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A Date With Death:
Management of Time-Based and Contingent Suicidal Intent

Thomas G. Gutheil, M.D, and Diane Schetky, M.D.

Objective: The patient who voices suicidal intent in terms of the future or in terms of cer-
tain life contingencies presents special difficulties for the therapist. The authors outline the
challenges posed by this problem for assessment, clinical management, and risk manage-
ment. Method: The authors examined and analyzed case examples from both clinical and
risk-management aspects. Results: Problematic cases can be grouped into categories
that offer insight as to management. The authors discuss this area and offer suggestions
for appropriate clinical responses to this challenge. Conclusions: The authors recom-
mend that therapists 1) treat the expressed “date with death” as a communication to be ex-
plored, 2) explore the problem of helplessness while monitoring their own countertransfer-
ence responses, 3) assess the patient’s competence to inform clinicians about suicidal
state, and 4) readily use involuntary commitment.

(Am J Psychiatry 1998; 155:1502-1507)

The suicidal person often makes conditions for life: if
you don’t save me, 'll die; if I can’t make you happy, I'll
end my life. Such attitudes are central to the patient’s in-
volvement with suicide; if their emergence does not
arouse excessive anxiety on the part of the therapist, he
is in a position to explore them to therapeutic advan-
tage.
——Hendin (1)

The assessment of suicidal risk is one of the most
common and basic procedures in psychiatry, and many
discussions of clinical approaches to this determination
have been offered (2-7). Although persons at risk for sui-
cide always raise some anxiety in mental health profes-
sionals, the appropriate responses by the treaters to this
condition are fairly straightforward: assessment of the
imminence and seriousness of the risk, evaluation of
available resources, and a clinical disposition that ad-
dresses both of these realms. Growing clinical experience
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may alleviate anxiety in this area. Indeed, experience can
even guide the therapist through the tricky terrain of sui-
cidal intent as blackmail or coercion: “Admit me to this
hospital or I will kill myself” (8).

One class of patients within the larger population of
persons at suicidal risk, however, poses special chal-
lenges for the clinician and produces anxiety, not only
in the novice but even in the experienced professional.
These individuals do not present with immediate or
imminent risk through suicidal intent or with an obvi-
ous “blackmail” goal (“Do this or else”); rather, they
link their suicidal intent to a future point—sometimes
even a distant future point—or to a particular life situ-
ation on a contingent basis. The following examples il-
lustrate more clearly how the core of such a time-based
or contingent dynamic might be posed:

“If I don’t feel better by my 30th birthday, I will kill
myself.”

“If my mood is not improved by the third year of
therapy, I’ll kill myself.”

“If I am not married by 2 years from today, Il kill
myself.”

“If my wife leaves me, I’ll kill myself.”

For therapists, patients who take such positions pre-
sent significant therapeutic resistances, provoke strong
countertransference feelings of helplessness and anger,
and invite both under- and overreaction. Moreover, the
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professional literature provides little guidance on how
to deal with the dilemmas posed by such patients.

LITERATURE REVIEW

Acute suicidality is a familiar entity in office and
hospital practice (9-12). Although examples are less
common, the literature has also addressed patients
with chronic suicidality—primarily those patients with
personality disorders or fixed delusions who are
“never not suicidal” (13-16). One of us suggested (17)
that acute suicidality is a problem in the psychology of
despair, while chronic suicidality is a problem in the
psychology of responsibility—that is, despair and re-
sponsibility represent the critical issues in the respec-
tive cases. This formulation permits conceptualizing
approaches to such patients.

The patients who were our focus were neither acute
nor chronic. Their self-destructive intent was not im-
minent; indeed, according to the patients, it could be
years away. Nor was the problem actually chronic. The
patients were not always, or even often, suicidal; their
lethality was contingent on a time or set of circum-
stances in the future. Such patients may feel no suicidal
intention in the present at all, in part, of course, be-
cause the wish has been encapsulated into a particular
context set in the future. This suggests that one of the
elements of contingent suicidality is its effect as a de-
fense against actual immediate suicide.

Farber (2) expands on this last point as follows:

There is a certain kind of person for whom the idea of
suicide is a secret and cherished solution to any diffi-
culty life may throw across his path. Suicide is the ace up
his sleeve (revealed to no one), the secret possession of
which shapes his response to any and every problem.
Such a man confronts his life whispering to himself, “If
I can’t find a better job, 'l kill myself.” If my son won’t
confide in me, if my daughter flunks her final exams, if
my wife forgets my birthday just one more time—T’ll kill
myself...because concealment is so vital to his “advan-
tage,” as he conceives it, and therefore his deviousness
and dishonesty so virtually impossible to penetrate, he
is, I believe, the most difficult of all potential suicides to
treat—or help in any way. (p. 126)

This special situation is both contingent and chronic.
Here, suicide may represent the ultimate control for
the patient when all else has failed.

Cavenar et al. (18) discuss reactions to anniversaries,
which are often the occasions chosen for time-based
suicidal intent. According to their definition, anniver-
sary reactions are time-specific psychological and, at
times, physiological reactions that occur or recur at
specific anniversaries in response to a trauma that the
individual has experienced in the past and has not ef-
fectively mastered. Certain patients with obsessional
styles appear to accumulate anniversaries, such that al-
most any day of the year is regarded as the anniversary

Am J Psychiatry 155:11, November 1998

THOMAS G. GUTHEIL AND DIANE SCHETKY

of some meaningful event and is thus a point of theo-
retically increased suicidal risk.

The number and variability of all the foregoing fac-
tors combined make the use of involuntary commit-
ment—a common intervention in suicidal cases—
highly problematic and ethically complex.

THE PRESENT STUDY

We intend here to present some real but disguised
and condensed examples of this problem in clinical
practice, to analyze their dynamics, and to suggest
both clinical and risk-management approaches.

Case 1. Ms. A. is a middle-aged woman with treatment-re-
fractory depressive disorder, possible bipolar II disorder, bor-
derline personality disorder, and a history of posttraumatic
stress disorder (PTSD) and bulimia. This combination of fac-
tors led to severe intractable depressions. She recently told
her therapist that if her condition did not improve after a
year of treatment, her agreement not to kill herself would be
canceled and she would commit suicide. She constantly
wanted to kill herself and practiced the mechanics of hanging
herself for the “great day.”

Ms. A’s therapist countered by saying that he did not agree
to her plan and that there was always the likelihood that a
cingulotomy might help. His intervention was now a point of
discussion and conflict in the therapy.

Comment. For Ms. A, as with other patients known
to clinicians, death took on the qualities of an object
relationship that, paradoxically, permits continued liv-
ing and provides a sustaining and supportive function.
Patients themselves clearly describe how death be-
comes intrapsychically personified as a kind and help-
ful healer who “promises” to take away the pain and
suffering and to grant blessed relief. The therapist re-
moves or challenges the relationship with such an
agent at his or her own peril, since it may be the only
relationship in which the patient has any faith. Any in-
terventions made should respect the value of this tie,
and the therapist should avoid placing the patient in a
position of having to give it up precipitously (e.g., by
asserting, “I will put you in the hospital so that you
cannot kill yourself”). The therapist should carefully
record the rationale for not vigorously opposing this
relationship, since opposition might seem to be called
for by the standard of care. In addition, the therapist
should concretely state that he or she supports the part
of the patient that wants to stay alive, even though the
patient may feel tempted by death.

Case 2. Ms. B was initially seen while in her thirties for se-
rious and recurrent problems with depression, anxiety, anor-
exia nervosa and bulimia, alcohol and drug abuse, and bor-
derline personality disorder. She had a history of two suicide
attempts, both nearly lethal. In addition, Ms. B had an older
sister who had committed suicide some years before, and the
patient always became suicidal on or near the anniversary of
her sister’s death. Since Ms. B’s sister had died during the
summer, the anniversary would often coincide with her ther-
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apist’s vacations. As time went on, Ms. B suffered more
losses and became suicidal at more frequent anniversary in-
tervals during the year: Christmas, her sister’s birthday, the
anniversary of her sister’s death, her mother’s death, and so
forth, so that her suicidality was both chronic and contin-
gent. After 10 years of treatment, Ms. B would become sui-
cidal, with intent and plan, from four to six times a year, with
frequent hospitalizations. At a certain point, Ms. B again had
plans to kill herself; this time she did not plan to live to the
end of the year. Before the date on which she threatened to
carry out her plan, Ms. B accepted hospitalization in accord
with a long-standing contract with her therapist; shortly
thereafter, the therapist terminated her therapy for personal
reasons. One year after termination, Ms. B communicated to
her therapist that she had made some significant changes in
her life: she was separated from her husband of 20 years and
was no longer in treatment of any kind.

Comment. In this case, Ms. B accepted voluntary
hospitalization in anticipation of a “date with death,”
in part because of a contract with her therapist and
widespread ambivalence about suicide. In addition, the
therapist terminated her therapy at that time. The out-
come of this case raises the question as to whether Ms.
B’s therapy with that particular therapist was some-
how overstimulating her, since after termination she
appeared to improve.

Case 3. Mr. C., a prison inmate, told a prison mental heath
service psychologist that he would commit suicide if he was
committed to a treatment center for sexually dangerous per-
sons; hence, this was a contingent suicide plan. Mr. C was, in
fact, serving time for a rape conviction but would have soon
become eligible for parole. On the other hand, he could be
incarcerated for life if committed to the treatment center. Un-
fortunately, Mr. C did not wait until after his commitment
hearing; he killed himself before it was even clear whether or
not he would be committed to the treatment center. (Some
time previously, Mr. C’s brother had also committed suicide
for a different reason.)

Comment. Mr. C’s case presents a valuable teaching
point: clinicians themselves should not be too concrete
or literal about the specific deadlines and contingencies
proffered by the patient as though they were guaran-
tees of continued life until those set points. The under-
lying depression may overwhelm the patient on occa-
sions other than the patient’s verbalized dates or times.

Case 4. Mr. D, a young single man, “had shot himself in
the heart—the bullet indeed grazed his heart, pierced his
lung, and came to rest close to his spine. He came into treat-
ment telling [the therapist] that he would give [him] six
months to make him less lonely, isolated, and depressed be-
fore killing himself. This kind of ultimatum, whether given to
a therapist, a lover, or to oneself is designed not merely to
bring about the end but to kill whatever relationship may
emerge before death. This young man was treatable only
when [therapist and patient] focused on the way in which he
tried to make [the] relationship one in which he would be
dead and therefore challenge or resist any efforts to bring
him back to life. Life is not, as it seems, or as the individual
often says, unbearable with depression, but may sometimes
be inconceivable without it” (cited from Hendin [1], p. 472).
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Comment. This case further supports the value of re-
fraining from premature or unilateral attempts to take
away the patient’s relationship with death.

Case 5. Ms. E was a middle-aged divorced woman with
PTSD, dysthymia, cognitive impairment related to PTSD,
and dissociative disorder not otherwise specified. Ms. E’s
early history was replete with repeated physical and sexual
abuse. She was socially isolated and had made several suicide
attempts.

Bad hospital experience led Ms. E’s psychiatrist to agree
that he would not hospitalize her against her will on the con-
dition that she speak honestly with him about her suicidal
ideation. There were no further suicide attempts, but Ms. E
disclosed her long-range plan to kill herself after her young-
est child graduated from high school.

Ms. E viewed suicide as a “joyous release from life.” She
did not see it as misdirected anger and had given much
thought to her decision to end her life. She stated that her
children were the only thing that kept her going and felt that
she had now done her job of rearing them. Her daughter’s re-
cent serious illness had thwarted her long-term plan. Ms. E
made a pact with God that if her daughter lived, she would
not kill herself. Her daughter survived, but Ms. E then
changed her mind; once again, the clock was ticking. A con-
sultant gave the opinion that preservation of the doctor-pa-
tient relationship rather than hospitalization was the most
important protective factor against Ms. E’s suicidal impulses
and recommended a low-dose antipsychotic to mute her self-
destructive voices. Ms. E agreed to the treatment, deferred
her plans to end her life, tolerated the medication, and con-
tinued to work in therapy.

Comment. Ms. E’s case demonstrates how a suicidal
plan can persist despite some clinical improvement and
increased insight. Since her suicide plan was child cen-
tered, it also appeared changeable in response to a
child’s condition. This fact did not seem to decrease the
seriousness of her plan, however.

In the Netherlands, where assisted suicide is an ac-
cepted medical intervention, examples appear of what
must be styled “iatrogenic contingent suicide.” For
practitioners, such cases pose different problems from
those posed by patient-set contingencies, as the follow-
ing examples show.

Case 6. Ms. F, a social worker in Holland, attempted sui-
cide after her son had committed suicide. She visited several
mental health professionals, all of whom told her to see a
psychiatrist. According to Dutch traditions, she sought as-
sisted suicide from a psychiatrist, who “made a commitment
to help her with her suicide if she would truly explore her life
in their sessions and still felt she wanted to die. . . . There was
no trace of the psychotic in her” (19, p. 62). After 30 sessions
over a 1-month period, which sometimes included her close
relatives, Ms. F decided to proceed with assisted suicide and
followed through with her decision (19).

Case 7. Hendin (19) describes an interview with Rene Diek-
stra, professor of psychology at the University of Leyden:

Diekstra told me of several patients that he had been
able to involve in psychotherapy on the promise that if
treatment did not work he would assist in their suicide.
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... I pointed out that many patients come into therapy
with sometimes conscious but more often unconscious
fantasies that cast the therapist in the role of their execu-
tioner. A commitment on the therapist’s part to become
executioner if treatment fails plays into and reinforces
these fantasies. It may also play into the therapist’s illu-
sion that if he cannot cure the patient, no one else can ei-
ther (pp. 56-57).

Comment. The foregoing discussion displays the
problems with the therapist’s application of contingen-
cies to a patient’s suicide. Clearly, it may be valuable to
the patient for the therapist to establish a moratorium
on the suicidal act and to separate depressive colora-
tions from the decision making (20). Thus, one might
say to a suicidal patient, “I know I can’t stop you from
killing yourself, but it would be a pity if you made such
an important decision while depression was clouding
your judgment. Let’s get you out of the depression and
then, if you still want to kill yourself, I can’t stand in
your way” (J. Ewalt, personal communication, 1968).
Such a negotiated moratorium asserts the truth—that
determined persons cannot be stopped. It then goes
on not only to postpone the irreversible but also to
suggest indirectly a way out of the depression—a fu-
ture-oriented perspective usually clouded by that very
depression.

In contrast, however, clinicians forged alliances with
the two Dutch patients described earlier around the
promised surcease of dying, indeed, with the psychia-
trist’s help, if treatment failed. In the Dutch cases, the
authors address neither the possibility of subtle in-
competence (21) in the patients nor the possibility of
treatment with electroconvulsive therapy in resistant
depressions. We could advance a strong clinical coun-
terargument that psychiatrists should never support
suicide, but should acknowledge the human impossi-
bility of preventing it.

DISCUSSION

Ethical Dilemmas

These cases raise ethical dilemmas for the treating
psychiatrist. When, if ever, is a chronic psychiatric ill-
ness analogous to an incurable physical illness? Cer-
tainly, psychic pain can be as debilitating as physical
pain, and some patients may not respond to treatment.
Hendin (22) refers to one type of suicidal patient as the
patient who sees himself or herself as already dead. Of-
ten such a patient presents with very little affect with
which the therapist can work. Another type of patients
who are often unresponsive to treatment are those pa-
tients with certain personality disorders. Studies of
psychological autopsies (postmortem reviews of the
apparent psychology of the suicidal patient) suggest
that up to one-third of suicide victims had personality
disorders (23). Suicidal patients with personality disor-
ders, anxiety disorders, or substance abuse disorders
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are less likely to experience hopelessness than to expe-
rience cognitive distortion (24).

Another ethical concern is to what extent psychia-
trists should intervene when a patient’s date with death
approaches. Should we respect a rational patient’s
right to autonomy and self-determination? How do we
reconcile such respect with our duty to protect, to pre-
vent impulsive and irreversible steps (suicide) in re-
sponse to an often reversible condition (depression)?
While we would not take the position of colluding in
suicide, as in the example of the Dutch psychiatrist, we
recognize that patients who are really intent on suicide
will find a way. Absent an immediate crisis that is
pushing the patient over the edge, brief hospitalization
may not have any deterrent value, as these patients can
always reschedule their dates with death.

Studies of therapists’ attitudes towards elective sui-
cide show that a surprising number of them support
the notion of rational suicide and believe that people
have a right to choose both the quality and duration of
life (25, 26). Psychologists in one study, however, were
more likely to take action to prevent suicide in the case
of a man with psychological pain than in the case of
one with physical pain from terminal cancer. Werth
and Cobia (25) suggest that when therapists face cases
of “rational suicide,” their duty may be more to assess
the rationality of the client than to protect him or her.
Here, a latent question of competence to make choices
appears to be at issue.

Several authors have discussed just what should go
into such an assessment. Motto (27) proposed that the
intended act must be based on a realistic assessment of
one’s life situation and that ambivalence about suicide
must be minimal.

Recommendations

Each of the case vignettes noted earlier is followed
by specific risk-management suggestions for the issues
raised therein. It may yet be helpful to offer some gen-
eral suggestions about these clinical dilemmas.

First, the patients described in this study were not
only planning suicide but were telling the clinicians
about it. A patient intent on death might well not dis-
close this plan; about 60% of the population who
commit suicide do so without telling any professional
(28). Thus, we may first approach the patient’s date
with death as communication: “What are you trying to
tell me about your condition by setting this deadline?”
Exploration may yield useful clinical data about signif-
icant others, lost sources of former pleasure, and simi-
lar information; sharing these issues with the therapist
may renew the patient’s attachment to life.

From one viewpoint, a date with death is also an at-
tempt to blackmail fate, the world, or other people.
Just as patients who manipulate others feel unentitled
to ask directly, patients who attempt through black-
mail to gain power to control the environment may
feel helpless to control anything. Thus, a date with
death offers such a patient a feeling of mastery over

1505



MANAGEMENT OF SUICIDAL INTENT

helplessness. Opening the topic of felt helplessness may
enable the therapist to establish empathic contact with
a patient whose date with death appears to hold the
clinician at a distance, helpless in his or her own right;
shared helplessness may provide a pathway to em-
pathic connection. Since suicide may be the patient’s
way of communicating unbearable psychic pain, the
clinician must acknowledge the pain, letting the pa-
tient know that it can be borne by the dyad.

The problem of helplessness constitutes a powerful
argument for avoiding ineffectual power struggles with
patients about their suicide plans. Indeed, power strug-
gles over suicide may represent a resistance to thera-
peutic engagement on the issues underlying suicidal
feelings, closing off discussion, as in case 5. While in-
voluntary hospitalization of patients for their protec-
tion may certainly be necessary at some point, careful
pacing of the therapy and the teaching of cognitive and
behavioral skills may allow patients to discuss and
then to deal effectively with unbearable affects while
remaining an outpatient.

Countertransference factors including projection
may lead to the clinician’s feeling blackmailed even
when this is not the patient’s intent; the patient in a sui-
cidal state is often too caught up in the affect to con-
sider the impact on others.

The assessment of competence is a central consider-
ation in dealing with patients, not only at the very end,
when “competence to commit suicide” may be at issue,
but also at earlier stages, when patients’ competence to
choose to inform or not to inform their clinicians
about their status may critically determine joint deci-
sion making. Almost every jurisdiction permits compe-
tent patients to refuse life-saving interventions by other
medical specialties; presumably, a competent patient
could refuse life-saving psychiatric intervention as well
(29). While not established, this principle has been suc-
cessfully utilized in the defense of suicide malpractice
cases in at least six states. The decisive question is
whether the patient suffers from the subtle incompe-
tence created by masked depression (21) or an equally
subtle psychosis. Careful assessment can answer this
question; equally careful documentation can preserve
the answer.

Because the patient is presenting with intent and a
plan, though a future-oriented one, clinicians may be
able to draw some comfort from the fact that their at-
tempts at involuntary commitment at or near the criti-
cal date can almost always be justified, even in ambig-
uous situations, although obviously the endpoint
would be extremely unclear. This freedom, paradoxi-
cally, may permit the clinician not to commit the pa-
tient unnecessarily. In some jurisdictions, commitment
in these cases would be far more difficult, especially in
locales where a previous overt act of suicidal intent is
required for commitment. Since it would represent the
less conservative action, the decision not to commit
should be carefully reasoned in the record. Clinicians
should seek active, ongoing consultation or supervi-
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sion to avoid the pitfall of their own anger at being
blackmailed—a common and understandable reaction,
but one that may threaten clinical judgment. Consul-
tation here (and at earlier points) is valuable in such
situations and also prudent in the event that the pa-
tient commits suicide, and a suit is brought against the
clinician.

CONCLUSIONS

Accepting the patient’s pain and sense of hopeless-
ness is not the same as acceding to his or her wish to
commit suicide; the psychiatrist must always hold out
hope. At the same time, it may be therapeutic and real-
istic to let patients know that one can not ultimately
prevent their suicides. We believe that a psychiatrist
should never condone a patient’s decision to commit
suicide; however, there may be cases where the psychi-
atrist can justify not intervening and accepting the pa-
tient’s stated wish.

Under the Damoclean sword of the patient’s date
with death, the therapist may wish to follow the above
recommendations in the service of maintaining the
holding environment despite the pressures brought to
bear. While not all suicides can be prevented, the above
approaches may at least permit the clinician to remain
in the therapeutic relationship at all times while at-
tending to risk-management considerations.
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