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For my husband,
 Richard Jed Wyatt 
With deep love 
and
For my brother, 
Dean T. Jamison
Who kept the night at bay






Night falls fast.
Today is in the past.

Blown from the dark hill hither to my door
Three flakes, then four
Arrive, then many more.

—EDNA ST. VINCENT MILLAY
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PROLOGUE



Summer evenings at the Bistro Gardens in Beverly Hills tended toward the long and languorous. My friend Jack Ryan and I went there often when I lived in Los Angeles, and I invariably ordered the Dungeness crab and a scotch on the rocks. Not so invariably, but from time to time, Jack would use the occasion to suggest we get married. It was an idea with such patent potential for catastrophe that neither of us had much of an inclination to take the recurring proposal with too much gravity. But our friendship we took seriously.

This particular evening, having hooked and tugged out the last bits of crab, I found myself edgily knocking the ice cubes around in my whisky glass. The conversation was making me restless and uneasy. We were talking about suicide and making a blood oath: if either of us again became deeply suicidal, we agreed, we would meet at Jack’s home on Cape Cod. Once there, the nonsuicidal one of us would have a week to persuade the other not to commit suicide; a week to present all the reasons we could come up with for why the other should go back on lithium, assuming that having stopped it was the most likely reason for the danger of suicide (we both had manic-depressive illness and, despite the better and often expressed judgment of others, had a tendency to stop taking our lithium); a week to cajole the other into a hospital; to invoke conscience; to impress upon the other the pain and damage to our families that suicide would inevitably bring.

We would, we said, during this hostage week, walk along the beach and remind the other of all of the times we had felt at the end of hope and, somehow, had come back. Who, if not someone who had actually been there, could better bring the other back from the edge? We both, in our own ways and in our own intimate dealings with it, knew suicide well. We thought we knew how we could keep it from being the cause of death on our death certificates.

We decided that a week was long enough to argue for life. If it didn’t work, at least we would have tried. And, because we had years of cumulative experience with lifestyles of snap impetuousness and knew how quick and final a suicidal impulse could be, we further agreed that neither of us would ever buy a gun. Nor, we swore, would we under any circumstances allow anyone else to keep a gun in a house in which we lived.

“Cheers,” we said in synchrony, ice and glass clinking. We sealed our foray into the planned and rational world. Still, I had my doubts. I listened to the details, helped clarify a few, drank the rest of my scotch, and stared at the tiny white lights in the gardens around us. Who were we kidding? Never once, during any of my sustained bouts of suicidal depression, had I been inclined or able to pick up a telephone and ask a friend for help. Not once. It wasn’t in me. How could I seriously imagine that I would call Jack, make an airline reservation, get to an airport, rent a car, and find my way out to his house on the Cape? It seemed only slightly less absurd that Jack would go along with the plan, although he, at least, was rich and could get others to handle the practicalities. The more I thought about the arrangement, the more skeptical I became.

It is a tribute to the persuasiveness, reverberating energies and enthusiasms, and infinite capacity for self-deception of two manic temperaments that by the time the dessert soufflés arrived we were utterly convinced that our pact would hold. He would call me; I would call him; we would outmaneuver the black knight and force him from the board.

If it has ever been taken up as an option, however, the black knight has a tendency to remain in play. And so it did. Many years later—Jack had long since married and I had moved to Washington—I received a telephone call from California: Jack had put a gun to his head, said a member of his family. Jack had killed himself.

No week in Cape Cod, no chance to dissuade. A man who had been inventive enough to earn a thousand patents for such wildly diverse creations as the Hawk and Sparrow missile systems used by the U.S. Department of Defense, toys played with by millions of children around the world, and devices used in virtually every household in America; a Yale graduate and lover of life; a successful businessman—this remarkably imaginative man had not been inventive enough to find an alternative solution to a violent, self-inflicted death.

Although shaken by Jack’s suicide, I was not surprised by it. Nor was I surprised that he had not called me. I, after all, had been dangerously suicidal myself on several occasions since our Bistro Gardens compact and certainly had not called him. Nor had I even thought of calling. Suicide is not beholden to an evening’s promises, nor does it always hearken to plans drawn up in lucid moments and banked in good intentions.

I know this for an unfortunate fact. Suicide has been a professional interest of mine for more than twenty years, and a very personal one for considerably longer. I have a hard-earned respect for suicide’s ability to undermine, overwhelm, outwit, devastate, and destroy. As a clinician, researcher, and teacher I have known or consulted on patients who hanged, shot, or asphyxiated themselves; jumped to their deaths from stairwells, buildings, or overpasses; died from poisons, fumes, prescription drugs; or slashed their wrists or cut their throats. Close friends, fellow students from graduate school, colleagues, and children of colleagues have done similar or the same. Most were young and suffered from mental illness; all left behind a wake of unimaginable pain and unresolvable guilt.

Like many who have manic-depressive illness, I have also known suicide in a more private, awful way, and I trace the loss of a fundamental innocence to the day that I first considered suicide as the only solution possible to an unendurable level of mental pain. Until that time I had taken for granted, and loved more than I knew, a temperamental lightness of mood and a fabulous expectation of life. I knew death only in the most abstract of senses; I never imagined it would be something to arrange or seek.

I was seventeen when, in the midst of my first depression, I became knowledgeable about suicide in something other than an existential, adolescent way. For much of each day during several months of my senior year in high school, I thought about when, whether, where, and how to kill myself. I learned to present to others a face at variance with my mind; ferreted out the location of two or three nearby tall buildings with unprotected stairwells; discovered the fastest flows of morning traffic; and learned how to load my father’s gun.

The rest of my life at the time—sports, classes, writing, friends, planning for college—fell fast into a black night. Everything seemed a ridiculous charade to endure; a hollow existence to fake one’s way through as best one could. But, gradually, layer by layer, the depression lifted, and by the time my senior prom and graduation came around, I had been well for months. Suicide had withdrawn to the back squares of the board and become, once again, unthinkable.

Because the privacy of my nightmare had been of my own designing, no one close to me had any real idea of the psychological company I had been keeping. The gap between private experience and its public expression was absolute; my persuasiveness to others was unimaginably frightening.

Over the years, my manic-depressive illness became much worse, and the reality of dying young from suicide became a dangerous undertow in my dealings with life. Then, when I was twenty-eight years old, after a damaging and psychotic mania, followed by a particularly prolonged and violent siege of depression, I took a massive overdose of lithium. I unambivalently wanted to die and nearly did. Death from suicide had become a possibility, if not a probability, in my life.

Under the circumstances—I was, during this, a young faculty member in a department of academic psychiatry—it was not a very long walk from personal experience to clinical and scientific investigation. I studied everything I could about my disease and read all I could find about the psychological and biological determinants of suicide. As a tiger tamer learns about the minds and moves of his cats, and a pilot about the dynamics of the wind and air, I learned about the illness I had and its possible end point. I learned as best I could, and as much as I could, about the moods of death.



I

Buried Above Ground
—AN INTRODUCTION TO SUICIDE—


        Encompass’d with a thousand dangers,

        Weary, faint, trembling with a thousand terrors.…

        I … in a fleshly tomb, am

        Buried above ground.

—WILLIAM COWPER










English poet William Cowper (1731–1800) on several occasions tried to poison, stab, or hang himself. The self-described “lines written during a period of insanity” were composed after one of his suicide attempts.






CHAPTER 1

Death Lies Near at Hand
—HISTORY AND OVERVIEW—


A tiny blade will sever the sutures of the neck, and when that joint, which binds together head and neck, is cut, the body’s mighty mass crumples in a heap. No deep retreat conceals the soul, you need no knife at all to root it out, no deeply driven wound to find the vital parts; death lies near at hand.… Whether the throat is strangled by a knot, or water stops the breathing, or the hard ground crushes in the skull of one falling headlong to its surface, or flame inhaled cuts off the course of respiration—be it what it may; the end is swift.

—SENECA



NO ONE KNOWS who the first was to slash his throat with a piece of flint, take a handful of poison berries, or intentionally drop his spear to the ground in battle. Nor do we know who first jumped impulsively, or after thought, from a great cliff; walked without food into an ice storm; or stepped into the sea with no intention of coming back. Death, as Seneca states, has always lain close at hand; yet it is a mystery why the first to kill himself did: Was it a sudden impulse, or prolonged disease? An inner voice, commanding death? Perhaps shame or the threat of capture by an enemy tribe? Despair? Exhaustion? Pressure from others to spare common resources of food and land? No one knows.

It is unlikely that Homo sapiens was the first to think of suicide or act on the thought of it; indeed, from an evolutionary perspective this would seem rather arbitrary, given the sophistication of the hominids before us. The Cro-Magnons, we believe, were skilled hunters, makers of blades and spears, plaiters of rope, users of fire, and reflective, ingenious inventors of remarkable art forms and elaborate burial rituals. And, there was Homo neanderthalensis before them, and the hunting apes, such as chimpanzees, known to be aggressive, social, and cognitively complex toolmakers. At what point did self-awareness enter into the life of the brain? When did a conscious, deliberate intent to die veer off from the borderlands of extreme recklessness and impetuous, life-threatening taking of risks? Violence and recklessness, profound social withdrawal, and self-mutilation are not, as we shall see, unique to our species. But perhaps suicide is.

We will never know who or why or how the first to kill himself did (or herself; we will never know that either). But it is very likely that once suicide occurred and others were cognizant of it, the act was repeated—in part because the reasons and means would remain integral to the psychological and physical environment, and in part because animals and humans learn, to considerable extent, through imitation. Suicide, dangerously, has a contagious aspect; it has, as well, for the vulnerable, an indisputable appeal as the solution of last resort.

Recorded observations about suicide are, of necessity, far more recent than its first occurrences. Society’s attitudes, as captured in its literature, laws, and religious sanctions, provide one window into our collective reactions to self-murder. They give a historical perspective to the evolution of our perceptions about suicide, perceptions that have varied from our seeing it as an accepted and valued event to treating it as a sin or a crime, or conceptualizing it as the consequence of adverse circumstances or pathological mental states.

Certainly, cultures have varied in their notions of self-inflicted death. Several—for example, the Eskimo, Norse, Samoan, and Crow Indian—accepted, and even encouraged, “altruistic” self-sacrifice among the elderly and sick. Among the Yuit Eskimos of St. Lawrence Island, if an individual requested suicide three times, relatives were obligated to assist in the killing. The person seeking suicide dressed in ritual death garb and then was killed in a “destroying place” set aside specifically for that purpose. To save commonly held resources of food or to allow a nomadic society to move on unhindered by the physically ill or elderly, some societies gave tacit if not explicit approval to suicide.

No early cultural or religious sanctions were attached to the suicides recorded in the Old Testament or to the only one, that of Judas Iscariot, described in the New (attitudes toward suicide hardened during the early years of Christianity). Most of these deaths, like those of the ancient Greeks portrayed by Homer, were seen as matters of honor, actions taken to avoid falling into the hands of a military enemy, to atone for wrongdoing, or to uphold a religious or philosophical principle. Hannibal, for example, took poison rather than be captured or dishonored, as did Demosthenes, Cassius, Brutus, Cato, and scores of others. Socrates, who refused to renounce his teachings and beliefs, drank hemlock. Gladiators thrust wooden sticks or spears down their throats or forced their heads into the spokes of moving carts in order that they might choose their own, rather than another’s, time and way of dying.

Beliefs about suicide varied considerably in ancient Greece. The Stoics and Epicureans believed strongly in the individual’s right to choose the means and time of his death. Others were less accepting of the idea. In Thebes and Athens, suicide was not against the law, but those who killed themselves were denied funeral rites and the hand that had been used for the act was severed from the arm. Aristotle regarded suicide as an act of cowardice, as well as an act against the state; so, too, did Pythagoras. (Although, according to Heracleitus, Pythagoras starved himself to death.) Roman law actively prohibited suicide and further prohibited the passing on to heirs of the suicide’s possessions and estates. The Catholic Church from its earliest days opposed suicide and, during the sixth and seventh centuries, codified its opposition by excommunicating and denying funeral rites to those who died by their own hand. Suicide was never justifiable, wrote St. Augustine in an authoritative argument for the Church, because it violated the sixth commandment of God, “Thou shalt not kill.”

Jewish custom forbade funeral orations for anyone who committed suicide; mourners’ clothes were not encouraged, and burial was generally limited to an isolated section of the cemetery, so as “not to bury the wicked next to the righteous.” The Semachot, the rabbinic text on death and mourning, states that “He who destroys himself consciously (‘la-daat’), we do not engage ourselves with his funeral in any way. We do not tear the garments and we do not bare the shoulder in mourning and we do not say eulogies for him.” Over time, a greater latitude and compassion was extended to suicides committed while of an unsound mind. “The general rule,” states one scholar of Jewish tradition, “is that on the death of the suicide you do everything in honour of the surviving, such as visit and comfort and console them, but you do nothing in honour of the dead apart from burying them.” In Islamic law, suicide is a crime as grave as, or even graver than, homicide.

Strong religious and legal sanctions against suicide are scarcely surprising; it would be odd indeed if society had no reaction to such a dramatic, seemingly inexplicable, frightening, frequently violent, and potentially infectious form of death. Dante, writing almost seven hundred years ago in The Inferno, assigned a particularly grim fate to those who committed suicide. Condemned to the seventh circle of Hell and transformed into bleeding trees, the damned and eternally restless souls of the suicides were subject to continuous agony and fed upon mercilessly by the Harpies. They who in “mad violence” killed themselves were, unlike all others who resided in Hell, also denied the use of their earthly human forms.

The civil desecration of the corpses of suicides was common, as were attempts to prevent untoward influence upon the living by physically isolating and constraining the body and its potentially dangerous spirit. The bodies of those who killed themselves were, in many countries, buried at night and at a crossroads. The greater traffic over such crossroads was thought to “keep the corpses down,” and the intersection of paths, it was believed, would make it more difficult for the spirit to find its way home. In early Massachusetts, cartloads of stones were unloaded at the crossroads where a suicide had been buried. Not uncommonly, a stake was driven through a suicide’s heart, a practice that has suggested to at least one scholar its similarity to the fate of a fourteenth-century murderer whose body was discovered years ago in the peat bogs of Sweden. The murderer’s captors, in order to stop the dead man from “walking,” drove birch stakes through his back, side, and heart; they then sank his body into a fen, at the meeting point of four parishes, in the not altogether unreasonable belief that he would be unlikely to escape.

The Finns believed that because the act of suicide was a sudden one, it was impossible for the living to make peace with the dead, and the soul of the suicide was therefore “particularly restless and spooky.” The body of a suicide victim was handled with dispatch and wariness:


The deceased was washed as soon as possible after the death and clad in graveclothes. The male deceased were washed by men while the female ones by women. Epileptics, lunatics and suicides were not washed; on the contrary, they were buried prone on their stomach in the clothes they wore when they died. They were lifted into the coffin with pokers, never with bare hands, since it was feared that diseases and curse would catch hold of the family.

Up to the early 1900’s the one who had committed suicide was buried without any funeral services. The grave was located beyond the fence of the churchyard, often even far away in the woods. It was a general opinion that the corpse of the suicide was heavy. Among the common people there were plenty of stories afloat that the coffin of the suicide had been too heavy even for a horse to haul.



In France, the body of a suicide was dragged through the streets, head downward, and then hanged on a gallows. French criminal law in the late seventeenth century also required that the body thereafter be thrown into a sewer or onto the city dump. Clergy did not attend the burial of a suicide, and corpses could not be buried in consecrated ground. In parts of Germany, the corpses of suicides were put in barrels and floated down the rivers so that they would not be able to return to their home territories. Early Norwegian laws dictated that the bodies of suicides were to be buried in the forest with those of other criminals, or “in the tide, where the sea and the green turf meet.” Suicide was, strongly and simply put, “an irreparable deed.”

Gradually, both religious and legal sanctions against suicide lessened. Although many theologians continued to assert that suicide was among the more unforgivable of sins—Martin Luther, for example, wrote that suicide was the work of the Devil; the Puritan religious leaders deemed it abhorrent, despicable, and an “individual submission to Satan”; John Wesley declared that the bodies of those who killed themselves should be “gibbeted and … left to rot”; and philosophers such as Locke, Rousseau, and, more recently, Kirkegaard railed vociferously against any kind of social or religious acceptance of suicide—judicial systems and the public increasingly considered suicide to be an act of an unbalanced mind, rather than the result of weakness or personal sin. Corpses were no longer buried at crossroads; gradually, instead, they were buried on the north sides of churchyards. Rather than suffering damnation in isolation, the bodies of suicides now kept the geographic company of society’s other disreputables and non-Christians: excommunicants, unbaptized infants, and executed felons.

Robert Burton’s widely read and influential The Anatomy of Melancholy, which depicted with compassion the bonds between madness, melancholy, and suicide and argued for mercy for those who were in such despair and agitation as to kill themselves, was published in 1621. Twenty-five years later, Biathanatos, a landmark treatise about suicide, was published. Its author, poet John Donne, was also the prominent dean of St. Paul’s Cathedral in London. In Biathanatos, Donne declared that suicide was, on occasion, justified; certainly, he argued, it ought to be humanly understandable. It was, for him, personal. “Whensoever any affliction assails me,” he confessed in the preface to his work, “methinks I have the keys of my prison in mine own hand, and no remedy presents itself so soon to my heart as mine own sword.”

Two recent authors of excellent accounts of suicide trace similar patterns in the changing attitudes and laws in England and the United States. Mark Williams, in Cry of Pain, reports that in mid-seventeenth-century England fewer than one in ten suicide verdicts was judged to be non compos mentis, or due to insanity. By the 1690s that figure had climbed to 30 percent; in 1710 it was 40. By 1800, essentially all cases of suicide were regarded as being due to insanity.

The Massachusetts Puritans and other early American colonists generally treated those who killed themselves not only as sinners but also as criminals; over time, however, public attitudes and laws changed. In the seven decades from 1730 to 1800, as Howard Kushner has documented in American Suicide, the Boston Coroners’ Juries made one non compos mentis determination for every two or three felonious ones. By 1801–1828, the ratio had flipped: there were two insanity decisions for every one felony suicide; at century’s end, as in England, non compos mentis was the usual verdict in suicide. (Of historical interest, the earliest suicide of an English settler in Massachusetts was probably that of Mayflower passenger Dorothy Bradford, the wife of William Bradford, who became the governor of Plymouth Colony. Dorothy Bradford, it was said, “accidentally fell overboard” from the ship and drowned in Cape Cod Harbor; historian Samuel Eliot Morison and others, however, believe that her death was a deliberate act rather than a mischance. Bradford himself does not mention his wife’s death in his own account of the early colony.)

Most European countries formally decriminalized suicide in the eighteenth and nineteenth centuries, although it remained a crime in England and Wales until 1961 and in Ireland until 1993. Certainly, public understanding of suicide has increased over recent years, although not to a degree commensurate with what has been learned from medical and psychological research. The harshness of centuries-old views of suicide still touches the present, both in social policy and in more personal ways. In my copy of the Book of Common Prayer, for instance, in the small print that precedes the burial rites—a service that is at once of such consolation and ancient familiarity: “I am the resurrection and the life.… O death, where is thy sting?”—there is a damning reminder of archaic taboos and exclusions: the Order for the Burial of the Dead, the prayer book clearly states, “is not to be used for any that die unbaptized, or excommunicate, or have laid violent hands upon themselves.”

HISTORY HAS reflected in its laws and attitudes at least a measure of the complexity of suicide. An act against the self, suicide is also a violent force in the lives of others. It is incomprehensible when it kills the young; it is awful in the old, inexplicable in the physically healthy or the successful, and too glibly explained away in the sick or failed. There are no simple theories for suicide, nor are there invariable algorithms with which to predict it; certainly, no one has ever found a way to heal the hearts or settle the minds of those left behind in its dreadful wake. What we do not know kills.

Yet we know a mastodonic amount about suicide.

We know, for example, a great deal about the underlying conditions that predispose an individual to kill himself—heredity, severe mental illness, an impulsive or violent temperament—and we know, too, that there are some events or circumstances in life that interact in a particularly deadly way with these predisposing vulnerabilities: romantic failures or upheavals; economic and job setbacks; confrontations with the law; terminal or debilitating illnesses; situations that cause great shame, or are perceived as such; the injudicious use of alcohol or drugs. We have much knowledge, as well, about who commits suicide: the most vulnerable age groups and the social backgrounds and gender of those most at risk; and we know, too, about the hows and wheres and whens of suicide: the methods used; the places, times, and seasons chosen.

But we are less certain of why people kill themselves. Psychological states, complex motives, and subtle biological differences are difficult enough to ascertain in the living; determining their existence, or the role they may play in those who die by suicide, is something else again. Inevitably, the research literature on suicide reflects the complexities, inconsistencies, and shortcomings in our understanding. It also reflects centuries of attempts to explain the incomprehensible act of self-murder. No one who has had close experience of this literature—the fifteen thousand scientific and clinical papers in the last thirty years alone, as well as the hundreds of books and monographs—can come away from it unimpressed by its depth and breadth of knowledge. No single book, or five, could capture the best of the historical literature or the most exciting of the new scientific and psychological studies.

I wrote Night Falls Fast with an awareness of these realities and a tremendous respect for the work done by earlier writers and researchers. My hope was to find a way to maintain an individual perspective—through an emphasis on the psychology of suicide and an extensive use of the words and experiences of those who seriously attempted to, or eventually did, kill themselves—but to keep that individual perspective firmly grounded in the sciences of psychopathology, genetics, psychopharmacology, and neurobiology. It is easy to become so focused on individual lives and deaths that one loses sight of the extraordinary scientific and medical advances of recent years—advances that can alleviate great suffering and save lives. Likewise, it is hard not to get so swept up in the excitement of gene hunting, brain imaging, and serotonin pathways that one forgets, as English poet and critic A. Alvarez has put it, that suicide is not only a “desperately sensitive and confused subject,” it is also a problem “to be felt in the nerves and the senses.”

It should not be necessary, at the end of a century so rich in literature, medicine, psychology, and science, to draw arbitrary lines in the sand between humanism and individual complexities, on the one hand, and clinical or scientific understandings, on the other. That they are bound and beholden to each other should be obvious. Yet it is undeniable that Maginot Lines exist. For many, the aesthetics of complexity—the singular appeal of psychological case histories, especially ones laced with sociological and cultural explanations—are far more compelling than statistical findings obtained from coroners’ reports or DNA gels.

But such a focus on psychological complexity, at the expense of understanding psychopathological, genetic, or other biological factors, is as certain to fail as any consideration of biological causations and treatment that does not take into account the range of individual differences in experience, behavior, ability, and temperament. For those whose primary interests are in the arts and humanities, it will almost always be more intriguing to read about psychological conflicts or social determinants of suicide—and certainly, such matters are crucial to the understanding of suicide—but these factors alone may not be terribly helpful in predicting or preventing unnecessary early death in others.

Suicide as an existential issue is a core problem for philosophers, writers, and theologians; it is an issue of importance for most of us, whatever we do or do not believe. (Albert Camus, for one, believed that “Judging whether life is or is not worth living amounts to answering the fundamental question of philosophy.”) But this book, although centrally concerned with the psychology of suicide, is also about suicide as a medical and social problem. Specifically, it is about why suicide occurs, why it is one of our most significant health problems, and how it can be prevented.

The book’s focus is on suicide in those younger than forty, but this is in no way meant to downplay the terrible problem of suicide in those who are older. Study after study has shown that the elderly are inadequately treated for depression—the major cause of suicide in all age groups—and that suicide rates in the elderly are alarmingly high. Suicide in the older age groups is a topic for a book in its own right, however, and many of the issues raised in the context of geriatric suicide—“rational” suicide and physician-assisted suicide, especially within the context of disabling or life-threatening illness—are much less relevant to those who are younger.

Suicide in the young, which has at least tripled over the past forty-five years, is, without argument, one of our most serious public health problems. Suicide is the third leading cause of death in young people in the United States and the second for college students. The 1995 National College Health Risk Behavior Survey, conducted by the Centers for Disease Control and Prevention, found that one in ten college students had seriously considered suicide during the year prior to the survey; most had gone so far as to draw up a plan.

The figures for high school students surveyed in 1997 are even more worrying. One in five high school students said he or she had seriously considered suicide during the preceding year, and most of them had drawn up a suicide plan. Nearly one student in ten actually attempted suicide during the twelve-month period. One out of three of the suicide attempts was serious enough to require medical attention. These 1997 figures for high school students are substantially the same as those reported for high school students in 1995 and 1993.

Clearly, there is a difference between reporting the presence of suicidal thoughts or plans and actually attempting suicide; so, too, there is a crucial difference between attempting suicide and dying by it. Still, a suicide attempt remains the single best predictor of suicide, and these figures are reason for grave concern. Suicide, by any reckoning, is a major killer of the young.

Perhaps the magnitude of suicide in the young can best be illustrated by comparing the number of deaths from suicide with those from two other highly publicized causes of death in young men in the United States during the past forty years: the Vietnam War and the acquired immunodeficiency syndrome (HIV/AIDS) epidemic. I have graphed the number of deaths, in males under the age of thirty-five, for each of these three causes (see opposite page). Each—suicide, war, HIV/AIDS—has disproportionately killed young men. Obviously, any kind of death in this age group is terrible, whether it is from war, disease, or one’s own hand. The Vietnam War took an appalling toll, but after twelve years it was over. A direct comparison of American male war deaths under the age of thirty-five during the official years of the Vietnam War, 1961–1973, with American deaths from suicide in the same age group, during the same time period, shows that there were almost twice as many suicides (101,732) as war deaths (54,708). Most Vietnam War–related deaths occurred during only a portion of those years (1966–1970), however.

A similar comparison of deaths from suicide and HIV/AIDS, carried out for the ten-year period 1987–1996, shows that almost 15,000 more young men died from suicide than from AIDS. (Although some patients with AIDS committed suicide during this period, they were relatively few.) The American HIV/AIDS epidemic has fortunately become somewhat less lethal in recent years, due to the availability of combination antiretroviral therapy and public health education campaigns. (Of interest, the 1995 National College Health Risk Behavior Survey cited earlier found that one out of two college students received education about HIV/AIDS prevention but fewer than one in five received information about suicide prevention.)

[image: ]

Deaths in males (35 years or younger)

Suicide, however, continues unabated, with little evidence of a decline. Indeed, the sharp increase in suicide in adolescents and young adults since the mid-1950s is obvious in the graph. So, too, is the cumulative death toll. Possible reasons for the increase—more accurate ascertainment of suicide deaths by coroners and medical examiners; an earlier and increased access to particularly lethal means, such as firearms; a younger age of first alcohol and drug use; an earlier age of onset of the severe mental illnesses; and increasing rates of depression—are discussed more extensively later in this book. Thirty thousand Americans kill themselves every year and nearly half a million make a suicide attempt medically serious enough to require emergency room treatment.

Wars come and go; epidemics come and go; but suicide, thus far, has stayed. Why is this, and what can be done about it? These questions are at the heart of this book: understanding why people kill themselves and determining what doctors, psychologists, schools and universities, parents, and society can do to stop it. The public outrage against war deaths and HIV/AIDS has been far more obvious and effective than the advocacy undertaken on behalf of those who have died from suicide, but the horror and the despair are no less real.

Suicide is a particularly awful way to die: the mental suffering leading up to it is usually prolonged, intense, and unpalliated. There is no morphine equivalent to ease the acute pain, and death not uncommonly is violent and grisly. The suffering of the suicidal is private and inexpressible, leaving family members, friends, and colleagues to deal with an almost unfathomable kind of loss, as well as guilt. Suicide carries in its aftermath a level of confusion and devastation that is, for the most part, beyond description.

The same Anglican Prayer Book that excludes from its final rites those who commit suicide speaks elsewhere of a “peace which the world cannot give.” It is this peace that lies beyond the suicidal mind. In The Anatomy of Melancholy, Robert Burton wrote:


There is … in this [melancholic] humour, the very seeds of fire.… In the day-time they are affrighted still by some terrible object, and torn in pieces with suspicion, fear, sorrow, discontents, cares, shame, anguish, etc., as so many wild horses, that they cannot be quiet an hour, a minute of time, but even against their wills they are intent, and still thinking of it, they cannot forget it, it grinds their souls day and night, they are perpetually tormented.… In the midst of these squalid, ugly, and such irksome days, they seek at last, finding no comfort, no remedy in this wretched life, to be eased of all by death … to be their own butchers, and execute themselves.



It is possible, with what we now know, to provide both comfort and remedy to stop at least some of the butchery. Most suicides, although by no means all, can be prevented. The breach between what we know and do is lethal.


CHAPTER 2

To Measure the Heart’s Turbulence
—DEFINITIONS AND MAGNITUDES—


What a job is this, to measure
lightning with a footrule, the heart’s
turbulence with a pair of callipers.

—NORMAN MACCAIG



ONE WOULD not expect it to be easy to define or classify suicide, and it is not. Death by one’s own hand is far too much a final gathering of unknown motives, complex psychologies, and uncertain circumstance—and it insinuates itself far too corrosively into the rights and fears and despairs of the living—for the definition of suicide to stay locked within the crisp categories chipped out by scientists or for it to adhere to the abstruse elaborations spun out by linguists and philosophers. Yet however permeable its edges, it remains important, as Henry Romilly Fedden observed in 1938, “to discover the elusive boundaries of suicide.” The Indian widow dying on her husband’s pyre is not, as he put it, “to be linked with the lonely individual strung up in his garret.”

The early Greeks used highly active, decisive language to portray the act of suicide. To kill oneself was “to break up life,” “to grasp or seize death,” “to do violence to oneself,” “to leave the light,” or to commit “self-slaughter.” But the Greeks, in giving words to the act, did not so much define as describe it. Centuries of books and scholarly papers later, the definitions and classification systems for suicide remain diverse, controversial, and subject to ongoing reinvention. Inevitably, a certain intellectual paralysis sets in after reading the hundreds of finely tuned medical, philosophical, and sociological attempts to classify suicide.

All suicide classification and nomenclature systems are, to a greater or lesser extent, flawed; and all, or almost all, have points that are well or uniquely taken. For clarity’s sake and consistency, I have adopted the criteria developed by the Centers for Disease Control and Prevention (an agency of the United States Public Health Service in Atlanta) for the certification of a death as suicide, criteria that are used by scientists and public health officials, as well as by medical examiners and coroners. Suicide is defined, succinctly, as a “death from injury, poisoning, or suffocation where there is evidence (either explicit or implicit) that the injury was self-inflicted and that the decedent intended to kill himself/herself.” The World Health Organization, whose even simpler definition underlies many of the international studies of suicide, defines suicide as “a suicidal act with a fatal outcome,” where a suicidal act is defined as “self-injury with varying degrees of lethal intent.”

Society, medical science, and family members require accuracy in determining whether an unnatural death is an accident, murder, or suicide. Families need to know the truth about suicide, as best as that truth can be known, so that they can come to terms with it and so that they can have available to them medical and genetic information that may be important in making treatment decisions about other close blood relatives. Legal and financial issues may be at stake as well, such as property rights, mental competency determinations in disputed estates, life insurance policies, pensions, workers’ compensation, medical malpractice suits, and product liability claims. Accurate suicide statistics are also essential for public health investigators, whose responsibility it is to track trends and correlates of death and disease. (Earlier estimates suggested that suicide rates, based upon information from coroners and medical examiners, were underreported by as much as 25 to 50 percent; more recent studies indicate that the underreporting is now probably less than 10 percent).

It is not always difficult to determine that suicide has occurred. Many instances are unequivocal: a gun is nearby, distinctive powder marks are found, a note has been written, and a psychiatric history or previous suicide attempt is documented. At other times, however, evidence must be pieced together—from autopsy findings, toxicology studies, psychological investigations, and statements from the deceased’s family members, or witnesses to the death—to establish that death was, in fact, self-inflicted. Intent must also be established.

Most medical examiners and coroners use scientific and public health guidelines that specify that there must be evidence that the decedent intended to kill himself or herself or wished to die. The evidence may be explicit, that is, verbal or nonverbal expression of intent to kill oneself, or it may be implicit or indirect, such as “preparations for death inappropriate to or unexpected in the context of the decedent’s life; an expression of farewell or the desire to die or an acknowledgment of impending death; expression of hopelessness; expression of great emotional or physical pain or distress; effort to procure or learn about means of death or to rehearse fatal behavior; precautions to avoid rescue; evidence that decedent recognized high potential lethality of means of death; previous suicide attempt; previous suicide threat; stressful events or significant losses (actual or threatened); serious depression or mental disorder.”

Medical and psychological criteria can go only so far, of course, and many other factors influence the accuracy of suicide statistics. The reporting officials, for example, may be medical examiners who, in addition to being physicians, also have extensive specialist training in forensic medicine, or they may be coroners or elected officials; the latter, in particular, may be more swayed by a family’s religious concerns, potential stigmatization or blame by the community, and possible financial repercussions to the survivors. Religious background may also influence the decisions reached by coroners and medical examiners. (In Canadian studies, for example, fewer suicide judgments were rendered by Catholic medical examiners than by non-Catholics, suggesting the possibility that religious views and sanctions continue to play a role in determining whether some unnatural deaths are designated as suicides or accidents.)

Cultural attitudes and practices also have an impact. In one investigation, Danish coroners, using the same case material as their English counterparts, assigned a much higher proportion of equivocal deaths to suicide. Perhaps, as the investigators noted, at least some of the differences were due to the fact that the determination of cause of death in Denmark is carried out in a medical rather than a legal context and that suicide, which was a criminal act in England until 1961, has not been a criminal offense in Denmark since 1866. Too, the Danes believe that they attach less stigma than the English to the primary mental illnesses underlying suicide—depression, manic-depression, and schizophrenia—and therefore to suicide as well.

The method of dying is also important. Coroners and medical examiners, for instance, tend to view hanging as an almost certain indicator of suicide; this is also true when death has resulted from carbon monoxide poisoning from the exhaust pipe of an automobile, plastic bag asphyxiations, and fatal wrist cuttings or throat slashings. Drowning deaths are far more debatable, however, as they may result from suicide, accident, or murder. Indeed, most drownings are accidental, but investigations may be problematic, as sociologist Maxwell Atkinson makes clear in this law enforcement version of “Hearts,” where the corpse is played as the queen of spades and shuffled from jurisprudence to jurisprudence:


For just as it is difficult to imagine ways in which people might end up hanged other than as a result of their own actions, it is very easy to envisage persons slipping, falling or even being pushed into the water from which their body is ultimately retrieved. The consequent difficulty in conducting the investigation and arriving at a definite verdict may be one of the reasons for a practice reported to me by a policeman who worked on one bank of a tidal river, which also marked the border between two police forces. According to him, it was not uncommon for policemen finding a body washed up on their side of the river to push it back into the water so that the tide would wash it up on the other side “so that the other force would have to deal with it.” The other force, however, presumably with similar thoughts in mind used to do the same thing, so that a body might float backwards and forwards several times before it was finally taken in and investigated.



Deaths in single-car accidents, or head-on collisions with a large weight disparity between vehicles, also lend themselves to equivocal interpretations about the cause of death, as do some types of pedestrian deaths and deaths resulting from falls from high places. The most important cause of uncertainty in death certification, however, because of the large number of cases involved and the many confounding issues, is self-poisoning or drug overdose. Self-poisoning deaths—unlike cases of strangulation, drowning, gunshot wounds, or falls from heights—may not even look like unnatural deaths; as a result, they may not come to the attention of a coroner or medical examiner. Unless a death is seen as unexpected (for example, in a young person), an overdose death may be mistaken for a natural one.

Intent to die is ambiguous in many drug overdose deaths. Mental states may be clouded by mental illness, especially depression, leading some to take too many pills by accident; others, not fully intending to die, may underestimate the lethal strength of a drug or misgauge its potency in combination with alcohol or other drugs. In these situations, as in other equivocal circumstances surrounding death, a retrospective examination of the life and death of the decedent, a so-called psychological autopsy, can provide critical information about intent and state of mind.

The psychological autopsy is carried out by either an individual or a “Suicide Team” that conducts extensive interviews with family members, friends, physicians, and colleagues of the decedent in order to clarify the intent to die (if any) and the degree to which the death was self-inflicted. This technique was first used, in a more open-ended and less systematic format, by Gregory Zilboorg in an early psychoanalytic study of New York City police officers who had committed suicide. Although developed and most extensively used in the United States, the psychological autopsy is also utilized by researchers in Europe, South America, Australia, and Asia. Eli Robins, a psychiatrist at the Washington University School of Medicine, developed a more standardized interview format in the 1950s and used it to conduct a retrospective, community-based investigation of 134 consecutive cases of suicide in St. Louis. The study, now a classic in psychiatry, remains one of the clearest demonstrations of the almost ubiquitous presence of mental illness in those who commit suicide.

The psychological autopsy as a method of clinical and scientific investigation was most vigorously pursued and developed in the late 1950s and early 1960s by Norman Farberow, Robert Litman, and Edwin Shneidman of the Los Angeles Suicide Prevention Center, who worked in collaboration with Theodore Curphey, then chief medical examiner for Los Angeles County. Their “death investigation,” or psychological autopsy, set as its goal the re-creation of the mental state of the victim during the time leading up to his or her death. Members of the Suicide Team interview friends, family members, and doctors of the victim, covering a comprehensive range of topics: the cause or method of death; the victim’s medical and psychiatric history; family background; the personality and lifestyle of the victim, as well as his or her typical patterns of reaction to stress, emotional upheavals, and “periods of disequilibrium”; upsets, pressures, tensions, or anticipation of trouble during the days, weeks, and months preceding death; the role of alcohol or drugs in the lifestyle and death of the victim; the nature of the victim’s personal relationships; fantasies, dreams, thoughts, or premonitions relating to death or suicide that the victim may have expressed; changes in personal or work habits and eating or sexual behavior; information about upswings, successes, or plans; an assessment of intention; a rating of the severity of suicidal thinking and behavior; and reactions of those interviewed to the victim’s death.

From this information and a detailed analysis of the death itself, the Suicide Team puts together a description of the victim’s last days and then presents its findings to the coroner or medical examiner. Often, in seemingly equivocal cases, the recommendation is a persuasive one for a verdict of suicide; in other instances, however, the evidence leads to a decision for accident. The following case, illustrative of the kinds of questions asked and the investigative work involved, is from the files of the Los Angeles Suicide Prevention Center. When first presented to the Suicide Team, the death appeared to be a suicide; after completion of the psychological autopsy, however, the team recommended that it be certified as an accident:


In practically any coroner’s office, a death that results from playing Russian roulette would automatically be certified as suicide. Indeed, there is now legal precedent for such certifications. Because of a special interest on the part of the Suicide Team in this type of death, this case was turned over to them by the coroner for investigation, with, as it turned out, extremely surprising results. On the basis of interviews it was ascertained that the victim, a 28-year-old male, was an Army veteran who had a collection of revolvers, which he kept in perfect operating condition. It was determined from his best friend that the victim’s favorite activity at parties was to play Russian roulette (following the usual rules of the game by having one chamber of the cylinder loaded) and that he had done this literally dozens of times in the preceding few years. At this point, the Suicide Team wondered about the psychology of a man who would behave in such a fashion: was he psychotic or was he intent on killing himself? Interviews with the widow clarified the situation: the victim had told her that there was no possibility of his hurting himself, as he always glanced at the gun to ascertain that the bullet was in a nonlethal position before he pulled the trigger. If the bullet was one notch to the left of the barrel, he would spin the cylinder again. There had been no suicidal ideation and no evidence of depression, psychosis, or morbid content of thought. What had happened? The Suicide Team knew that the death had occurred in someone else’s home. Interviews developed the information that he shot himself with a revolver that was not his own but belonged to his host of the evening. What seemed most important was the fact that, whereas his collection consisted entirely of Smith and Wesson revolvers, he had killed himself with a Colt revolver. The actions of the two guns are different; that is, the cylinder of the Smith and Wesson revolves clockwise. It was believed that the victim, checking and seeing the bullet one space to the right of the barrel, thought that he could not possibly kill himself, whereas in reality pulling the trigger put the bullet in the lethal position and he died immediately.

In the absence of any indication of suicidal affect or any indications of suicidal ideation, and with the additional information about the two types of revolvers, the Suicide Team recommended that this death be considered as accidental. One member of the Suicide Team labeled this case as one of Soviet Roulette, that is, Russian roulette in which one cheats.



The psychological autopsy, in modified and different standardized forms, has been widely used in suicide research, as well as in coroners’ and medical examiners’ offices. It has proven especially useful in understanding the extent of the link between psychopathology and suicide.

SUICIDE IS the anchor point on a continuum of suicidal thoughts and behaviors. This continuum is one that ranges from risk-taking behaviors at one end, extends through different degrees and types of suicidal thinking, and ends with suicide attempts and suicide. Suicide attempts include not only those acts where there is a clear or likely intent to die but those where there is no intent to die (for instance, acts where the individual wishes to use the appearance of intending to kill himself or herself in order to obtain some other end).

Risk-taking behaviors, while important, almost always involve considerable speculation about underlying intent. They may involve either immediate risk, such as skydiving, or more remote risk, such as smoking or reckless driving. These indirect, or “subintentional,” deaths—defined by Shneidman as those “in which the decedent has played a covert, partial, latent, unconscious role in hastening his own death”—have come to include, depending on the clinician or researcher, everything from chronic alcohol or drug abuse or involvement in high-risk sports, to a variety of other activities, such as having unprotected sex with partners at high risk for AIDS, handling poisonous snakes, and provoking rage in those known to be physically violent (so-called victim-precipitated homicide).

Suicidal ideation, which is to say thinking about suicide, is also a problematic concept but one that is more amenable to inquiry and measurement. Thoughts about suicide are relatively common in every age group that has been studied, but the number of people acknowledging such thoughts varies, of course, depending on the nature of the questions asked. The time frame strongly affects the total number of individuals who acknowledge suicidal thoughts or plans: some studies, for example, inquire only about suicidal thoughts during the past week; others ask whether such thoughts occurred during the preceding year; and yet others whether or not the individual has ever, during the course of a lifetime, had suicidal thoughts. Interviewers also ask about the frequency of suicidal thoughts—were the thoughts rare, occasional, frequent, daily, several times a day?—as well as about the severity of intent.

Twenty-five years ago, in an early community-based study of suicidal thinking and behaviors, University of Cambridge psychiatrist Gene Paykel and his colleagues interviewed more than 700 people in New Haven, Connecticut. The results gave a public face to what had been very private thoughts. More than 10 percent of those interviewed said that, at some point in their lives, they had felt that “life was not worth living,” and a comparable number said that they had, at one time or another, “wished they were dead.” One person in twenty had thought about actually taking his or her own life, and most of those who had thought about suicide had thought about it seriously. One person in a hundred said he or she had attempted suicide.

Approximately twenty years ago, the National Institute of Mental Health began the largest study ever undertaken of the nature and extent of psychiatric disorders in the U.S. population. It involved extensive interviews of a total of 20,000 people living in the five American catchment areas of Baltimore, Maryland; Piedmont County, North Carolina; Los Angeles, California; New Haven, Connecticut; and St. Louis, Missouri. The study included four questions about suicide, similar to those asked by Paykel and his colleagues, but was more specific in that it required a minimal duration for suicidal thoughts of two weeks. Of the 18,500 individuals who responded to the questions about suicide, 11 percent said they had at some point during their lives felt so low they had thought of committing suicide; 3 percent of the total said they had made one or more suicide attempts. Other investigations conducted in general communities have found that, consistent with these two studies, between 5 and 15 percent of the general adult population acknowledge having had suicidal thoughts at some point in their lives.

College students, asked the same or similar questions, generally report as high or higher rates. The most comprehensive study of university and college students, the 1995 National College Health Risk Behavior Survey (the Centers for Disease Control and Prevention study discussed earlier), questioned 4,600 undergraduate college students across the United States. Ten percent of the students said they had seriously considered attempting suicide during the twelve months preceding the survey, and 7 percent had actually drawn up a suicide plan. Other research, conducted in Europe and Africa as well as in the United States, has shown that mild to severe thoughts of suicide are common, occurring in 20 to 65 percent of college students.

High school students also report disconcertingly high rates of suicidal thinking. The 1997 Youth Risk Behavior Surveillance Survey, cited in the last chapter, canvassed more than 16,000 ninth- through twelfth-grade students (fifteen- to eighteen-year-olds) across the United States. Fully 20 percent, or one in five, said that they had “seriously considered” attempting suicide in the preceding twelve months; 16 percent said they had drawn up a plan. Girls were much more likely to have considered or planned a suicide attempt, and Hispanic students were more likely than either whites or African Americans to acknowledge having thought about suicide. Two other studies of American high school students confirmed that thinking about suicide is far from a rare concern: more than 50 percent of New York high school students reported that they had “thought about killing themselves,” and 20 percent of Oregon high school students described a history of suicidal thinking of varying degrees of severity.

Studies in Europe and other parts of North America report similar findings. One in twenty French boys fifteen to eighteen years old, and one in ten French girls of similar age, stated that they had thought about suicide “fairly often, or very often” during the preceding year. In Canada, one in ten high school students reported having thought about suicide at least once during the preceding week. Another Canadian study, carried out in a slightly younger age group (twelve- to sixteen-year-olds), found that thoughts of suicide almost doubled in girls from the time they were twelve or thirteen to the time they were between the ages of fourteen and sixteen (the rates went from 7.5 to 14.5 percent). The boys showed exactly the opposite pattern, dropping from 6.7 to 3.3 percent in the same age groups. These differences between the sexes almost certainly reflect, at least to some extent, the higher rate of depression in girls and women, which is discussed later in greater detail.

These statistics are disturbing, but it is of further concern that there is a wide discrepancy between what children report and what their parents actually notice. In one investigation of suicidal behavior in girls, for example, more than 15 percent of the children reported having had suicidal thoughts or behavior. Very few of their parents were aware that of their children’s experiences. This same unawareness of their children’s suicidal thoughts and actions has been found for the parents of boys as well. Parents also seriously underestimate the extent of depression in their adolescent children.

It is understandably difficult for parents to believe that young children are in such pain as to wish to die, yet many children are. Cynthia Pfeffer, a child psychiatrist at Cornell University, finds that more than 10 percent of a sample of “normal” schoolchildren, that is, children with no history of psychiatric symptoms or illness, report suicidal impulses. One of the children in her study, a ten-year-old girl, described her thinking explicitly and painfully: “I often think of killing myself. It started when I was almost hit by a car. Now, I want to kill myself. I think of stabbing myself with a knife. When Mom yells at me, I think she does not love me. I worry a lot about my family. Mom is always depressed and sometimes she says she will die soon. My brother becomes very angry, often for no reason. He tried to kill himself last year and had to go to the hospital. Mom was in the hospital once also. I worry a lot about my family. I worry that if something happens to them, no one will take care of me. I feel sad about this.”

Another child, a ten-year-old boy, also described his thoughts both specifically and graphically: “I want to hurt myself when I get upset and angry. I bang my head against the wall or punch the wall with my fist. I wish I were dead. I often think about how to kill myself. I think I will go to France to have myself guillotined. It would be quick and painless. Guns are too painful, so is stabbing myself. Once, I put my head into a sink of water and I got scared. My grandmother found me. I told her I was washing my face. Mom was shocked when she heard about this. She began to cry. She worries a lot and always seems sad.”

Most instances of suicidal thought, although often frightening and of concern, lead to neither a suicide attempt nor suicide, but some do.

The line between suicidal thoughts and action is not as clear as it might seem. A potentially deadly impulse may be interrupted before it is ever acted upon, or an attempt with mild intent and danger of death may be carried out in full expectation of discovery and survival. Often, people want both to live and to die; ambivalence saturates the suicidal act. Some wish to escape, but only for a while. A few use suicide threats or attempts to make others “pay” for a slight or rejection, yet others to provoke change in the decisions and behaviors of people they know.

Many who attempt suicide later deny or minimize it once the acute crisis or pain is in the past. Novelist Evelyn Waugh, for instance, suffered two professional setbacks, scarcely insurmountable critical reviews of his work, when he was in his early twenties. Desperately unhappy, he decided to end it all. Years later, in recounting his suicide attempt, Waugh questioned how much of what he had done was “real” and how much just “play-acting”:


One night … I went down alone to the beach with my thoughts full of death. I took off my clothes and began swimming out to sea. Did I really intend to drown myself? That certainly was in my mind and I left a note with my clothes, the quotation from Euripides about the sea which washes away all human ills. I went to the trouble of verifying it, accents and all, from the school text.… At my present age I cannot tell you how much real despair and act of will, how much play-acting, prompted the excursion.

It was a beautiful night of a gibbous moon. I swam slowly out but, long before I reached the point of no return, the Shropshire Lad was disturbed by a smart on the shoulder. I had run into a jelly-fish. A few more strokes, a second more painful sting. The placid waters were full of the creatures.

An omen? A sharp recall to good sense … ?

I turned about, swam back through the track of the moon to the sands.… As earnest of my intent I had brought no towel. With some difficulty I dressed and tore into small pieces my pretentious classical tag, leaving them to the sea, moved on that bleak shore by tides stronger than any known to Euripides, to perform its lustral office. Then I climbed the sharp hill that led to all the years ahead.



Waugh was not alone in having had his uncertainties about intent and action. There is, in fact, no consistent definition of what is meant by a “suicide attempt”; nor are there universally agreed-upon criteria
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