to
be significantly influenced by their respective work settings and the administrative
component associated with their duties. The participants found themselves left to their
own devices in the aftermath of client suicide. Their feelings of isolation were noted
as a typical obstacle in the healing process and Darden recommends that supervisors
be proactive in the event of client suicide. Agee’s (2001) qualitative doctoral
dissertation with focus groups found that the participant counsellors experienced
uneven levels of support. Some participants experienced an insensitivity to their needs
in the aftermath of suicide and she recommends better support for counsellors in
coming to terms with the suicide of a client. The impeding influence of work setting
and administrative duties on therapists’ recovery in the aftermath of client suicide
resonates with the findings of Forterner’s (1999) doctoral dissertation. In Forterner’s
study, correlating emotional ‘burnout’ with work setting, client prognosis and client
suicidal ideation, it was found that psychotherapy is a moderately emotional
exhausting kind of work and that self-employed therapists had significantly lower
emotional exhaustion and depersonalisation scores compared with therapists that were

not self-employed.

Anderson’s (1999) doctoral dissertation focuses on the impact of client suicide on
master’s level therapists in training. In this qualitative study Anderson found that
therapists experienced strong emotional responses to client suicide including anger,
sadness and grief, fear, confusion, shame, guilt and relief. The doctoral dissertations
of Mabher (1990), Wert (1988), Lapp (1986) and Lapidus (1990) identify similar
personal and professional responses to client suicide. In Wells’ (1991) doctoral
dissertation the aim was to generate a deeper understanding of the reaction of

psychotherapists to client suicide. The semi-structured interview data of six
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participants were analysed using an existential-phenomenological approach and
method developed by psychologists at Duquesne University. Three major themes
were identified by this study; therapists’ sense of failure to detect signs of suicidal
intent, therapists’ sense of omnipotence as it relates to their power as therapists and
the choices of clients prior to suicide, and their sense of responsibility with perceived
guilt and culpability. Wells suggests that the sense of loss and mourning which
pervade the participant therapists’ experiences is one of mourning the loss of identity

as a competent healer.

Anderson’s (1999) doctoral study found that the participant therapists were reluctant
to discuss the suicide of a client with other professionals out of fear of being viewed
as unprofessional and incompetent. Five of the seven participants made comments
regarding anger towards their supervisors for their lack of support and the lack of
understanding from management and supervisors about the emotional state of
therapists following a client’s suicide. In some cases it was reported that supervisors
were more concerned whether the therapist had done something wrong which may
implicate the supervisor in the suicide. Anderson asserts that while supervisors may
have an obligation to protect the agency or organisation against legal action, they have
an equal obligation towards the wellbeing of their supervisee. In Marantz’s (1990)
doctoral dissertation the focus was on clinical social workers’ reaction to a client’s
suicide. This descriptive study found that the participants experienced a climate of
blame in the aftermath of client suicide and that they became more cautious and
avoided work with suicidal clients. Some participants found that their supervisors
blamed them for the suicide when they were expecting support from the supervisor.
Marantz asserts that guilt, fear of blaming and other therapeutic blind spots are not the
exclusive property of therapists, but apply to supervisors as well. Marantz says that in
this ubiquitous ‘negative network’ clinical social workers are often unprepared for
client suicide and unsupported when it occurs. The recommendation from this study is
that supervisors receive training to develop methods of supporting supervisees who

experience client suicide and training to manage their own anxiety about blame.

It would seem that the response of administrative and clinical supervisors after the
suicide of a client has a considerable impact on the recovery of a therapist. In their

interview with counsellors, McAdams and Foster (2002) found that the participants
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rated ‘psychological autopsy studies’ highly useful in coping and recovery, because it
assisted them in understanding the clinical antecedents of the suicide and the impact
on them. However, participants almost unanimously gave personal therapy the
highest rating of all the coping resources for dealing with client suicide, since “it may
be the only way that you will give yourself time and permission to focus on your own
feelings”, according to one participant (McAdams & Foster, 2002, p. 236). Shultz
(2005) notes that therapist-survivors of client suicide are often left to find their own
comfort and receive little support from the institutional review of suicide cases. The
reason for this, according to Shultz, is that supervisors in many work settings are
charged with the duty to participate in a formal case review as well as provide support
for the therapist. This can be problematic for the supervisor and the therapist-survivor.
Shultz suggested that these supervisory functions be clearly separated. In Shultz’s
view there are special needs for the therapist-survivor and supervisors can be prepared
to attend to these by being sensitive to themes that often occur in therapy with suicide
survivors. These themes are; searching for answers to the question of ‘why’, guilt
about having done something wrong, altered social and collegial relationships as a
consequence of real or imagined stigma, grief that resembles symptoms of Post
Traumatic Stress Disorder, suicide as a solution to problems and the survivor’s
capacity to trust others. Clinical supervision typically includes the features of
evaluation, enhancement of professional competence and monitoring the quality of
professional service offered to clients (Howard, 2008). But, according to Howard,
there are also broader considerations in supervision to consider which could confuse
the boundary between therapy (with its focus on personal growth) and clinical
supervision without sufficient guidelines for the supervisor. In Howard’s view one of
the key functions of clinical supervision as practised by health professionals such as
psychologists includes the restoration of wellbeing. Howard provides guidelines in
her article to preserve the traditional boundary between therapy and clinical
supervision, whilst attending to the wellbeing of the supervisee without detracting
from the traditional and primary aim of clinical supervision. A narrative method of
supervision achieves this in her view, since the emphasis is on collaborative enquiry,
where the supervisee is able to ‘re-author’ or ‘re-story’ their experiences in a way that
allows more distance from the problem, enabling the supervisee to “reclaim their lives

from their problems” (Howard, 2008, p. 109). This method of supervision offers the
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supervisee an opportunity to reassert their values, hopes and commitments towards

the restoration of their wellbeing in times of stress and emotional turmoil.

These studies which explore the lived experience of therapists and health
professionals with suicidal persons which highlight the need for change in the
development of practice, research and education are however rarely described in the
literature. There is the phenomenological-hermeneutic study by Talseth et al (2000)
with 19 physicians at a Norwegian psychiatric hospital about their lived experience in

caring for suicidal psychiatric patients. I will refer to their findings in chapter eight.

Conclusion

The overall aim of this chapter was to develop a preliminary insight into why mental
health professionals are apparently struggling to address the disproportionate suicide
rate in New Zealand. My review of the ascending literature on suicide has revealed
the dominant mode of understanding the phenomenon in New Zealand to be a natural-
scientific mode of enquiry. I located the unpublished qualitative theses of therapists’
experience of client suicide late in my research. It shows that this phenomenon has
attracted a qualitative way of understanding at an international level and yet I could
find no evidence of this in New Zealand. It is a gap my study aims to fill.
Furthermore, I have identified what I consider to be the limitations of a natural-
scientific mode of enquiry which begins to shed light on why mental health

professionals may be struggling with suicide in practice.

A natural-scientific mode of enquiry establishes a spectator/theoretical attitude from
the outset, from where theories and hypotheses are developed, based on the ontic
manifestations of a phenomenon such as suicide. In this way the essence of a
phenomenon is misrepresented or misunderstood, as it is removed from the
experience of the meaning giving person. It is a mode of enquiry in which appearance
and essence are conflated with the result that the phenomenon of suicide is
misinterpreted in practice. This conflation sees the reduction of the unique being that
exists to a being that is an object, rendered measurable and comparable to norm. The
person in treatment is thus objectified like all other objects in the natural world and
the therapeutic relationship becomes an efficiency exercise, rather than an encounter

of revelation.
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The literature portrays suicide as a factor in a causal equation and something
pathological, deviating from an idealized image of being whole and perfect. I have
argued that upon this premise suicide, as an ontological statement, is misunderstood
for what it is. I have forwarded the notion that suicide, as an ontological statement,
has to be interpreted in all its metaphorical guises, and not to be taken literally as is
the wont of a natural-scientific attitude. This literal way of understanding distorts the
meaning of suicide, reduces it to a set of ‘risk factors’ measurable along the yardstick
of normality and seen as the response of ‘a body’ in relation to other entities in the
environment. In this attitude the ‘body’ with symptoms is understood in terms of a
corpse, but from a hermeneutic-phenomenological perspective the body is understood
in terms of a lived-body (Thoibisana, 2008). If suicide is understood as an ontological
statement of human possibilities then suicide will be heard as a yearning to be a

perfectly whole being (lived-body) rather than a whole and perfect body (corpse).

I have discussed how the ascending attitude of knowing in research is translated into
mainstream practices characterized by methods and procedures, manuals and
guidelines about what to do with and for a suicidal person. I have argued that this
mode of being with another in practice is a continuation of the spectator/theoretical
attitude evident in research, bent on fitting the human experience of being-in-the-
world into a theoretical straight jacket. Once humans have been thus misrepresented —
in accordance with models and constructs — the most any therapy can hope to do is
make it a better object, not a healthier person, says Medard Boss (in Heidegger,
2001). The thoughts and practices of relational therapy would suggest that therapy can
‘make a healthier person’ if practitioners adopt a philosophical stance in their
assessment and treatment of human problems which takes account of the relevance

and significance of the person’s relational matrix.

The literature on therapists’ experiences with suicidal clients suggests that client
suicide has a significant impact on the therapist who experiences an array of
emotions, not least, the experience of loss and mourning of his/her sense of
competence as a healer. Whilst these studies articulate how client suicide affects
therapists, these studies do not explicate an understanding of the being that is a

therapist. An understanding of the being who is a therapist will provide a deeper

42



appreciation of how the therapist comes to experience client suicide in the way s/he
does. Furthermore, the literature suggests that therapists are generally left to their own
devices in the aftermath of client suicide and that supervision neglects to attend to the
needs of the therapist as a person who is attempting to reconcile their experiences

within the context of being human.

These are then some of the reasons why I have chosen to follow a qualitative method
of enquiry in this research project. To guard against the misinterpretations that stems
from the conflation of appearance and essence and the reduction of human existence
to objective events, I decided to follow a hermeneutic phenomenological mode of
enquiry. It allows phenomena to speak for themselves and aims to understand
experiences from the perspective of the one experiencing. These are principles central
to this mode of investigation and hold true for research and praxis, it is a methodology
at home in the ‘laboratory’ as much as it is in the ‘field’. With this congruence of
intent the distinction of laboratory and field can be dispensed with. The laboratory of
a hermeneutic phenomenology is the field of human experience. The following
chapter will consider the philosophical underpinnings of this study to gain a
perspective on how therapists experience working with suicidal clients. It is my hope
that these insights could lead to alternative ways of understanding and treating

suicidal clients.
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Chapter Three

Philosophical Foundations

Introduction
Science says Max Weber (Safranski, 1999) had become our destiny. With its

technological consequences it has transformed our lives, yet it fails to provide
answers. The fact that “science cannot make any decisions on meaning or value” (p.
90) should be a liberating opportunity for the individual. But, says Weber, this has not
been the case because our (Western) civilisation has so thoroughly and
comprehensively embraced the belief in rationality that it completely undermines the
individual’s ability to make decisions. The question of what is true and real has
moved from the individual to the collective, influenced by a predominantly empiricist
epistemology that tends to distort primary experiences altogether. This paradigm shift
is what Heidegger attempts to redress. He suggests that a philosophy of science ought
to ask how we experience reality before we arrange it for ourselves in a scientific, or
value-judging, or worldview approach. The dominating influence of natural science in
matters human is ‘de-experiencing’, says Heidegger (1962). The secondary process of
reason and logic objectifies the subject and the unity of the situation is dissolved.
“One has dropped out of direct Being and now finds oneself as someone who has
‘objects’, including oneself as an object, called the subject”, according to Heidegger
(Safranski, 1999, p. 103). Secondary processes and the natural scientific method allow
for the analysis and reduction of a thing infinitely, in the process discovering ‘some
things’, but moving further and further away from the thing that is experienced. “It is
not that phenomenology is against empiricism, but rather that it is more than merely
empirical” (Giorgi, 1997, p. 236). Phenomenology is concerned with the ways in

which human beings gain knowledge of the world around them.

Beginnings of Heideggerian hermeneutic phenomenology
Husserl [1859 — 1938] is regarded as the founding father of phenomenology and his

project was to give science firmer philosophical foundations through a new
descriptive method. This method — phenomenology — provides an antidote to the
excesses of the current dominant medical/scientific model, according to Loewenthal

and Snell (2003). These authors are of the view that Husserl’s work became an
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invitation to think about psychotherapy in a way that is different from what has now
become mainstream psychology. Husserl’s most important contributions are the
notions of intentionality and searching for the essence of things with his famous

rallying cry ‘to the things themselves’.

Transcendental phenomenology, as formulated by Husserl, is concerned with the
phenomena that appear in our consciousness as we engage with the world around us.
Consciousness is the medium of access to whatever is given to awareness. It is
therefore not neutral or objective in its presentation of objects or givens. An essential
feature of consciousness is its intentionality. It is always directed to an object that is
not itself consciousness (Giorgi, 1970; Kruger, 1979). It is this intentionality of the
perceiver that allows objects to appear as phenomena, given meaning by its varying
modes, styles, forms and so on. It therefore makes no sense to think of the world as
objects and subjects as separate from our experience of it, since all objects and
subjects must present themselves as something which vary by the nature of
intentionality (Willig, 2001). Object and subject determine one another and do not
exist as substances in and of themselves. Without one there is no other. Making
‘subjects’ and ‘objects’ of things of the world creates the illusion that they are
substances of permanence and constancy. Consciousness cannot be understood as a
cause and effect relationship. It is only through the methods of reflection and
description that the intentional relationship of consciousness can be discovered and
thereby reveals the experience and meaning of human activity (Giorgi, 1970). It
would be more accurate to say that consciousness is not a substance, immaterial or
otherwise. Consciousness intends and being conscious means an intentional act
through which man lets the world appear to him (Kruger, 1979). From this it would
appear that a person is comnscious in rather than conscious of his world. “Our

consciousness of being, i.e. of being in the world, precedes all our thinking about the

world” (p. 24).

According to transcendental phenomenology, it is possible to transcend
presuppositions and biases in order to experience a state of pre-reflective
consciousness. This involves three distinct phases of contemplation (Giorgi, 1997;
Willig, 2001). First, epoche requires the suspension of presuppositions and

assumptions, judgments and interpretations to allow researchers to become fully
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aware of what is actually before them. Second, phenomenological reduction is to
describe the phenomenon that presents itself in its totality — the texture of the
experience. Third, imaginative variation involves the attempt to access the structural
components of the phenomenon. While phenomenological reduction is concerned
with ‘what’ is experienced, imaginative variation is concerned about ‘how’ this

experience is made possible (i.e. structure).

Heidegger [1889 — 1976] is considered one of the twentieth century’s greatest
philosophers without whom there would be no Sartre or Foucault, but also a man with
great failures and flaws (Safranski, 1999). A great deal of uneasiness persists to this
day about his association with National Socialism. This association threatens to
tarnish his philosophical work with political ideology. However, analysis of his
seminal work Being and Time by prominent scholars since its publication does not
satisfy this accusation and suspicion. His work is accepted as a most unique
contribution to the field of philosophy and valued as a refreshing philosophical
grounding to many disciplines, such as psychology (Safranski, 1999). Heidegger’s
philosophy allows psychology to “let beings be”, free from preconceived dogmatic
constructions and the uncritical imposition of theoretical frameworks by therapists on

clients, according to Medard Boss (in Heidegger, 2001, p. 313).

Heidegger was a student of Husserl, and whilst building upon his ideas of
phenomenology Heidegger disagreed with Husserl’s method of uncovering the ‘thing
in itself’. Husserl’s approach of epoche and phenomenological reduction is at the
expense of the life-world of the person and goes against Heidegger’s notion of the
very experience of being-in-the-world which defines human existence. Understanding
the essence of phenomena has to take this into account (Cohn, 2002). Heidegger
compared Husserl with Descartes in that both wanted to seek clarity within
themselves, in consciousness, and pursue the ideals of certainty and a ‘rigorous
science’ at the expense of the non-scientific life-world (Inwood, 1999). This
Heidegger argues goes against the spirit of phenomenology. He also believes that
Husserl’s concept of intentionality is too theoretical with a focus on the bare ego
which wants to make everything too sharp and explicit; it ignores the background of

which one is tacitly aware by being-in-the-world (Inwood, 1999).
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Heidegger’s notion of being contrasts noticeably from prevailing notions steeped in
science and technology and is important from a psychological and therapeutic
perspective on a few accounts (D. Loewenthal & Snell, 2003). An ontological enquiry
must make the inquirer transparent in his/her own being because the understanding of
being is in itself a definitive characteristic of Dasein’s being. This involves an
understanding-with and underscores Heidegger’s notion of ‘the world’ emerging in
being-with, as opposed to an enquiry from an observing and theoretical perspective.
An ontological enquiry includes Dasein’s temporality and historicality. The place and
the time of the therapist and the client — the condition for both being there — must be
brought into account in therapy which aims to help clients with the question of the
meaning of being, which Loewenthal and Snell argue is part of everything the client
brings to therapy. In order to understand the being that is human you have to start
with what is and not with abstract speculations. Heidegger says that only with
phenomenology is ontology possible (D. Loewenthal & Snell, 2003). A
phenomenological inquiry arrives at meaning through interpretation and this resonates
with the interpretation of the being that exists in their self-understanding. It underlines

the importance of interpretation in psychotherapy as a therapeutic method.

Choosing a Heideggerian phenomenology seems appropriate for this study which is
inquiring into the therapist’s experience of working with suicidal clients. I am also not
looking for a theoretical understanding of their experiences and cannot ‘bracket’ out
my own understandings of what it means to be a therapist working with suicidal
clients. The question and the possible interpretations of their experiences are already
foreshadowed in my understanding of being in this world where human existence is

born in an inter-subjective space or social field.

Heidegger’s method of phenomenology - hermeneutic
phenomenology
The scientific attitude is not the appropriate attitude to adopt if one is interested in

understanding phenomena relevant to being human. The reason for this is that an
investigation into phenomena with an epistemology founded on a philosophy of mind
decontextualizes the lived world of Dasein. The phenomenon is uprooted from its
origins and becomes detached from its referential context of meaning and significance

from a human experiential point of view.
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"Scientifically relevant 'facts' are not merely removed from their context of selective
seeing; they are theory-laden, i.e., recontextualized in a new projection” (Dreyfus,
1991, p. 81). This is a projection which no longer belongs to Dasein and its existence,
but now belongs to the existence of science. The theory of mind philosophy behind
science has diverted its focus and attention to a phenomenon which no longer matters
for the experiencing person. It has begun to develop an understanding based on its
interpretation and not the self-understanding based on the interpretation of the being

that is human. It begins to understand itself rather than Dasein.

The phenomenology of Dasein is a hermeneutic — an interpretation. In the natural
sciences objects can be reduced to basic rules which explain why something appears,
behaves or reacts the way it does. But Heidegger (1962) argues that human beings are
not objects that can be understood in this manner. To understand phenomena — as they
appear to humans — and to understand the nature of the phenomenon of being human
in itself requires a different method of inquiry. The method required is that of
interpretation because phenomena are not always accurate in showing themselves. A
phenomenology of Dasein has to account for this and bear in mind the possible
structures of a phenomenon and how it shows itself from itself. These structures of
phenomena, nevertheless, articulates or points one to the phenomena as such and
Heidegger’s phenomenology aims to wrestle the phenomenon from these phenomenal
plains — transcend them through interpretation — to arrive at phenomenological truth

(Cavalier, 2006).

Heidegger argues that the natural scientific view is a derivative of phenomenology,
which he considers to be a ‘primordial science’. He says that the phenomenological
method already works with the aid of a critical destruction of objectifications which
are always ready to accumulate on the phenomenon (Crowe, 2006). The natural
scientific view distorts life and barricades itself from life with these accumulations.
Destruction is an integral part of the phenomenological method and justified because
objectification obscures the immediacy of practical life experience, i.e. the experience

of the average everydayness of being human.
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According to Crowe (2006) Heidegger’s project is to gain a deeper appreciation of
life and he uses a procedure called ‘phenomenological-critical destruction'. By means
of this procedure one is able to reach 'moments of sense' that are concealed by
contemporary discourse. According to Crowe, Heidegger's method of
phenomenological critique (destruction) aims to get to the 'basis of enactment’ which
is 'factical life-experience'. One way in which to do this is to trace commonly used
terms back to their origins in factical life experience. The aim of destruction is
twofold: To strip commonly used concepts and terms of their veneer of self-evidence
and to uncover the essence of these expressions. This is the entry point into the
hermeneutic circle. Stripping our understanding of its common sense meaning brings
one closer to the genuine 'moments of sense' as we go about with self-understanding

in everyday life.

Crowe argues that Heidegger's philosophy is motivated by the ideal of an authentic
existence and that this ideal is difficult to realize, due mainly to tradition. In tradition
the individual encounters a life that is already made meaningful; it has already been
interpreted and given expression in discourse prior to the arrival of the individual. It is
Crowe's view that the individual finds it easier to join in this discourse and to pass off
ideas and interpretation of phenomena as self-evident, as the collective is prone to do.
It is easier to allow one’s identity to be shaped alongside this reality of the ‘One’
because the alternative is a daunting and anxiety provoking quest. The quest is to re-
interpret that which is apparently so self-evident, and it is through this endeavour that
a person begins to create a more authentic existence. Hermeneutic phenomenology
shows what it means to create a more authentic existence. It is a method towards that
ideal of authenticity. The starting point is the re-interpretation of that which has
become so self-evident and to rediscover the original meaning of phenomena in the

context of lived experience.

Guiding philosophical notions

Discovery of phenomena

The phenomenon under investigation in this project is therapists’ experience of
working with suicidal clients. I anticipated encountering experiences familiar to me as
a registered psychologist in New Zealand, practicing in a District Health Board where

I have work with suicidal clients, some of whom have attempted suicide and some
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whom successfully ended their own lives. When talking about these events and one’s
experience of it, it is more often than not done in the everyday language of psychiatry
and psychology — self-evident style — upon first presentation. Heidegger (1962) refers
to this phenomenon as ‘contemporary discourse’, when a certain meaning is ascribed
to a phenomenon which, with repeated use and reference, reduces the phenomenon to
something self-evident. Meaning becomes part of contemporary discourse and gets
passed along as common knowledge. The challenge was to find a way of looking for
the significance and the meaning of these experiences for therapists which may be

concealed and overlooked when first presented to me in this self-evident manner.

In phenomenology the challenge is, says Heidegger (1962), to find a way in which to
discover phenomena behind their concealment because they do not necessarily show
themselves the way they are in themselves. Phenomena, according to Heidegger, can
show themselves in a variety of ways. For example, they can show themselves in a
privative manner where a thing can seem to be such-and-such, when it is not. Like
when a stick appears through the surface of the water and then appears to be broken.
Or, phenomena can announce themselves through something else such as when the
heart murmur signals an underlying disorder of a valve within the heart. The way in
which phenomena tend to conceal their very being in appearance and resemblance is
“the point of departure of analysis” (1962, p. 32) because how a phenomenon appears

is part of the phenomenon in itself.

By following these ideas regarding phenomena and their appearances I hoped to be
more discerning about what I heard and understood. I trusted that this would guide me

to reveal the essence of the experience of therapists’ working with suicidal clients.

The being that is human — Dasein

I needed to bear in mind that therapists are fallible human beings who understand and
give meaning to their experiences in their particular way, which influences how they
respond. To guide me in this regard I relied on Heidegger’s notion of Dasein which
refers to any and every human being (Inwood, 1999). Heidegger was also of the view
that we tend to misinterpret ourselves in certain ways. This misrepresentation and

misinterpretation of the beings that we are may well distort or skew what we hear and
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see; give meaning to experiences which conceals the experience for what it is and also

conceal from us the beings that we are as therapists.

Each therapist comes with their own unique historical horizon, i.e. their culture and its
traditions into which they were born. Dasein is thrown into a historical moment and it
is something which does not “follow along after Dasein, but something which already
goes ahead of it” (Heidegger, 1962, p. 41). The person is born into a reality which
already has its own knowledge of how things become intelligible and how things are
done. We are prepared for life and educated in this reality. Upon this reality people
understand themselves, how they interpret their world and themselves. In view of this
Heideggerian notion, of being thrown into a reality from the outset, I wondered how I
could begin to understand therapists when, for example, they said they were well
prepared at university to work with suicidality, but they nevertheless experienced
shock and disbelief when they heard their client had committed suicide? Why the
shock and disbelief if therapists are formally prepared for the fact that people have
been committing suicide for as long as we know and that it appears to be exceedingly
difficult — probably impossible — to prevent a suicide when that commitment has been

reached? What were they shocked about and what could they not believe?

Heidegger suggests that we begin to understand people in their undifferentiated
character — their average everydayness — in order to get clarity on ‘who’ they are in
their differentiated character and their definitive way of existing. Did therapists
experience shock and disbelief because they attempted to understand their clients
from an “entity of knowledge”, which always runs the risk of “passing over” the
unique human being (Heidegger, 1962, p. 69)? Did therapists experience disbelief
because they did not have an accurate account of what it is they were trying to
understand? Heidegger’s magnum opus ‘Being and Time’ is dedicated to deepening
our understanding of what it means for something to be (language, abstractions,
people, things) and how they are related to human beings. His philosophical thesis
starts with the question; “Do we have an answer to the question of what we really
mean by the word ‘being’” (Heidegger, 1962, p. 1.)? He does not think that we have
an adequate answer to this question and that it is imperative that we understand what
we mean by ‘being’ if we are to pursue our endeavours as human beings without a

distorted view of who we are. Heidegger raises this age old question anew because he
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claims that tradition has misrepresented and misinterpreted human beings. His
philosophical conclusions are crucial for the human sciences, for one can not
understand something if one does not have an accurate account of what it is that one is

trying to understand (Dreyfus, 1991).

“Dasein is an entity which, in its very Being, comports itself understandingly towards
that Being... (it is)...an entity which in each case I myself am” (Heidegger, 1962, p.
78). Dasein is that being that is mine and comports (conducts or behaves) itself
towards its being. Characterizing Dasein in this manner has a double consequence.

1) The essence of Dasein lies in its ‘to be’, in other words, in its existence. A
table or a tree is a ‘what’, a present-at-hand entity of the world. Dreyfus
(1991) translates the term present-at-hand as an occurrent entity, a non-human
entity or object/thing which occurs. A human being is a ‘who’, an entity that
exists differently to a thing-like entity. If we are going to get to Dasein, then
we have to get to it from its ownness, as opposed to examining it from the
outside as another thing in the world that is self-sufficient, independent with
functions and properties (Dreyfus, 1991; Waters, 2005).

2) This existence ‘that is mine’ also emphasizes the responsibility that Dasein has
in choosing how to conduct itself and behave in its being. Dasein is its
possibility and it has this possibility, and because “Dasein is in each case
essentially its own possibility, it can, in its very being, ‘choose’ itself and win
itself; it can also lose itself and never win itself; or only ‘seem’ to do so”
(Heidegger, 1962, p. 68). I will attend to these modes of being human in due
course and their significance to this project of understanding therapists’

experience of working with suicidal clients.

Misrepresentation and misinterpretation of Dasein

If human beings tend to misinterpret the nature of their being, then I needed some
reference to ensure that I understood therapists and their experiences in full
recognition of this tendency. How may therapists as human beings be drawn into
misinterpreting the meaning of their everyday experiences? What happens when, for
example, a client unexpectedly commits suicide and the therapist can think of nothing
else but “what did I miss? How could I have prevented that?” How do these

experiences reflect on their self-interpretation? The following paragraphs provide
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guidelines towards understanding how therapists may come to misinterpret the beings

that they are.

How does tradition misrepresent and misinterpret the beings that we are? “Dasein is
ontically ‘closest’ to itself and ontologically farthest; but pre-ontologically it is surely
not a stranger” (Heidegger, 1962, p. 37). With this Heidegger is suggesting that
human beings have a tendency to misinterpret who they are. Because Dasein finds
itself among entities of the world from the outset, Dasein is prone to understand itself
through these entities as if it is a thing-like object. This conceals the true nature of
human existence which exists in a different manner than the entities of the world
exist. Dasein ‘not being a stranger at a pre ontological level’ says that Dasein has an
unarticulated sense that there is something different and more to itself than the

understanding of itself through entities in the world.

This aforementioned misrepresentation of Dasein has been entrenched through the
sciences, the human sciences in particular which make the ‘categorical error’ of
interpreting the nature of being via the categories of knowledge such as psychology,
anthropology and theology. These categories of knowledge fail to do justice to an
understanding of human existence. These categories do not take the existence of
Dasein into full account and “We must rather choose such a way of access and such a
kind of interpretation that this entity can show itself in itself and from itself”

(Heidegger, 1962 , p. 37).

A further source of misinterpretation is that human beings tend to interpret their own
nature in terms of tradition. “Its own past — and this always means the past of its
‘generation’ — is not something which follows along after Dasein, but something
which already goes ahead of it” (Heidegger, 1962, p. 41). An understanding of
Dasein’s own being ought to take account of the fact that ‘Dasein is inclined to fall
back’ on its world and its traditions; that living according to these determinants is so
self evident, Dasein forgets its own original nature. Heidegger contends that it is
necessary to “destroy the traditional content of ancient ontology” because these
categories of knowledge conceal a full understanding of the nature of being

(Heidegger, 1962, p. 44).
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According to Heidegger (1962) tradition conceives of a self-standing subject first,
who then looks at self-standing entities in the world, divided in the first instance.
This is the traditional dichotomy of subject and object which presents problems at a
philosophical and epistemological level to explain how subject and object interact and
relate. But for Heidegger there is no such division in the first instance. The subject is
already in the world, already in an inter-subjective space or social field. This is the
primary and fundamental mode of being and only later do we come to find our self as
a self. How therapists make sense of their experiences may thus be founded upon the
aforementioned misinterpretations. Their questions “what did I miss? How could I
have missed that?” may stem from understanding themselves as being thing-like
objects, or being the kind of beings explained by a theory of ‘who’ we are, or being
the kind of beings that tradition predetermines for us. This I had to keep in mind when

analyzing the experiences of therapists.

Making our world intelligible: modes of being
To understand the experiences of therapists working with suicidal clients I had to be

clear on how humans make things intelligible. What did it mean, for example, when
therapists said “The threat of suicide does not worry me, I go into management mode,
I protect myself, do the paperwork and follow the procedures” or “I avoid emotional
involvement and follow procedures of care”? How did these experiences reflect on the

therapist’s way of understanding the client?

Being-present-at-hand
When we are being with things in a present-at-hand mode of understanding we are

standing back, removed in a spectator/theoretical attitude of understanding (Dreyfus,
1991). In this mode we make a thing intelligible by isolating it as a substance with
properties and arrive at knowledge which is then categorised. In this mode of making
something intelligible we remove it from its referential network and associations and
it becomes known in an atomistic way. Assessment and treatment are the order of the
day in psychiatry and psychology with which therapists become familiar in their roles.
Mainstream psychiatric and psychological assessment and treatment procedures
usually result in categorical knowledge about peoples’ mental health problems and
‘suicidal risk’. These are theoretical and scientific orientated ways of knowing, i.e.
present-at-hand modes of understanding. But, says Dreyfus (1991) properties cannot

be isolated, they belong to a whole. When you isolate properties and focus on it
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without reference and consideration of the referential network, you switch from an

ontological to a scientific attitude.

What is the foundation of entities present-at-hand? What makes it intelligible? Dasein
founds entities present-at-hand. Dasein’s world of coping and going about its
everydayness make entities intelligible and not Dasein’s properties (Dreyfus, 1991).
“Taken strictly, there is no such thing as an equipment... there always belongs a
totality of equipment.... Equipment is essentially ‘something-in-order-to’...”
(Heidegger, 1962, p. 97). “The primary ‘towards which’ is a ‘for-the-sake-of-which’.
But the ‘for-the-sake-of’ always pertains to the Being of Dasein, for which, in its
Being, that very Being is essentially an issue” (Heidegger, 1962, p. 116). In other
words, when psychiatric and psychological assessment tools are used to identify
properties, phenomenon becomes known from a scientific attitude and what is an
issue for the being that is Dasein is at risk of being misrepresented in this manner of

knowing.

Being-ready-to-hand
Being-ready-to-hand is a mode making intelligible and understanding by using things

as equipment. It is a familiar, non-theoretical and a non-thinking way of going about
and doing things on an everyday basis. It is a holistic understanding of things that are
what they are because they are situated in a frame of reference. It is a mode of being
that stands in relation to other things, a relationship that defines its being. For example
the Diagnostic and Statistical Manual of Mental Disorders (DSM) is used to diagnose
for the sake of understanding a person and their presenting problem. But when
equipment breaks down it arrests the flow of things and the situation becomes
conspicuous. Heidegger (1962, p. 105) says that “when our circumspection comes up
against emptiness [we] now see for the first time what the missing article was ready-
to-hand with, and what it was ready-to-hand for. The environment announces itself
afresh”. In conspicuousness the referential network lights up and one discovers that
things have aspects, which cannot be divorced from the situation (Heidegger, 1962).
For example, the DSM and Risk Assessment procedures sometimes fail to identify

suicidality — our equipment of familiarity breaks down and we find ourselves at a loss.
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I had to bear the character of mainstream psychiatry and psychology’s theoretical
mode of understanding in mind. Therapists are confident and familiar with the
‘equipment’ that grows from this attitude — the tools of the trade. These tools of the
trade are situated in a socially sanctioned network of reference, the world of
psychiatry and psychology. But when tools of the trade break down — when the client
commits suicide even when assessment methods and procedures have declared the
person safe — the situation becomes ‘conspicuous’. Then therapists are confronted
with the essence of these procedures, i.e. that a present-at-hand way of knowing
conceals and decontextualizes the lifeworld of the client and that it is an unsuitable

mode of understanding a person.

Modes of being human
Therapists work within professional disciplines and are employed by institutions each

with their own culture and way of doing things which may have a direct bearing on
therapists’ experiences with their suicidal clients. What guidance could I find in
Heidegger’s philosophy to keep me focused on the therapists’ experiences and work
within a particular discipline and institutional setting? A starting point was to keep in
mind the ways in which humans choose to exist, or more accurately, the possibilities

open to them in their average everydayness.

By virtue of its essence as a self-interpreting being Dasein is essentially its own
possibility and can “in its very Being, ‘choose’ itself and win itself; it can also loose
itself and never win itself; or ‘seem’ to do so” (Heidegger, 1962, p. 68). What do
these three possible modes of existing mean, and what is the significance for my
study? I will attend to that now, but before I address modes of existence I needed to
clarify what I understand by existing — that which therapists and their clients do — and

its characteristics.

Dasein’s way of being: Existence
“Dasein’s essence lies in its existence” (Heidegger, 1962, p. 67). Human beings are

distinctive beings insofar that in their way of being they embody an understanding of
what it means to be. “Its ownmost being is such that it has an understanding of that
being, and already maintains itself in each case in a certain interpretedness of its
being” (Heidegger, 1962, p. 36). Only self-interpreting beings exist. “Being arises

from the average understanding of Being in which we always operate and in which
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the end belongs to the essential constitution of Dasein itself” (Dreyfus, 1991, p. 28).
Understanding here refers to ‘know-how’ in our daily practices and activities. It is
pre-reflective and pre-conceptual. We are naturally drawn to things and use them
before naming or describing them. We walk through a door because we want to enter
or leave a room. That is the most basic understanding (know-how) of getting along in
the world — without thinking or reflecting — but with being familiar. We are
completely absorbed in this form of understanding, in a taken for granted manner, and

we are indistinguishable from the world in this manner of being.

What are the implications of Dasein’s self-interpreting way of being? Dreyfus (1991)
draws our attention to the fact that Dasein begins to exist (understand who they are) in
a manner that is already contained in the social practices of a culture and a public
world. This is what is referred to as Dasein’s facticity — the facts to which we arrive in
this world, for instance our body, our history, our words, our culture ... our situation,
which Heidegger refers to as ‘throwness’ (Inwood, 1999; Wrathall, 2005). This
‘common world’ is primary and governs every interpretation of the world and of
Dasein. The implication of this formulation by Heidegger is that Dasein’s reality and
future — the ‘who’ and the possible ways of being — has already been decided by
virtue of ‘being-already-in-a-world’. For example, a psychologist registered with the
national body of psychology in New Zealand, working with suicidal clients in a
District Health Board has a basic understanding or know-how about assessing the
situation and the possible treatment approaches that are used in these circumstances,
and this becomes self-evident with repetition and practice. This self-evident know-
how is associated with inter alia, professional ethics, research, treatment protocols,
work habits, peer expectations, etc. It is a sanctioned social role in which a therapist
understands what to do, understanding shaped by these aforementioned factors —

tradition.

A further implication of this self-interpreting way of being is that Dasein tends to
misinterpret itself. I have already made reference to how we tend to misinterpret the
beings that we are. Dasein “grounds its actions in its understanding of human nature”
(Dreyfus, 1991, p. 25). We are lead to believe that we are what we do and our habitual
way of doing things in a particular culture and social milieu becomes known as

‘human nature’. A suicide bomber in Kabul is a terrorist and in Palestine he is a hero
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and a martyr. However, our doing is not what Dasein is. Our doing rests on a
social/cultural self-interpretation which is not synonymous with the self-interpreting
beings that we are. Self-interpretation is not something that is static and fixed. It is
always already open to re-interpretation and therefore it can be said that ‘Dasein is
interpretation all the way down’ (Dreyfus, 1991). This is what Heidegger (1962)
refers to as the ‘nullity’ of human existence. There is no absolute or final
interpretation which can define Dasein and this is the cause of its basic unsettledness
and anxiety. Dasein’s basic unsettledness and (existential) anxiety is an essential
structure of being human. However, to exist in accordance with the cultural and
societal definitions of what it means to be a person in a particular culture, or be a
therapist in a particular society is a way of avoiding this existential unsettledness and
anxiety. It is a way of fleeing ‘who’ we are by adhering to the ‘what’ we are as
defined. Yet, Dasein can not be defined by its facticity, ‘what’ it does in its so-called
nature. It can only be defined by its self-understanding, ‘who’ it is. Dasein can
therefore never escape itself by ‘falling’ into the common world where human nature
tends to be defined by what it does. Therapists can thus not avoid being confronted by
this existential given in their practice. The question ‘who are you?’ constantly stands
in the shadows of what we do. The extent to which therapists are sensitive to this

reality will inform how they interpret and understand what they experience.

Characteristics of existence

How did I begin to understand therapists who said they were unable to explain the
suicide of a client who appeared to be fine a couple of hours before committing

suicide?

State-of-mind (mood) and understanding
Mood and understanding are two of the structures which are definitive of human

existence (Heidegger, 1962). Heidegger wants to say that moods are not something
below the level of disclosure or truth or how the world comes to us, but something
quite fundamental. And we are always, he says, in some mood. Mood determines the
way in which things come to us out of the world and how it is disclosed; it is what
allows the world to matter. “A mood makes manifest "how one is, and how one is

999

faring’. In this ‘how one is’, having a mood brings Being to its ‘there’” (Heidegger,
1962, p. 173). To articulate this sense that mood is primordial and beyond rational

control, that one discovers oneself in some sort of mood at a given time, Heidegger
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employs the term ‘throwness’ and ‘being delivered over’. We do not know the
‘whence’ or the ‘wither’ of our mood, merely the fact that we find ourselves thrown
there. In mood Dasein is disclosed to itself “prior fo all cognition and volition, and
beyond their range of disclosure” (Heidegger, 1962, p. 175). Phenomenologically
speaking we will fail to recognize what the mood discloses and how it discloses if we
attempt to explain what Dasein knows and believes, or is acquainted with at the time
of a particular mood, says Heidegger. In other words, seeking a rationale for

something that is by nature irrational is to not see it at all.

Understanding is an equiprimordial constitutive of Dasein (Heidegger, 1962).
Understanding is not some particular competence to carry out some given task, but
rather Dasein’s own competence at being as such. It is not that we first exist and then
later we understand some things; our existing is a matter of understanding our world.
Our existing is our understanding. Dasein does not just determine its world but is
thrown into a world. Dasein is thrown into the world of ‘they’. It is not a world of its
choosing nor is it a world where Dasein can predict what is revealed. “And in so far as
understanding is accompanied by state-of-mind and as such is existentially
surrendered to throwness, Dasein has in every case already gone astray and failed to
recognize itself” (Heidegger, 1962, p. 184). Dasein’s competence to be itself and
project itself into its own future possibilities are taken from the ‘they’. Therefore, its
potential to be itself is to find its own possibilities in the possibilities of thrownness.
The therapist who is anxiously trying to explain how a client in a good mood
committed suicide two hours later is attempting this in a ‘thrown world’, i.e. the world
of their profession and institution, the world of their culture and society which tend to
look for reason where sometimes none is to be found. The mood and understanding a
client experiences today is not predictable of the mood or understanding of the client
tomorrow. Why does understanding always press forward into possibilities?
Understanding has in itself the existential structure called ‘projection’. Stated
differently; in Dasein’s understanding it is throwing itself ahead of itself (projecting).
“Because of the kind of Being which is constituted by the existentiale of projection,
Dasein is constantly ‘more’ than it factually is” (Heidegger, 1962, p. 184). This
projecting is about possibility and not about what is necessarily going to happen,

because its projecting is an opening onto a future that it cannot predict.
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Dasein’s modes of existence
I now return to the question of the modes of human existence and their significance

for this project. By virtue of its essence as a self-interpreting being Dasein is
essentially its own possibility and can “in its very Being, ‘choose’ itself and win
itself; it can also loose itself and never win itself; or ‘seem’ to do so” (Heidegger,

1962, p. 68). What do these three possible modes of existing mean?

Dasein ‘seems to win itself’
This is the primary mode of existence. The way in which Dasein exists where it seems

to win itself is “the undifferentiated character which it has primarily and usually...the
undifferentiated character of Dasein’s everydayness” (Heidegger, 1962, p. 69). This
undifferentiated mode, neither authentic or inauthentic, is a mode of existence
according to Heidegger where Dasein continues to understand itself within the public
collective of understanding human nature; ‘this is what we do...this is how we go
about things around here...this is how things flow around here’. Dasein has not yet
taken a stand on itself and it is a way to cover up its basic unsettledness. Dasein can
thus avoid the possibility of interpreting itself by going along with tradition, by not
making its own existence an issue for itself. The acceptance and approval which goes
along with this way of being gives the appearance of Dasein being itself. Be it
therapist, pauper, saint or sinner, we find ourselves in this mode of being first and

always.

Dasein can ‘loose itself and never win itself’
In this mode, an inauthentic mode of being, Dasein actively identifies with a social

role such as being a therapist, a victim or a philanthropist. It is a socially sanctioned
identity that allows Dasein to disown, or cover up its self-interpreting structure
(Dreyfus, 1991). By following and adhering to the relations, expectations, purpose,
procedures and ethics that accompany a sanctioned identity, Dasein can avoid self-
interpretation. Dasein continues to understand itself according to the givens of the
role. To identify with who one is through a socially sanctioned role is a mode of
existence in which the therapist goes to work for purpose. The purpose of existence
has already been chosen for the therapist. The therapist has lost him or herself, never
to win the self that they are. They are who they are in accordance with what they are
supposed to do and expected of them. This socially sanctioned identity always goes

ahead of them. But when a therapist goes to work with purpose s/he understands that
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their purpose can never be determined in this manner. With this ‘comportment’ to life
the therapist ventures to practice self-understanding, despite being already
understood. This worldview introduces the next mode of existence. In this mode
Dasein is actively conscious of its fundamental unsettledness and nullity which
enlightens and grounds being, for instance, a therapist discovering themselves

confused and unfamiliar as a result of their experiences with a suicidal client.

Dasein can choose itself and win itself
This is a mode of existence, an authentic mode according to Heidegger (1962), in

which Dasein chooses to live and occupy itself — in a given social/cultural milieu —
that would disclose its understanding of the groundlessness of its own existence. This
formulation of being was important to understand the anxiety and confusion many

therapists experienced in working with suicidal people.

Existing is Being-in-the-world
Therapists told me that they could not understand why their clients committed suicide

when they were objective and professional in their care, that they did things to the
client and for the client according to the book. How did I attempt to understand this

phenomenon of therapists’ experiences when doing things to and for their clients?

Heidegger calls the activity of existing ‘Being-in-the-world’ (Dreyfus, 1991).
Whether Dasein exists authentically or inauthentically, the character of this existence
must be understood a priori as grounded in a state of being as Being-in-the-world
(Heidegger, 1962). This compound expression indicates a unitary phenomenon. We
are inclined, according to Heidegger, to think of being-in as being in something. This
kind of being is a spatial relationship between things — like water in a glass — but this
is not the being in he is referring to. He is referring to Being-in as an existential
structure and as such belongs only to Dasein (Cavalier, 2006). Dasein is in the world,
active and dwelling among entities of the world. Dasein is involved with concern, is
touched and affected in this related existence. Self-interpretation emerges being-in
this network of activity. Being active, dwelling, being involved, being concerned and

being affected, reflect the act of care.

Human existence is grounded in our always already finding ourselves in the world.

Traditional thought posits a ‘mind’ which exists without a world. The mind can have
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thoughts and feelings regardless of the world — I think therefore [ am. Whilst this is
one mode of Being (as a categorical structure of existence), it is not the Being of
Dasein. Within this categorical structure Dasein is factually being present-at-hand

(Wrathall, 2005).

The traditional notion of an inner and outer self, subject and object, creates
epistemological problems for understanding the nature of being human. Knowing in a
theoretical way is a specific way in which Dasein can be in the world. But a
theoretical knowing is founded upon the primary mode of concernful absorption and it
is a knowing that involves a disengagement from such a primary mode (Cavalier,
2006). It creates objects and subjects in a functional relationship and nurtures the
thought of being able to do things to and for the other. However, Dasein exists (ek-
stasis) outside itself. There is no inner or outer. “The Dasein which knows remains
outside, and it does so as Dasein” (Heidegger, 1962, p. 89). Inner and outer explains
something about Dasein as a categorical structure of knowledge — it offers a
theoretical understanding of being human — but it does not give an ontological
explication of the being that exists — the who that is struggling with thoughts of
committing suicide as they dwell in an active, concernful and affected manner in a

related world with others.

What does ‘world’ mean in the expression Being-in-the-world? World is something
Dasein has. Without Dasein there will be no world (Waters, 2005). It is an existential
structure bound together with Dasein and represents the undifferentiated surroundings
of Dasein. If one “fails to see Being-in-the-world as a state of Dasein, the
phenomenon of worldhood likewise gets passed over” (Heidegger, 1962, p. 93). One
way of understanding the world is by depicting, describing and giving an account of
occurrences in and with them (the ‘what’), for example the signs and symptoms of
suicide. But this totality of things objectively present does not correspond with
Heidegger’s view. From an ontological perspective ‘the world’ is something invested
with meaning — the meaning understood by a person who happens to be suicidal. The
signs and symptoms of suicide are insufficient to reveal the world of the person
present and how they understand themselves and exist. The world of the suicidal

person or the world of the therapist is not the world of nature.
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Our everyday understanding of things of our world conceals the true functioning of
nature. The rules of nature were scientifically established only once scientists
undertook to disregard the world as it makes sense to us, as it appears in our everyday
dealings with things. For example, the everyday understanding of the sun rising in the
East and setting in the West is proven false by science. There is no rising or setting of
the sun — the earth revolves around the sun. For science the world is ‘Nature’, but this
is not the world of Dasein (Heidegger, 1962). The danger, says Wrathall (2005), is
that our reverence for physical science makes us dismiss as unreal anything that
cannot be proven by scientific method and we then run the risk of overlooking the
world. This in turn makes it impossible to understand ourselves and others. ‘Our
world’ conceived of as a revolving planet says very little about the nature of the world
of human existence. But with a ‘sun rising and setting’, as it appears to us in our
everydayness, we can get closer to an understanding of human existence through the
activities and objectives dictated by this everyday understanding of our world.
“Nature is a limiting case of the Being of possible entities within-the-world... as a
categorical aggregate of structures of Being...(it) can never make worldhood

intelligible” (Heidegger, 1962, p. 94).

My understanding of Heidegger’s idea of world is that it is a creative act by which
entities become meaningful and take shape and become connected during the process
of understanding ‘in order to’ and ‘for the sake of’, ‘with which’. The world
understood according to the laws of natural science is not the lifeworld of being
human. “Instead, we only understand a world by somehow finding a way into it and
the experience of things it gives birth to” (Wrathall, 2005, p. 20). Whilst the
philanthropist, the suicide bomber and the suicidal client are subject to the same
physical and chemical laws, they in a very real sense inhabit different worlds. If we

fail to understand this, we will fail in understanding ourselves (Wrathall, 2005).

Dasein’s understanding (of the world) is not a collection of facts and ‘knowledge’ but
founded upon the way that Dasein does things — how to live in it. The world structures
activities by providing one with different possible ways to give order to one’s life —
one’s existence is based upon these decisions (Wrathall, 2005). Things over the world
need to be understood to be seen for what they are. This understanding refers to the

understanding of Dasein’s comportment to its existence, an understanding which
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manifests in one’s knowing what to do and why it makes sense to do it. A standard
assessment and treatment procedure belongs to the ‘facts and knowledge’ about
suicide in its ontic guise, which disregards how the world makes sense to the suicidal
person. It fails to appreciate the world of the being ‘who’ is suicidal and the activities
and possibilities that are part of their suicidal world. When the therapists’ tools of the
trade break down, this misinterpretation comes to the foreground and disillusions the
therapist. The therapist is then confronted with the possibility of many different

worlds that have no relation, in human terms, to the one world of nature.

Care and the with-world of Dasein

The with-world of Dasein

Why it is that therapists felt they were guilty of neglect or not caring enough for their
clients when their clients committed suicide? Against what were they measuring their
care and concern? Were they perhaps equating manifestations of care (modes of care
which gets passed along as self-evident with the passage of time) with care itself,
thereby undermining their human capacity for care? Heidegger’s (1962) conception of
our world and what care is would suggest that we are always already caring for others.
Therapists — like everyone else — cannot but care for their fellow human beings and
they may have forgotten this because of our everyday understanding of our world as
something governed by natural laws, that we are ‘in’ this world and care like we care
for things. By considering the being that is human as a substance in the traditional
paradigm, the ‘who’ Dasein is, is missed, says Heidegger (1962). Heidegger says that
Dasein is ek-sisting. Dasein is a being outside of itself, a process, an acting, and a
projecting itself already ‘out there’. As Overgaard (2004, p. 126) says, “we are
transcendental subjects, we are ‘places’ where the world opens up, acquires meaning,
becomes articulated; but these ‘transcendental places’ emerge in the midst of the
world”. The world of being human is a with-world. There is no world without the

other.

“The world of Dasein is a with-world. Being in is Being-with Others. Their Being-in-
themselves is Dasein-with” (Heidegger, 1962, p. 155). You can thus not have a world
on your own. In the first instance when we are in our world space, we are in that space
as within a totality of others from whom we do not differentiate ourselves because we

pursue our projects in the context of other people who this work is for. “By ‘Others’
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we do not mean everyone else but me — those over against whom the ‘I’ stands out.
They are rather those from whom, for the most part, one does not distinguish oneself
— those among who one is too” (Heidegger, 1962, p. 154). The condition for the
possibility of world is being-with, your being within the sharing of world within a
social group. So it seems that being with others is a foundational condition for the
possibility of the being which Dasein has, which is a condition of there being ‘a

world’.

Care

How could I understand therapists’ extraordinary sense of responsibility which
manifested in the form of fear and guilt after the suicide of a client? Therapists faced a
number of dilemmas in their endeavours to be responsible and caring practitioners,
and it seemed that no matter how they cared, people committed suicide. This was a
most disturbing experience for therapists and in order to understand the nature of this
phenomenon I relied on what may be understood about the act of caring for a fellow

human being at an ontological level, i.e. the nature of care itself.

The way in which we care about people is different to our care of things that are not
human. Care is a noticing of others with interest and circumspection, according to
Heidegger (1962). We notice this underlying being-with only when, like with
equipment failure, we do something out of place. It is only when our modes of care —
our everyday understanding of care as it gets passed along as self-evident with
repeated use, reference and time — that we remember the origins of our being already
always caring and how this has been misinterpreted without us noticing. It is when the
client commits suicide despite our traditional way of caring that we are brought back
to the question what it means to care. Being for, or against, or without one another,
passing one another by, or not mattering to one another, are “deficient and indifferent
modes that characterizes everyday, average Being-with-one-another” (Heidegger,
1962, p. 158). It is due to this inconspicuousness and obviousness of Being-with in
our everydayness, just like the inconspicuousness of equipment, that empathy “gets its
motivation from the unsociability of the dominant modes of Being-with” (Heidegger,

1962, p. 162), that we believe doing for and to the other is care.
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Dasein is in the world, active and dwelling among entities of the world. Dasein is
involved with concern, is touched and affected in this related existence. The word
‘care’ expresses this relationship and its influence from which Dasein’s understanding
emerges as to how to comport itself towards its existence. “Dasein, when understood

ontologically, is care” (Heidegger, 1962, p. 8§4).

Heidegger says ‘Dasein exists as a being for which, in its being, that being itself, is an
issue’ (Dreyfus, 1991, p. 238). The person is always already thinking ahead towards
the possibilities of being itself. It is this being ahead of itself that is the issue. It is the
future (ownmost possibilities) Dasein cares about. This is ‘care’ understood
ontologically because it concerns the existence of being. It is for this reason that
Heidegger says Dasein is care. All ontic senses of care are modes of ontological
caring. “Because Being-in-the-world is essentially care, Being-alongside the ready-at-
hand could be taken in our previous analysis as concern, and Being with the Dasein-
with of Others as we encounter it within-the-world could be taken as solicitude”
(Heidegger, 1962, p. 237). Heidegger further points out that care is not an attitude
towards an isolated self or ‘I’, because ontological care includes care as concern and
solicitude whichever form the latter two may take. Even neglect is care, for neglect is

not possible without care, it is merely a deficient mode of care.

Ontological care thus includes concern and solicitude because it refers to existence,
existence defined by Dasein’s understanding in relation to its activities and being with
others. While concern focuses on the present and on being alongside things within the
world (equipment), solicitude — whether authentic or inauthentic — focuses on other
people and not equipment. This care structure unifies Dasein’s three central features,
according to Inwood (1999). Care unifies existence (future), facticity (past) and
falling (present). Therapists, one can then argue, are always already caring about the
future, the past and the present of the existence of the client by virtue of our always
being-with. The manner in which this care manifest in practice may however dilute
this truth of our existence and it is only when our ways of caring fail that we question
our capacity to care. Of our capacity to care there should be no doubt, if I understand
Heidegger correctly. What we should question and doubt is how we have chosen to
interpret this given of existence in our everyday practices as mental health

professionals by doing things to and for people in need of care. Heidegger (1962)
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suggests that solicitude can take on different forms of expression. When it ‘leaps in’ it
dominates or takes the other over. When it ‘leaps ahead’ it invites the other to explore

the possibilities/potential for their own being.

Crisis of existence: The call of conscience
The crisis of existence suicidal clients talked about in therapy — not knowing what to

do and how to live — resonate within the therapist at a very personal level during the
course of therapy. Therapists experienced a crisis when they suddenly found
themselves confronted by professional, institutional and personal matters which had
become an issue for them as a result of their experience of working with suicidal
clients. Heidegger’s (1962) notions of authenticity and the call of conscience provided

me with a philosophical foundation towards understanding this phenomenon.

In Heidegger’s view we do not start off as authentic beings. Being part of the
collective ‘they’ is where we start out in the world. Who we are and where we have
been, where we are going has already been decided for us in this primary mode of
existence. I have already referred to this mode of being in which we seem to win
ourselves in our identification with the collective everydayness of being. This mode
of being is however the font of the possible ways of being oneself. Heidegger (1962,

p- 161) points out, “Knowing oneself is grounded in being-with”.

In order to be ourselves, become Dasein, we have to get away from the average
everydayness of the crowd which keeps watch over everything exceptional that
thrusts itself to the fore. In this primary and inauthentic mode of existence one is
levelled down, unburdened and accommodated by the collective ‘they’, says
Heidegger. It is this felt sense of security and comfort, provided for by being
unburdened and accommodated by ‘they’ which “retain[s] and enhances its stubborn
dominion” (Heidegger, 1962, p. 165). However, to be accommodated and cared for by
the collective exacts its price in one becoming anonymous. “Everyone is the other,
and no one is himself. The ‘they’, which supplies the answer to the question of the
‘who’ of everyday Dasein, is the ‘nobody’ to whom every Dasein has already
surrendered itself in Being-among-one-another” (Heidegger, 1962, p. 165). In this
mode of existence one is affirmed as to who you are by the collective. One is

unburdened of the responsibility to care about your own existence and to find the
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answer to who you may be. With these existential matters accommodated by the
collective, they lose their sting and never rise to become an issue for you, and you are

not expected to stand by yourself.

This inauthentic mode of being is however a self-misinterpretation of what it means to
be human which includes the possibility of being in your own unique way. A fuller
interpretation of what it means to be human includes the possibility of being
authentic. Being authentic is a derived mode, a modification of being ‘they’ and
Heidegger cautions us to think about authenticity and inauthenticity in a neutral
fashion. He does not wish to place a value judgement on this phenomenon, he merely
wants to differentiate modes of being in which someone who has taken possession of
their being or not taken possession of their being. “The Self of everyday Dasein is the
they-self, which we distinguish from authentic Self — that is, from the Self which has

been taken hold of in its own way” (Heidegger, 1962, p. 167).

A crisis of existence occurs when one suddenly discovers the world in one’s own
way. Everything that had been taken for granted and affirmed — one’s identity and the
care over what you do — suddenly becomes conspicuous and less certain. Heidegger
describes it as an event in which Dasein discovers the world in a way which breaks up
the disguises with which Dasein bars its own way. Is this what therapists experienced
when they suddenly found themselves no longer familiar with what they understood
and have been doing everyday? Is it perhaps the unexpectedness of a client’s suicide
which breaks the therapist’s disguise of being-they and being-a-therapist?
Heidegger’s concept of the call of conscience suggests that there is a third way of
being. The call of conscience is towards a more authentic way of being which refines
and differentiates our primordial way of being-they, and our way of being within a

socially sanctioned definition of who we are.

The call of conscience

The event which precipitates a crisis of existence is an interrupting experience that
leads to self-knowledge, a renewed resolve and vocational commitment (Crowe,
2006). Crowe draws a parallel with the numinous and ineffable experience of Paul on

his way to Damascus. One therapist in this project said “it was something out of the
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blue”, when reflecting upon the unexpected news that his client had committed

suicide.

What is meant by conscience? Heidegger (1962) refers to conscience as a ‘voice’ or a
‘call’. It is a phenomenon which attests for the possibility of Dasein to find itself in its
lostness in the ‘they’. Crowe (2006) argues that the ‘voice of conscience’ is
Heidegger’s formal indication to identify those moments where the person’s situation
is revealed to them. It is a moment of uncannyness accompanied by a realization that
one’s reality has already been chosen by history, tradition and culture. It is a moment
in which one faces the freedom to choose differently. It is a moment in which one
suddenly feels out of place and anxious of being able to choose a different way of
being, free to reach towards one’s ownmost potential of being oneself. To be able to
choose means the possibility has always been there and that is why Heidegger (1962)
refers to this experience as choosing to have a conscience. Being inauthentic is the

possibility for being authentic, says Heidegger.

Where does the voice of conscience find one? “Dasein exists as a potentiality-for-
Being which has in each case, already abandoned itself to definitive possibilities”
(Heidegger, 1962, p. 315). The voice of conscience reaches one in that place where
one is accommodated and cared for, where the answer to whom you are has already
been affirmed. The voice finds us where we fail to hear ourselves, busy listening to
the voice of custom and heritage and its reassurances with choices presented to us, our
fate and destiny secured. The voice reaches us in abandonment, there in the ‘they-self’

of being in an average everyday manner or in a socially sanctioned manner of being.

Who does the voice of conscience belong to? “In conscience Dasein calls itself”. It
comes “from me” and “yet beyond me” (Heidegger, 1962, p. 320). I understand this to
mean that the caller is the dialectic of being here and being yonder simultaneously.
Beyond me is future orientated and holds the possibility of being whole in time to
come; being here and yonder expresses Dasein’s transcendent nature. But yonder has
no form or content and this formlessness is a source of anxiety. The form and content
of the possible existence in the future is dependent on the person’s decisions and self
understanding. Living with this uncertainty is ‘uncanny’ and a source of anxiety; of

being thrown into an existence where one’s reality has already been chosen, yet
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recognising in ‘moments of truth’ that one is reticent to venture into the unknown,
preferring the comfort and ease of being absorbed by the many. This is the inauthentic
they-self fleeing from the possibility of being oneself. The caller is Dasein in its
uncanniness, says Heidegger. Dasein’s basic constitution is care for itself. It is from
care that Dasein is called forth; back from the reticence of being oneself who exists
comfortably in tradition, culture and the socially acceptable ways of being. It is there
where one is cared for, where one is unburdened by the issue of caring about one’s

own way of being.

What does the voice of conscience give to understand? Heidegger says we must not
think of the call as communication from a mysterious voice or of words or as a
soliloquy, conscience “discourses solely and constantly in the mode of keeping silent”
(Heidegger, 1962, p. 318). He says it passes over the ‘they-self” and the idle talk
which characterises this inauthentic way of being. Concealed by the empty cacophony
of idle talk a different meaning and significance is waiting silently. It is in that
unexpected moment, when something out of the blue silences the hubbub of idle talk,
when common discourse finds itself unable to articulate any meaning or significance,
that the silent is heard. That is when one hears precisely that which is not said and
one suddenly hears something different which arrests one’s way of having been
absorbed in the ‘they’ and having gone along with what is usually and idly spoken
about in one’s everydayness of being. As Inwood (1999) says, silence is talking and
it is a definitive way of expressing oneself. It is like ‘the blues’ genre in music where

it is said that the music comes to life between the notes.

In passing over the ‘they-self’ the voice of conscience calls Dasein forth into its
ownmost potentiality for being itself, says Heidegger (1962). What Dasein hears is its
ontological guilt. This guilt is general and unconditional, it has no contents, says
Hoffman (2006). Ordinary or moral guilt has contents in that it is specific and
determinate, guilty of doing or not doing what you said you would or tacitly agreed to
do by virtue of your socially sanctioned role and position. Was it perhaps ontological
guilt, shinning through its semblance as ordinary guilt, when therapists said they
continued to feel guilty despite being cleared of any wrong by their institution and
profession for a client’s suicide? This ever present form of guilt, silently waiting,

seems to speak out during unexpected moments such as being confronted with death;
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what are you doing with your life? Dasein is then faced by its nullity and called to

become its own basis for a valuable and meaningful life.

Conscience and therapy
Guignon (2006) says that therapists may feel poorly equipped to attend to the

substantive and unavoidable moral questions which, in his view, forms part of any
attempt to understand human beings in this modern industrial-technological age that
we live in. Psychology is ambivalent says Kruger (1979). It has made it its task to
comprehend and systematically describe behaviour and in this way defines itself as
not necessarily being concerned with a person’s fate, but does not preclude its results
from being used to improve human conditions. However, “psychology can, and often
does, define itself in such a way that it can, as a science, be indifferent to the human
condition” (Kruger, 1979, p. 1). He says the world is stripped of meaning because of a
long tradition of rationalist positivist thinking which has degraded the thing into mere
object. In this mode of making things intelligible the totality of ‘things that are’ is
forgotten whilst knowledge accumulates on mere appearances. The image of being a
person is one in which s/he is standing over and against things that are as an
uninvolved observer. But humans, asserts Kruger, are involved with things that are
their world, have an appreciation of things and make differentiations accordingly.
This way of being is not value-free, yet mainstream psychology believes that it is able
to split logical thought from ethics in its wish to be accepted alongside the respected
biological and physical sciences. If psychology wants to be a science for humankind —
as opposed to being one about humankind — it has to appreciate that cognition of
‘things that are’ was pervaded by an ‘ought to’ in pre-Socratic thought in which there

is no talk of value-free thinking (Kruger, 1979).

Kruger’s views are echoed by Guignon (2006) who claims that psychology and
psychotherapy in particular, thinks of itself as an applied behavioural science that
endeavours to be value-free and objective. Therapists are poorly equipped by a value-
free psychology where there is an artificial split between logical thought and ethics,
where human beings become what they do rather than being who they are.
Mainstream psychology has accumulated knowledge about how human beings appear
to be and this is why therapists may be poorly equipped for the task of helping

someone with the question how to live and what to do.
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Guignon (2006) is of the view that Heidegger’s concept of authenticity has a great
deal to offer psychotherapy. It points towards a way in which therapists can equip
themselves to accompany those struggling with the moral issues to do with better
living and being at home in the world. This might be the ‘emotional preparation’ that
is lacking in training which a participant referred to. Inauthenticity is characterized by
falling and forgetting. Dasein falls into the busyness of everyday affairs and become
ensnared in these concerns, going along with the taken-for-granted practices of
everydayness. Dasein forgets itself in the process, preoccupying itself and becoming

self absorbed with checking its performance against public criteria.

Therapy must involve moral reflection if Heidegger’s concept of authenticity is
correctly understood, says Guignon (2006). Modern therapy and its assumptions make
it difficult to grasp the moral dimensions of being human and risk perpetrating the
problem in the cure. “Heidegger’s conception of authenticity, in contrast, can help us
make sense of the moral dimensions of therapeutic practice not fully accounted for in

most forms of theorizing” (Guignon, 2006, p. 290).

I kept these thoughts in mind when therapists said they felt incompetent or as one
recalled in reflecting on suicide and his preparation to become a psychologist, “at an
academic level a resounding yes in terms of signs and symptoms but emotionally
no...how do you prepare someone for that?” Perhaps Heidegger’s notion of
authenticity and choosing to have a conscience can begin to shed light upon the
inherent “restless to and fro between yes and no” (Heidegger, 1959, p. 75). It is the
emotional turmoil of attempting to help a client respond to the call of conscience, a
call that inevitably, it would appear, resonates within the therapist who cannot help

but be-with the client.

Conclusions
In this chapter I have discussed the philosophical notions that will guide this study.

I have used Heidegger to provide the philosophical basis for approaching this project
and to analyse participant’s experiences of working with suicidal clients. In the
following chapter I will describe how the philosophical underpinnings provide a basis

for developing my own process of inquiry.
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Chapter Four

Methods

Introduction

In the previous chapter I discussed the philosophical notions of Heidegger that
guided this study and I indicated that his hermeneutic phenomenological method
is well suited to enquire about the experiences of therapists working with suicidal
clients. By way of introduction I will briefly reiterate key aspects of the
hermeneutic phenomenological methodology before I discuss how I went about
gathering and analyzing the data in accordance with these principles. Heidegger’s
phenomenology aims to let the things of the world speak for themselves and asks:
what is the nature of this being — what lets this being be what it is (Van Manen,
1990). Heidegger’s phenomenology wants things to show themselves — that
which they are being (verb) — by distinguishing between how things appear
(ontically) and their essences (ontological). Hermeneutics is the science and
practice of interpretation (Van Manen, 1990) and by means of interpretation it
becomes possible to differentiate the ontic from the ontological. An interpretation
of our own being and the being of things becomes necessary, says Heidegger
(1962), because the understanding of our being is never fully accessible, it is
covered up. The aim of an interpretive phenomenological analysis is to explore
and uncover how participants make sense of their personal and social world by
studying the meanings of particular experiences or events in the life of the

participants (Van Manen, 1990; Willig, 2001).

Ethical Considerations

I gained Ethical Approval from the Auckland University of Technology Ethics
Committee for this study (Appendix D). Protecting participants by maintaining
confidentiality was a key consideration in my study. Therapists are in a vulnerable
position when they are invited to talk about their assessment and treatment of
suicidal clients, especially when some of their clients then committed suicide
despite their therapeutic endeavours. Participants were reassured that I will use
pseudonyms to protect their identity and that features such as where they come

from and their age will be changed. The absence of identifying features will carry
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on throughout the research process and beyond to presentations and publications. I
assured them that I would honour the material given to me during interviews and
send extracts of their stories I was likely to use in my thesis back to them, so that
they could comment or ask for changes that concerned them. All tapes, transcripts
and stories were held in a locked filing cabinet. To ensure participation was an
informed decision, participants were given an information sheet about the study,
the format of the interview, the risks and benefits of participating and how their
privacy will be protected (Appendix A). Participants were given a copy of the
questions I used to initiate and maintain our discussion of their experiences
(Appendix B) and they were asked to sign an informed consent form (Appendix

O).

Introduction to the participants

For the purposes of this study a therapist (which may include mental health
nurses, psychiatrists, psychologists and other mental health professionals) is
someone who has received a professional education in providing psychological
treatment to clients. Thirteen participants, between thirty and fifty years of age,
took part in the study and all offered their stories spontaneously and freely, for
which I am grateful. In order to protect their identities I will provide a general
demographic overview rather than individual details. Seven participants were
male and six were female, all of European descent with well in excess of five
years experience in their respected professions. Six qualified in New Zealand and
seven qualified in other countries around the world. All the participants were
employed by District Health Boards when interviewed for this study; five
psychologists, seven psychiatric nurses and one psychiatrist. They have all worked
with suicidal clients, some of whom committed suicide whilst in their care, except
for two who have not had a client commit suicide in their care, but have had

clients who have threatened and attempted suicide.

Accessing Participants

To ensure that potential candidates were able to participate without feeling or
being coerced I followed two approaches. One was to tell colleagues about my
study and provide them with the participant information sheet (Appendix A) and a

copy of the questions (Appendix B), with the request that they contact me in their
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own time if they believed they were eligible and willing to participate. The other
approach was to attend one of the regular morning meetings of colleagues
working in another mental health unit in the District Health Board with the same
request. In this way, potential candidates could simply not respond to my
invitation if they were not interested in participating. Once the participants made
contact with me, indicating their eligibility and interest, we arranged for a time
and place of their choosing where they felt comfortable to talk to me in private.
The interviews were arranged within one to two weeks of them approaching me to

allow them time to reconsider their decision, if they felt the need to do so.

Protecting Participants

At the arranged time and place of the interview participants were once again given
a verbal outline of my study and its purpose. Participants were informed that they
would be identified by a pseudonym and other identifying information removed or
given a generic name. I agreed with the participants that if they felt distress or
discomfort during or after the interview, that I could direct them to a person to
assist them. This was not necessary for any of the participants. I asked them to
sign the consent form (Appendix C) prior to starting our discussion. The privacy
of the participants was ensured at all stages of the study. The recorded interviews
were transcribed by me. The recordings (identified by number) and transcriptions
(under a pseudonym) are kept in electronic format on my password protected

personal laptop.

Assumptions and Pre-understandings

Hermeneutics is the science and practice of interpretation (Van Manen, 1990).
Interpretation by its very nature is circular, since new insights and understandings,
born from experiences, alter or augment the meaning and interpretation that went
before the experience. My experiences and understanding of working with
suicidal clients, my understanding of suicide at a professional and personal level
influenced the topic of this thesis and were made explicit in an interview with my
thesis supervisor. When I arrived in New Zealand in 1994 I could not understand
why it had a disproportional suicide rate when the people of the land are living in
‘God’s own’, which in my estimation is an apt description of a most beautiful

country with a kind of gentleness to the landscape that has rubbed off on its
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inhabitants. I emigrated from South Africa fifteen years ago; sadly, a land known
for its history of racial prejudice, inequity and violence. You would think that
suicide is more likely in such a seemingly God-forsaken place, yet it is not to the

extent it is in New Zealand. Why is that? I wanted to know.

My first encounter with a client committing suicide in my care was when I was in
private practice in South Africa. I clearly remember the telephone call from the
client’s wife informing me that he will not attend his next session because he had
committed suicide. She leveled no anger, blame or resentment towards me. The
man was being investigated for child molestation. Realizing the significance of
what therapists do was brought home by this tragedy early in my career. In New
Zealand I have been working in District Health Boards since 1996. I can recall my
experience of working with suicidal clients who committed suicide whilst in my
care, working in a New Zealand District Health Board service. Although the
person presented without glaringly obvious symptoms associated with suicide, the
person was nevertheless living a life of despair and torment. When I learnt of the
person’s suicide I was not overly shocked and surprised, it was not that
unexpected. I could understand why the person had chosen to end life in such a
manner, given his history and daunting circumstances of everyday life at that
point in time. I was however taken by surprise with the authorities’ nervous care
and concern about the administrative and documented evidence the Board could
put forward as a defense against possible culpability. How I may have
experienced the tragedy and the opportunity to understand how the person had
arrived at taking a hand to their own life attracted no collegial interest from my

superiors.

On another occasion, when a colleague and I were implicated in the suicide of a
client, I vividly remember the nerve wracking enquiry into the matter by the
institution and the coroner. My colleague suffered an episode of major depression
in the aftermath and was unable to return to work for a considerable period of
time. | felt that something was amiss, that “there is something wrong here”, and
these experiences gave further impetus to the questions I had about suicide in New

Zealand, soon after I arrived in this country.
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These fore-structures of my understanding gave shape to the interview questions
and the resulting answers in turn influenced my questions. And thus the
hermeneutic circle is put into motion with the result that what is revealed is
dialectic of what the participants and I brought to our meeting. I was aware of my
history and its reality in my subsequent treatment of the data. I was aware of my
own views and thought imbued by theoretical and personal prejudices and the loss
of words to formally articulate what I had experienced. I am deeply grateful for
the help I received to find some way to articulate and understand the experience of
working with suicidal clients by helping the participants in this study to find
words for theirs. The results and findings of this project is dialectic of our

commitment to understand together.

The Interview as a hermeneutic phenomenological investigation

The data for this study was gathered using a semi-structured conversational
interview which appears to be the most widely used in qualitative research in
psychology (Giorgi & Giorgi, 2003; Smith & Osborn, 2003; Willig, 2001). It is a
method which allowed me to enter into the life-world of the participants with
results that are compatible with an interpretive phenomenological analysis (Van

Manen, 1990; Willig, 2001).

The interviews took place in private and noise free rooms at locations decided by
the participants. The interviews were generally between one and one and a half
hour in length. I opened each interview by asking the participants to tell me about
their experiences of working with suicidal clients. Invariably the participants
responded to this invitation by talking about the situation in a general overview
and the ‘facts’ about their experiences in terms of where, what and how things
unfolded. This response offered me a broad outline of the situation within which
their personal experiences took place. Since I was interested in how they
experienced events ‘from the inside’, so to speak, I then took them back to what
they had said and asked them to tell me how they felt about it, for example, “tell
me more about what you mean by being shocked when you heard the news”.
Some of the participants responded to this kind of question by taking a step back
and describing their experience from an observer point of view, as if they were

spectators. On these occasions I told them that I was more interested in how it was
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for them, how they felt and how an event affected them personally. In order to
stay close to the life-world of experience that belongs to the participant I returned
again and again to those statements where the participant was clearly touched and
affected by what they were talking about. With this way of returning to what has
been said, I hoped that participants were given the opportunity to say as much as

they could about how it was for them at the time.

After interviewing thirteen participants I felt that an adequate depth and breadth of
experiences of working with suicidal clients had been reached, since the final
interviews were providing similar information and experiences to those collected
in the preceding interviews. This gave me the reassurance that sufficient
information had been collected to show the phenomenon of working with suicidal
clients. All the interviews were recorded and transcribed verbatim. All participants
were given a copy of extracts of their narratives most likely to be included in the
study for their verification and the opportunity to comment or make requests about

its inclusion in the study (Caelli, 2001).

Data Analysis

Once I had listened to the audio-taped conversation and arrived at the completion
of its transcription, I found that I already had a ‘feel’ for the participants’
experiences, an intuitive sense of places in their narratives where there was
something waiting to be understood more clearly. I would then read through the
transcript in its entirety a couple of times, asking critical questions of the text
from a participant each time (Smith & Osborn, 2003). I made margin notes where
parts of the story seemed to ask what could this mean, “is there something leaking
out here that wasn’t intended?”” or where I had a sense that something is going on
that the “participants themselves are less aware of” (Smith & Osborn, 2003, p.
51). T also noted statements which conveyed themes, paradigms and exemplars
(Conroy, 2003), statements that conveyed that this is how we always do things, or
this is just how it is. I found myself asking “is there something unique concealed
in this collective understanding”. I was interested in statements that pointed at
collective belief and agreement where things become average and their
uniqueness forgotten and left behind, for example, mentally ill people commit

suicide. I noted statements which I felt contained ambiguity, or modalities and
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fluctuations as Conroy (2003) puts it, and included them for further analysis, for
example, “I no longer understood people”. In ambiguity lies the possibility for
reflection, to discern meaning and to broaden consciousness of our human
limitations (Hillman, 1992; Neumann, 1954). A paradigm shift reflects how
people incorporate and respond to their unsettled sense of existence in the world
(Conroy, 2003). I also identified commonly used terms in order to trace them
back to their origins in factical life experience (Crowe, 2006). However, I also
noted segments of narratives which drew my attention for no reason I could
clearly articulate at the time, I just felt myself being inquisitive about what it may
mean; | had no reference for understanding. I recall on those occasions feeling
somewhat nervous and insecure, and for that very reason included them for
further analysis. Trying to make sense of words and incoherencies is what Caelli
(2001) refers to as interpretation in action. I then read through the transcript again
and identified additional statements and expressions that resonated and amplified
what I highlighted during the initial readings. At the conclusion of this phase I
had identified a number of associated statements around a certain conception, or

understanding from the participant’s narrative.

The second phase of analysis consisted of gathering associated statements from a
narrative into extracts that captured a particular theme, paradigm or exemplar. As
Caelli (2001, p. 275) puts it, “there are flows and patterns in the data that relate to
each other”. For example, the participant thinking, feeling, or doing something
with the intention to follow procedures, or provide care for a client, will be
collected into an extract for analysis. With the original narrative still intact I
copied associated statements from the narrative and pasted these into extracts on a
separate word document. I edited the grammar and punctuation to make the
account more readable (Caelli, 2001). I took care to retain the original words and
the essence of what the participant said about an experience of working with a
suicidal client. I now had a separate document with a collection of extracts from a
narrative ready for interpretation. Each extract presented a variety of entry points
for interpretation. Where to begin? The interpretative circle ought to be entered at
the point where it comments on the person who is doing, thinking and feeling

(Heidegger, 1962). 1 would read through the extract and ‘listen’ to what the
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extract ‘said’ about the being (verb) of the participant. I then simply started
writing with that as the original impetus. As I wrote, new or related thoughts and
ideas would start crystallising and influence the way ahead and form a sentence of
their own accord. I took reassurance from the idea that interpretation by its very
nature is circular, since new insights and understandings, born from experiences,
alter or augment the meaning and interpretation that went before the experience
(Van Manen, 1984). In this manner I allowed sentences to lead the way, allowed
these sentences to be formed by thoughts and ideas that ‘just arrived’ as I was
busy writing. It felt like one sentence giving spontaneous birth to the next, and the
next, and I was there to write them down. When I arrived at ‘dead ends’, I sat back
and waited, and somehow this process would regenerate itself again. By following
a seam in a narrative extract like this, the seam comes to its natural end. Smythe,
Ironside, Sims, Swenson & Spence (2008) refers to this way of working with data
as an ‘experience of thinking’. An experience of thinking is where one allows the
data or the story to ‘call you’ and to let thinking find its own way to insight and
understanding. I reflected on what I had written and found a rich mixture of rough
philosophical and psychological ideas and concepts. This experience would then
initiate the next phase where certain experiences, for example feeling confused,
appeared to reverberate with aspects of Heidegger’s conception of being-in-the-

world (Heidegger, 1962).

This third phase consisted of a spiral of interpretation-writing-dialogue (Conroy,
2003; Smythe, Ironside, Sims, Swenson, & Spence, 2008) in the same manner
described in the aforementioned paragraph. But there was a difference. My
writings became more halting and tentative with many apparent ‘dead ends’ and
screeds of rambling confusions, ambiguities and uncertainties that would then
direct me to Heidegger’s philosophy itself and publications in psychology,
psychiatry and philosophy with a Heideggerian imprint. By reading and reflecting
the ‘dead ends’ in my writing would open up, the confusions, ambiguities and
uncertainties crystallised themselves in a particular direction. There were many
occasions when I would ‘do nothing’, leave the work alone for a while, and allow
what I had read to wash through me, knowing from experience that something
would arrive toward depth and clarity. There were many pieces of work that were

the result of waking up, or walking down the road, with an instant realisation that
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“that is what it means!” After these moments of clarity I could usually sit down
and write, without pause, an entire piece of work that held together conceptually —
those were satisfying experiences. It was during this period that I would have the
confidence to send my analysis of an extract to my supervisors for their comment,
critique and thoughts. Their counter arguments, provocative questions and
statements would reignite a rewrite, again and again. In this fashion my
supervisors and I worked through all the narrative extractions, following the
suggestion of looking in detail at the transcript of one interview before moving on
to examine others, case by case (Smith & Osborn, 2003). The intention was to
begin with particular examples, slowly working up to more general

categorizations or claims. At the end of this phase I had a collection of extract

analyses for each narrative.

The fourth phase of analysis began with my supervisor’s question; “are you now
able to identify general themes about therapists’ experiences from what you have
shown through your analysis of all the extracts?” I identified three prominent
experiential themes that unified all the participants’ stories, namely, ‘being
shocked and confused’, ‘being responsible therapists’ and ‘feeling confused’ as a
result of their experiences with suicidal clients. There were certain pivotal
Heideggerian notions, in my mind, which I used as a broad guide whilst writing
and reading during this phase. What does ‘being’, ‘in’ and ‘world’ in the
compound expression being-in-the-world mean? What can be understood with
‘existence’ as being thrown, falling and projecting oneself at the junction of past
present and future? These three themes were rewritten many, many times in
frequent consultation with my supervisors until we felt that what was being shown
was consistent with what was said by the participants — staying with the
phenomenon — and that my interpretations held together with sufficient
philosophical clarity and internal cohesion about the being-in-the-world from
where therapists experienced working with suicidal clients. These themes form the

following findings chapters.
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Trustworthiness

There has been much debate in the literature on how the trustworthiness of a
qualitative study should be judged (Davies & Dodd, 2002; de Witt & Ploeg, 2006;
Koch, 2006; Koch & Harrington, 1998) but there is agreement that trustworthiness
can be judged by the extent to which the method of research reflects the
underpinning methodology. Good qualitative research is based on the assumption
that the researcher and the researched are not independent entities and the notion
of ‘objectivity or absence of bias is not a meaningful criterion for judging
qualitative research’ (Willig, 2001). Koch (2006) and Willig (2001) provide
guidelines for the evaluation of a qualitative research report which I made use of

in reflecting on the trustworthiness of my study and treatment of the data.

Credibility

Credibility is enhanced when researchers describe and interpret their experience as
researcher (Koch, 2006) and check whether their accounts are credible by
referring to colleagues, participants and other researchers’ interpretation of the
data (Willig, 2001). The above description of my own experience of working with
suicidal clients and the imprint of my history and culture on my being is part of
what I brought to support my interpretation of therapists’ experiences of working
with suicidal clients during the hermeneutic process. Being explicit about my
experience and interpretation thereof thus lends some credibility to how I
understood and interpreted the participants’ experiences. Throughout the project I
referred my work to my supervisors and colleagues to check for the credibility and
resonance of my interpretations and conclusions against their views and
interpretations. I referred the extracts I intended to use for analysis in this project
to the participants for their feedback and comment, asking whether the extracts

captured what they meant and intended to say about their experiences.

Transferability

Transferability is dependent upon the degree of similarity between two contexts
(Koch, 2006) and requires the researcher to situate the sample to allow readers to
assess the relevance and applicability of the findings (Willig, 2001). I have taken
care to provide detailed contextual information, such as, my definition of a

therapist, their experiences in practise, the background of their task as mental
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health professionals towards suicidal clients and the cultural milieu of the
profession and its institutions of care. The inclusion of contextual information in
the treatment of the data aids the reader to make similar judgements and to ‘fit’
the meaningfulness and applicability of my findings into a similar context outside

of the study.

Dependability

Dependability refers to the transparency of the theoretical, methodological and
analytic choices throughout the study, an audit trail whereby another researcher
could arrive at the same or comparable conclusions, given the data, perspective
and situation (Koch, 2006). I have taken care to describe the philosophical
underpinnings of this study, the methodological stance taken and its
appropriateness to the research question. I have been clear about ethical
considerations, the interview process and data analysis. There is an ‘audit trail’ of
my thinking and doing in the form of comprehensive feedback notes from my
supervisors, their views and counter-arguments associated with my interpretive
decisions and the subsequent insights I arrived at as a result of this dialogue. De
Witt and Ploeg (2006) refers to this process as the ‘openness’ of the researcher’s
orientation and attunement throughout the research project that can demonstrate a

coherence and integration of theory, methodology and actions.

Conclusion

In this chapter I explained my decision to use an interpretive hermeneutic method
of enquiry, grounded in the philosophy of Heidegger as an appropriate
methodology to enter the life-world of therapists’ experiences working with
suicidal clients. I have shown how I dealt with ethical matters regarding the
privacy of the participants, how I accessed participants for this study and the
methods I employed to gather and analyse data from my interviews. I also
provided an insight into my own pre-understandings and assumptions that
inevitably becomes part of a research project of this nature. The preceding
chapters laid the foundations for undertaking this study and the following three
chapters will explore the experiences of therapists working with suicidal clients

that were uncovered in the participants’ narratives.
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Chapter Five

Being surprised and shocked
In this chapter I aim to explore how the phenomenon of being surprised and

shocked may be pointing at something that is not showing itself explicitly and the
aim is to make this more explicit. The therapists in this study have all followed a
standard risk assessment procedure to identify the likelihood of the client
committing suicide. It is a procedure developed upon research findings and
recommendations made to the Ministry of Health (Beautrais, Collings, Ehrhardt, &
Ehrhardt, 2005; Beautrais, Joyce, & Mulder, 1998b; Harris & Barraclough, 1997;
Ministry of Health, 2006). The main thrust of the procedure is to determine
whether a client presents with any mental disorder usually associated with suicidal
intent. Without exception therapists recall being surprised when they heard that
their client had committed suicide. Whilst one or two therapists said they had a
premonition or a ‘gut feeling’ their client was ‘at risk’ of committing suicide, they
were still taken by surprise and shocked to hear the news because, based on their
assessment and observations, the client seemed to be fine just prior to suicide.
These clients displayed none of the mental disorders usually associated with
suicidal intent identified by research and theory. As one therapist said, ‘I felt a hell
of a shock because when he left me he was animated and smiling’. Another said his
client’s mood had lifted, she no longer presented with symptoms of depression or
suicidal thoughts and yet she committed suicide. There is a disjunction between
how these clients appeared to their therapists and how they ‘really’ felt. The
therapists recall their clients’ mood as euthymic yet they committed suicide. They
recall that their clients seemed to be fine a couple of days or even hours prior to
ending their lives, without symptoms associated with suicidality. Is this
phenomenon of shock and surprise the result of a misrepresentation and

misinterpretation of the nature of being human?

Essence and Appearance
Kane, like the majority of therapists participating in this study, was shocked and

surprised to learn that his client committed suicide whilst showing no signs or

symptoms of a mental disorder that is usually associated with suicidal intent. Kane’s
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colleague, a psychiatrist, concurred with this assessment and was equally shocked by

the suicide. This is Kane’s account:

I said what?!...completely confused and unbelievable. It doesn’t hit
home...it can’t be true...I have an appointment with him. I am expecting
him any moment. I was amazed because he had a lot of things going for
him. He had bought a little house, he was working in the bush and he had
started his own firm. There was evidence that he was on the road to build
up rather than break down. I went to the Mental Health Service and met
with the psychiatrist and the manager of that service. And I must admit
that the man was absolutely devastated, lost for words, he had tears in his
eyes, choked voice and repeatedly said that the last time he saw him he

didn’t think there was anything wrong with him.

Kane had a similar experience with another client who committed suicide. This client
said he was going to commit suicide, but because he showed no signs of a mental

disorder his threat was deemed to be empty and of little substance:

We were there to assess him and had the power to commit him against his
will if he were to be a danger to himself due to a psychotic or mental
illness or danger to the community. But he wasn’t. There was not a mental

health status that we could commit him.

Elaine had a similar experience with her client who committed suicide:

My boss and I went through the file and we could see that the risk
assessments were done and that I had gone through the whole process

[paper trail of mental health assessment] and that he was safe and sound.

Aaron’s experience is not dissimilar. He felt that his client committed suicide because

he had misdiagnosed the client:

I had misdiagnosed or had missed something. I guess I was young and

relatively new to the profession and as such you are full of book
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knowledge and you try to stick to the formats and forms and fill everything

out.

The majority of therapists participating in this study were shocked and surprised to
learn that their client committed suicide in the absence of signs and symptoms usually
associated with suicide. Kane was confident in his understanding of his client until he
committed suicide. He was also reassured by his client’s behaviour of buying a house
and starting his own business. Elaine followed the same procedure as Kane, and so
did Aaron who had done things by the book. Aaron followed predetermined formats

of understanding with confidence which reassured him that his client was not suicidal.

These therapists were shocked because they had encountered something which
challenged their way of understanding their clients. The method and procedure of
understanding their clients belongs to mainstream psychiatry and psychology in
practice. Standard conclusions drawn from assessment findings are common practice
for mental health professionals. Kane’s colleague on the same case, a psychiatrist,
arrived at the same conclusions Kane did and was therefore also shocked by the
suicide. Elaine’s boss at the District Health Board endorsed her assessment as

standard and accepted practice.

These therapists were shocked because they felt that they had understood. They were
shocked by their misinterpretation of what they encountered. The confidence and
reassurance of their way of understanding was shaken by what really happened. How
could this have come about? In the mental health profession practitioners assess for
the likelihood of suicide by assessing for mental disorders that correlate with suicide
based on research findings (Beautrais, 2000b; Beautrais, Collings, Ehrhardt, &
Ehrhardt, 2005). Practitioners categorise their observations and findings according to
a system of knowledge, such as the Diagnostic and Statistical Manual of Psychiatric
Disorders. This way of making something intelligible is what Heidegger (1962) refers
to as a present-at-hand mode of understanding. It is a theoretical/scientific attitude
towards phenomena. The disadvantage of this mode of understanding human beings is
that it decontextualizes the life-world of being human and passes over the meaning
and significance of how humans encounter and relate to things. A present-at-hand

mode of understanding leads to a misrepresentation of the being that is human.
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These therapists were shocked and surprised because their clients did not ‘look like’
they were suicidal. Kane, for example, said he was amazed by his client’s suicide
because he seemed fine, he had bought a little house, he was working in the bush and
had started his own firm. Kane was shocked because he realised that he had
misinterpreted what he saw by conflating the appearance of a phenomenon with its
essence. These therapists understood what they saw literally. Heidegger (1962)
argues that this kind of understanding belongs to natural science and that it is an
inappropriate way of understanding phenomena as they appear to human beings. It is
more appropriate to inquire through interpretation because phenomena are not always

accurate in showing themselves.

It would appear that these therapists believe illness and wellness are distinct from one
another. Biologically speaking they are, but human beings are more than biological
systems. Aaron believed that his client committed suicide because she was ill and the
only reason he failed to recognise her suicidal despair was because he failed to
diagnose the signs and symptoms of a mental disorder. His interpretation excluded the

possibility of his client being in suicidal despair in the absence of a mental disorder.

The secretary came in and told the group that CLIENT had committed
suicide. That was one hell of a shock. I immediately went back to my
notes, because I thought I must have missed something. Did I miss the
suicidality? Did I miss or misconstrue the improvement I saw? Did I
imagine that? I spoke to other people, to her friends, to her family. And
everyone agreed that the depression had lifted by that time and that things
were generally looking up for her. So still to this day it is one of the
situations I recall very very clearly. To this day I still wonder what the

hell went wrong.

In Aaron’s confusion lies a categorical error. According to Needleman (in
Binswanger, 1975) the actuality, possibilities and limits of psychiatry in its practice is
not sufficiently clear to itself because it rests upon two incompatible conceptual
horizons. From its natural-scientific (mainly biological) horizon of understanding its

‘object’ of treatment is the ‘sick’ organism; and in its practice of psychotherapy it
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views its object of treatment as the human being, that is, from an anthropological
horizon of understanding. The situation can only be put right by going behind both
conceptual horizons and grounding our understanding in the being of Dasein, says

Needleman.

Kane and Aaron found themselves confused by these two ‘incompatible conceptual
horizons’. It would appear that this epistemological confusion fosters
misrepresentation and misinterpretation of the being that is human, as Kane recalled
there was not a mental health status [indicating the presence of a psychiatric disorder]
that we could commit him. Their experience however proved the exact opposite of
what they thought. This experience would suggest that an ‘ill person’ could also be
well and that a ‘well person’ could also be ill. In other words, a biologically ill
organism may be living a meaningful life or conversely, a biologically well person
may be experiencing an existence of despair. For Maori, the indigenous peoples of
New Zealand, the meaning of wellness does not mean the removal of symptoms.
Being well means living a meaningful life with or without symptoms (Durie, 2004).
This view accords with Heidegger’s (2001) concept of privation. Privation implies the
essential belonging to something is lacking. Privation is a negation of a phenomenon.
We are tempted to define something by what it is not. During a crisis call Kane and
his colleague refused to believe a client who said he was going to commit suicide.
They refused to believe that he existed in despair because he was not psychiatrically
ill. The absence of symptoms of a mental disorder designated this person as being
well in their view, despite what he may have said about being in despair. The nature
of a privation cannot be understood until that which it is a privation of is understood,
says Heidegger (1962). Suicide, or illness, both privations, can not be understood
unless the existence of that of which it is a privation is understood. Existence is more
than its privation. The being that is human — exists — and is more than signs and
symptoms of illness. Kane’s client was understood as his illness (or lack of it) and not

as his interpretation of his own state of being.

Aaron’s experience shows how entrenched the conviction has become that a particular
cluster of symptoms determines the likelihood of suicide and how seeing a person as
being their illness causes one to overlook the being that is there. This faulty reality

testing (Engler, 1998) is evident in Aaron’s experience of shock and surprise. In
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response to the question whether he felt that his professional training prepared him for

working with suicidal clients he said:

At an academic level a resounding yes in terms of signs and symptoms.

He has a vivid memory of his university professor talking to them about suicide:

He said that it is bound to happen when working with people who are
emotionally vulnerable or with mental health problems and not anchored

in reality as they should be.

Those who commit suicide in Aaron’s view fall into a category of illness based on
observations of that which appears. When his client committed suicide he was
shocked, because his client showed no signs or symptoms of being emotionally
vulnerable, having a mental health problem or not being ‘anchored in reality’ as he

should have been.

Things were looking up for her and everyone experienced this mood. Even
colleagues and family thought she was much more cheerful, happy and

filled with laughter. The old CLIENT was back!

And when she committed suicide

It was irreconcilable with the picture of her smiling and her upbeat
poetry. I struggle to reconcile these two pictures. There is no logic or

reason to it.

This experience left Aaron with self-doubt and uncertainty — the irreconcilable picture
of a person who does not fit the diagnostic picture of a suicidal person. In this

uncertainty he says:

But in that first year after her suicide I tested the hell out of anyone who
mentioned depression or suicide. God knows how many tests I put them

through to make sure about the diagnosis. [This procedure] is there for a
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reason and it has been around for much longer than I have. It is tried and

tested. It has been researched and proven.

When I mentioned to Aaron that there is an irony in this, that he did exactly the same
with the client who committed suicide, he acknowledged it. Even though the
identification of signs and symptoms of a mental disorder and the diagnostic
categories associated with suicide has shown just the opposite in his experience,
Aaron returned to the notion that a person is his or her illness and he doubled up on

his efforts at diagnosing more accurately after the event.

From these therapists’ experiences one can see how their focus and attention were
directed by a present-at-hand mode of understanding of suicide rather than
understanding the person who was suicidal. The theory of mind philosophy behind
scientific psychiatry and psychology develops an understanding based on an
interpretation of itself rather than an understanding of the interpretation of the being
that is human. It begins to understand itself rather than Dasein. The phenomenon — of
being human — is uprooted from its origins and becomes detached from its referential
context of meaning and significance (Cohn, 2002). Cohn argues that we have come to
distrust ourselves by virtue of our own humanity. It is no longer good enough. The
attitude behind scientific formulae, techniques and manuals of treatment is that we
cannot trust what meets the eye and the ear; we can not trust our humanness. The
problem, however, with the natural scientific view is that “Scientifically relevant
‘facts’ are not merely removed from their context of selective seeing; they are theory-
laden, i.e., recontextualized in a new projection” (Dreyfus, 1991, p. 81). This is a
projection which no longer belongs to Dasein’s existence, but now belongs to the
existence of science. The theory of mind philosophy behind science diverts its focus
and attention to a phenomenon which no longer matters for the experiencing person.
By testing the hell out of anyone who mentioned depression or suicide had proven to
Aaron in the past that it said very little about the person. Aaron reverted to this way of
understanding, despite the fact that it is a way which does not focus on that which
matters to the person, but what matters to the profession. It is tried and tested...has
been researched and proven and even though Aaron has living proof to the contrary,
the procedure is repeated because it is saying something that matters to the existence

of the profession.

90



Lisa says the despair which leads to suicide is

A lot clearer than the clinical picture...the way we read about it or
observe it is distant, cold and clinical. The actual experience is more

vivid, less detailed, but more understandable.

Lisa is suggesting that a more comprehensive understanding of suicide lies beyond
clinical appearance and distancing theoretical knowledge. In Lisa’s experience suicide
becomes more understandable once you see through the appearance of suicidality as a
cluster of symptoms and go beyond the theoretical explanation to re-search what you
encounter. Her comments suggest searching again by looking with your own eyes and
hearing with your own ears. Elaine’s experience with her client who committed
suicide offers another perspective on going beyond the clinical picture, a picture
which appears to conceal more than it reveals. Elaine recalls her experience of talking
with a client who she sensed had decided to end his life, a client who also knew he
had to provide the ‘right answers’ to avoid mental health services’ intervention. It was
a client who understood the currency of what Heidegger (1962) refers to as

contemporary discourse:

In a risk assessment on paper you would not be able to predict his suicide.
But through a personal and therapeutic experience you know. We both
knew that. It was in that moment of holding eye contact that I knew. He
knew that I knew without saying it. I think he knew that I recognised that
the stuff he was saying was all the right things to say. But it was hollow

and his way of getting out of the therapy situation.

Here Elaine resisted going along with contemporary discourse. Elaine saw beyond the
findings of assessment which then becomes contemporary discourse in mental health
settings. She connected with her client subjectively, where truth is revealed in ‘a
moment’. Moments of sense, says Heidegger (1962), are concealed by contemporary
discourse. Contemporary discourse is when a certain meaning is ascribed to a
phenomenon which, with repeated use and reference, reduces the phenomenon to

something self-evident. Meaning becomes part of contemporary discourse and gets
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passed along in idle talk; the hallmark of inauthenticity (Crowe, 2006). It appears that
words are not just words and listening is not just listening to words. It is this
phenomenon that Lisa and Elaine are trying to articulate; there are listeners who listen
differently and are better listeners for that difference. Following is Nancy’s
experience which reveals a kind of listening which is a levelling off of understanding

the person who is there.

Contemporary discourse
This is Nancy’s experience with what happened to her. This experience points at the

phenomenon of contemporary discourse which allows for a better understanding of

how the suicide of a non-symptomatic client causes shock and surprise.

I had a gut feeling from the beginning that something was wrong, but all
the other staff said don’t worry. Even though I would speak up and say
what I felt, I often went unheard. 1 often wrote things in the notes and
wondered why I bother because no one is going to read them. I get these
intuitive feelings at times and I am sure it is a combination of experience
and observation and all that. It is little bits that you can not put words to;
I don’t know but perhaps it is a level of distress that the person isn’t
articulating. I am not sure, it seems to be something just under the surface

that you pick up on; we all do.

Throughout the interview Nancy made reference to her feeling sad, powerless and that
she and her colleagues in the in-patient unit failed the person who committed suicide.
The main reason for feeling frustrated and powerless was that her concerns for the
person often went unheard. Nancy said she found it difficult to get through to her
colleagues; language failed to make her understanding manifest. What she sensed just
under the surface of the obvious and how she was understood appeared to be at
variance. “Both talking and hearing are based upon understanding. And understanding
arises neither through talking at length nor through busily hearing something ‘all
around’. Only he who already understands can listen” (Heidegger, 1962, p. 208). The
way Nancy understands talking and listening are, I believe, uncommon and
refreshing. Nancy wants to explore the unknown, that which is possibly new and

different, just under the surface of the self-evident. There are not words for it yet, but
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she is willing to explore this with her colleagues, because it points towards a truth she
senses is not self-evident. In response her colleagues said she worried too much and in
this deft manoeuvre Nancy’s telling transformed into idle talk. Her understanding was
now idle talk. The unknown something under the surface became something known
on the surface. It was only worry. The understanding that belongs to telling was lost
the moment her telling became the language of worry. The unknown was transformed
into the known. The original understanding was lost and got passed along as

commonplace worry. This is the nature of idle talk which avoids real understanding.

Nancy was sensitive to something about the suicidal client which was not obvious to
all, whilst her colleagues banded together and chose to see only the obvious. She
found herself confronted by what Heidegger refers to as a falling existence and
“absorption in being-with-one-another in so far as this is determined by the One”
(Gorner, 2007, p. 111). In this accommodating and unburdening mode of
understanding nothing is seen to be different or new and if something different thrusts
itself to the fore, it is rapidly re-interpreted into the commonly known. In this
inauthentic mode of existence “Everything looks as if it were genuinely understood,
grasped and spoken, though at bottom it is not; or else it does not look so, and yet at

bottom it is” (Heidegger, 1962, p. 173).

Nancy said we all pick up on things that are not articulated, it is a level of distress the
person is not articulating. Nancy was in the minority in picking up on this. Her
colleagues were too ready to ignore this and passed her concern off as her worrying
too much. Perhaps it was the other way round. Her colleagues were the one’s
worrying too much and they unburdened themselves of this worry by clinging to the
security of the collective. They may have sensed what Nancy sensed — she certainly
implied this in her recollection of events — but they chose not to hear the distress
concealed by assessment findings. Heidegger (1962) is of the view that conformism is
a levelling off of our understanding, an understanding of our basic unsettledness. In
conformism we avoid ourselves and the opportunity to re-interpret the world into
which we are thrown (Gorner, 2007). Dasein is shot through with self-interpretation.
Each self-interpretation rests on another self-interpretation right to the bottom where
all began with nothing that is you. It may have been this which Nancy’s colleagues

avoided and they deflected their worry towards Nancy. Her reference in conversation
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with her colleagues to the unknown just under the surface may have stirred the

spectre of this unsettling existential reality.

I just knew, I don’t know how but I just knew. I had been thinking about
her after work because I thought she was high risk and the medical officer
on duty did not think so. I can remember going on and on about it once
during handover and the manager agreed with me. I just think that if
there was agreement in the whole team about the level of risk that things
may have turned out differently. And it is interesting because the staff she
spoke to before she went on leave said she was much better. You know
that often when depressed people show an improved mood that it is a
dangerous time, because they have either decided that they are going to
end their life and are at peace with that or they have the energy and

motivation to do something about their life.

In Nancy’s experience her colleagues were not reading between the lines. They were
only hearing words and not listening to her telling, and her telling was not
discriminate enough. Her telling was too vague and ambiguous and in the zeitgeist of
conformism that will not do. In conformism we forget that so much more is
articulated than what is written and spoken. In an atmosphere of conformism language
is no longer the echo of our discourse of the totality of meaning, according to
Heidegger (Gorner, 2007). It becomes a formal communication in which the inner
experiences and thoughts from one subject are transferred to another subject.
Language is no longer a telling of understanding, but becomes the now familiar tick
box mentality of exact and unambiguous explanation. The open spaces between words
which articulate — which are not named — are lost in this kind of hearing. These open
spaces between words are the joints which articulate understanding, according to
Heidegger (1962). I just knew, I don’t know how but I just knew were the ‘joints of
articulation’ in Nancy’s attempt to express her understanding. In these words nothing
in particular was named but something was being point