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Patient Information
Patient Name: Jan

Age: 59

Race: Caucasian with Native American background

Psych Diagnosis: “Major Depression, Recurrent”

Admit Date: 4/9/08

Date of interview: 4/10/08

Environment: Unit A inpatient at MGH

Legal Status: 5150 for danger to self

Axes from 4/10/08

Axis I: Major depression, recurrent, moderate-severe with suicide attempt

Axis II: No Diagnosis [most of the RN’s believe she is borderline]

Axis III: Chronic Pain Syndrome arising from rheumatoid arthritis, exacerbating depression.

Axis IV: Homeless

Axis V: GAF of 49 [49 means ‘serious symptoms:’ suicidal ideation, obsessive rituals, etc (DSM-IV]

Axes from Hospitalization on 10/12/07, after first suicide overdose attempt:

Axis I: Depression disorder, mild

Axis II: rule out borderline personality disorder and rule out obsessive compulsive disorder

Axis III: alleged seizure disorder

Axis IV: 

· GAF 31. ‘31’ means “some impairment in communication or reality testing. Or major impairment in several areas such as work, family, school, judgment, thinking or mood.” (DSM-IV) 

· Yearly GAF of 45. ‘45’ means ‘serious symptoms:’ suicidal ideation, obsessive rituals, etc. (DSM-IV)

Axis V: Impending eviction notice. Death of father 2-3 months ago, father was a man she had little contact with.

Social History: 

Jan is currently homeless and moves around between low-cost motels and the street. Because of her housing status, she brought all of her belongings to the hospital with her. She is on disability and has 15 hours of weekly IHSS assistance. In October she faced eviction: this was the point of her first overdose attempt. Reason for that eviction is unknown. Since that time she has been living from motel to motel, and then back to the street.

Jan says that she has a degree in psych and that she worked in a psych facility in Florida, which was a rewarding time for her. Based on this experience she seems to have a keen eye for how patients are interacting in milieu. Jan is also a musician and writes her own music for guitar. Over the course of her stay she began socializing more in with other patients, playing guitar for them, starting sing-alongs, and attending groups more frequently. Other staff charted her supportive behavior with peers. Jan had a somewhat aggrandized view of herself in this role as ‘social coordinator,’ and shared anxiety about leaving the unit and how to ‘say goodbye’ to the other patients in a good way.

Jan insists that her suicide attempts are driven exclusively by her chronic pain. Other nurses suggested that her suicide attempts have more to do with her home situation than physical pain, saying that ‘she wakes up with pain every day, there is really something else that has her choose suicide all of a sudden.’ Her first OD attempt certainly coincides with her eviction, but Jan insists that her pain levels and functioning only get progressively worse, and that it’s the persistent downhill trend in her health that causes her to suicide. She also says that if she can be pain free and healthy she would want to live, but denies that any medical interventions are realistic. I believe that her suicidality is due to both the nurses’ and Jan’s opinions: being without a home place and some stable resources would make medical interventions seem unattainable.

During her hospitalization, Jan’s social worker has been efforting to get her housing. Jan is resistant to the idea of living in a group home, and is hoping to get a loan from her brother in Okalahoma so that she can find another place of her own.

Family History:

There is little information about Jan’s family and childhood. She has 4 younger siblings: one brother and 3 sisters. Being the eldest, she took care of her younger siblings, and says that ‘she was changing diapers and bouncing babies’ from an early age. Her mother apparently could not care for the family at all times, but Jan did not go into detail about this with me. Conversations with her doctor reveal that she was partially raised by her grandparents. No other information on her mother’s mental health status or lifestyle is known.

Jan states that she is incapable of becoming pregnant, and says that she has no children and has never been married. Some months before her first suicide attempt her father died. Jan did not have much contact with him. Jan’s mother had Native American background, and Jan displayed some link to these traditions: such as keeping her hair very long and teaching the patients a peyote ceremonial song.

Medical History:

In Jan’s mind, her medical history is the determining factor in her life. Jan does not believe herself to be mentally ill, rather she feels that her suicide attempts are realistic and rational in the setting of her deteriorating health and her increasing chronic pain. Jan has Rheumatoid Arthritis leading to Chronic Pain Disease, and has coped with it for 30 years. In Jan’s experience, her pain symptoms get worse and worse and will continue to do so. She also has degenerative bone disease and fusion in her cervical spine. Jan says that in addition pain; she has shrunk 2 inches from the degeneration in her spinal column, and has episodes of paralysis in her arms from the nervous system interaction in her neck. Surgery is the option most frequently recommended to her by the various doctors she seeks help from [rheumatologists, pain specialists, etc.]

Jan also has an alleged history of seizure disorder that seems unconfirmed by any material other than her commitment to taking Neurontin. Another mystery is her rumored ‘personality disorder,’ as reported by the nursing staff. No Axis II diagnoses are mentioned in her charts other than the request to “rule out” borderline personality disorder. She has been diagnosed with moderate and severe depression during her hospitalizations, but the affect of her depression looks more like grouchiness.

Jan also has asthma which she is medicated for. Jan admits episodic alcohol abuse: her belongings at the hospital included a bottle of wine. She has no record of legal consequences of drinking. She also admits to nightly marijuana smoking in order to go to sleep, and she claims she has a ‘card’ to give her access to it. She does not have a history with tobacco.

Her current hospitalization started with her arrival to the Emergency Department with bruising and swelling on her right cheekbone, 2 days after her overdose attempt. This injury occurred sometime during her overdose: Jan says that she took 60 oxycodone and went to bed in her motel, and although she woke up in bed, she thinks that at some point she fell out and hit her face on the bedside table. 

The hospital is treating her face for a cellulitis infection, and a hematoma that is pressing on peripheral nerve 7, causing palsy that prevents her from closing her right eye. They found some damage to the bone, but say that it looks like it is from an older injury. Interestingly, Jan explained to the ED staff that her injury arose during an attempted suicide. I asked her what would have her tell the ED that she was suicidal, considering that they were likely to put her on a 5150 hold. She said that she was so concerned about her face that she wanted to give them every detail in case it would help. 

I found this behavior suspicious, in part because of her verbalized commitment to successfully suiciding, and why a facial injury is important when the intention is to suicide. I think it is possible that Jan believed, consciously or not, that this hospitalization is a route to getting the resources she needs. The nurses on Unit A displayed prejudice toward Jan later in her hospital stay, stating that Jan will ‘do anything for medication,’ and believing that her suicide attempt was really in order to get medicine.

Medications:
Allergies: beta blockers [patient c/o dizziness], Procardia, and Shellfish [cause patient a rash]

Neurontin/Gabapentin

Classifications: anticonvulsant; GABA analog. Mechanism of action is unknown.
Dose: 400 mg PO at 700, 1100, 15:00 pm. 800 mg po at 2200

Side Effects: 
CNS: Drowsiness, fatigue, headache, increased frequency of partial seizures. 

Endocrine: Weight gain. 

GI: n/v. 

Special Senses: Blurred vision, nystagmus. 

Skin: Rash, eczema.

Effects for patient: Jan says she takes these because she has seizures. She reports no seizure activity.
Oxycodone
Classifications: narcotic (opiate) agonist; analgesic

Dose: 7.5 mg PO at 700, 1500. 15 mg at 2200.

Side effects:

CNS: dysphoria, dizziness, sedation. 

GI: Anorexia, n/v constipation, hepatotoxicity 

Respiratory: SOB, respiratory depression. 

CV: Bradycardia. 

Urogenital: Dysuria, frequency

Effect for patient: Jan relies heavily on her pain medication. She did not report any adverse effects, says that it is working fine.

Seroquel/Quetiapine

Classifications: psychotherapeutic agent; atypical antipsychotic

Dose: 75 mg PO at 2200
Side Effects:

Body as a Whole: fever, weight gain, edema. 

CNS: Dizziness, h/a, somnolence. 

CV: Postural hypotension, tachycardia, palpitations. 

GI: Dry mouth, dyspepsia, abdominal pain, constipation, anorexia. 

Metabolic: Hyperglycemia, DM. 
Respiratory: cough, dyspnea. 

Hematologic: Leukopenia.

Effect for patient: Jan said that this med was working well for her, but was complaining that she had no mood stabilizers available to her during the day. Earlier in her stay she was given Klonopin 2 mg at this time. I thought it was curious that with a diagnosis of mild depression, this was the only true ‘psych med’ she was prescribed.

Keflex [antibiotic]

Given for cellulitis on side of face

Dose: 500 mg PO at 700, 1100, and 1500

Side Effects: 
Anaphylaxis

GI: Diarrhea (generally mild), n/v, anorexia

CNS: Dizziness, headache, fatigue. Skin: Rash

Patient Reaction: swelling on face decreased but needs more improvement, no patient complaints of side effects, no signs of allergic reaction

Nursing Diagnosis: Risk for self directed violence related to chronic pain, illness, and lack of resources to overcome it; as evidenced by patient’s attempt to overdose on 60 oxycodone, and patient statements of strong intent to suicide again.
Effective approaches to this patient: It is very difficult to talk Jan out of her viewpoint that her illness cannot improve. I also met with denial of help when I offered groups that teach coping skills with chronic pain and illness. The best approach with Jan is roundabout. By addressing her lack of resources in her life: especially stable, affordable housing, a major stressor can be relieved so that Jan has more energy to cope with her pain and her healing path. I can imagine that being homeless and without family, no medical interventions other than pharmaceuticals are realistic. Perhaps if Jan has a stable residence that meets her physical and financial needs she can have greater access to interventions like surgery. Hopefully at that point she would have room emotionally to learn other holistic approaches to pain management. For this patient, I spoke with her social worker and advocated that we arrange housing, hopefully in a group setting, for her discharge.

Therapeutically this patient needs emotional boundaries set because of her possible personality disorder. It also requires work to make conversations therapeutic with Jan—there is high possibility for her to benefit just from attention and receive no insight from a conversation.

Goals: Jan was admitted the night before this conversation, and from report had isolated in her room, been closed in conversation with the admission process, and had not engaged the nurses other to complain about the interruptions by the 15 minute suicide rounds. Because of this, my goal in this interaction was to get Jan talking about her reasons for suicide and her feelings about it. Because of her irritation, I was wary to start the conversation and decided not to be too attached to succeeding: I prepared myself for Jan to refuse to talk to me or anyone. Another goal I had was to maintain a therapeutic conversation in which I did not become wrapped up in Jan’s drama or manipulated, given the possible axis II involvement.

I honestly did not have a goal of talking Jan out of suicide at this point. I wanted to assess her, have her share, and not try to make her suicidality “right” or “wrong.” I wasn’t interested in changing her mind one way or the other. I needed to complete a suicide assessment and get a contract for no-self-harm from her.

I always have a goal with my patients that they leave the conversation feeling more hopeful and positive about their healing, more in control of their situation, and feeling that it is their responsibility to be in charge of their healing experience. I call this ‘empowering’ my patient. I think this is a tricky goal with an involuntary hold—this person is not in control of their hospitalization: they are imprisoned until someone else decides they can go. I hope to remind a patient in this situation that they have many choices about how things go during their stay, and how they themselves feel about being locked up.
Setting: this conversation happened in Jan’s room after dinner, about 24 hours after her admission. She had been checked on every 15 minutes during the day, and had eaten lunch and dinner in her room. She was in bed when I knocked on her door. 

I think that the setting of my mind entering is important to note: I did know that Jan had been contracting for no-self-harm while in the hospital and not once she left. I knew the details of her two OD attempts, and I knew that she said she had a background working in psych. In the conversation I pretended not to know any of these things, because, although it is misleading, I wanted Jan to express her story to me her way. I also had been warned that Jan may have a borderline personality disorder—this made me suspicious of Jan, and it colored my listening and the way I intentionally ‘steered the conversation.’

Part B: Process Recording

Jan: “I don’t want to talk to anybody, I’m fine, I just want to get some rest.  I haven’t been able to sleep all day, what with you all checking on me every 5 minutes, and whoever’s in this office next door here goes in and out of there slamming the door all the time, I don’t know how they get any work done going in and out of there all the time.  And the worst was this maintenance man who came in 3 times to check on the toilet –and I asked him is there something wrong with the toilet, and he said, ‘no,’ and then came back two more times.  The last time he came in he didn’t knock loud enough and caught me undressed.  He said he was so sorry but it’s like, you know, you’ve got to knock, there’s no way to lock these doors, or to even latch them-- and anyone can just come in here. I mean, I don’t mind you all coming in here, you’re staff, you need to get in here, but that maintenance man was just too much!

Feelings: Anger/Frustration
DI: Angry at authority figures, “not fair” related to her lack of control, privacy, and quiet

DM: Acting out: Jan is hiding nothing, but making a large display of angst as her opening statement to me.

LC: “This hospital is an absolute zoo and I can not get well here.”

Evaluation: Her communication is direct and in congruence with her non-verbal. Jan has been angry most of the day and wanted to ventilate, possibly for ventilation’s sake, possibly to gain my pity, or possibly to intimidate me into not being too personal or demanding with her.  It was like starting a therapeutic conversation with a porcupine.

SN: Wow, it sounds like you’ve had an uncomfortable day so far. What do you think you need right now?

Analysis: Interpretation/Restatement, and empathy, followed by empowerment of the patient and open-ended question.

Evaluation: In this statement I wanted Jan to know that while her day had been unsatisfactory that I understood her frustration. I wanted to avoid agreeing with her that the hospital was ‘awful.’  I also wanted to communicate that I was not going to be scared away.  By asking her what she thought she needed, I wanted to remind her of what power she has, and point out her responsibility for her experience, in a respectful way.  I also hoped that it would continue what was looking like a very short conversation.

Jan: I just want some rest and some damn quiet.  With that office next door and patients hollering around and people knocking on the door and checking on me all the time it’s impossible to get any sleep!

Feelings: Frustration, hopelessness.
DI: Power issue: feeling powerless and helpless.
DM: Acting out. Help-rejecting/complaining: denial that there is any way out of her situation.

LC: There’s nothing that can help—therefore I cannot get help from this place.

Evaluation: Jan is persisting in her outrage and indicating that there is no way to fix her situation. She is making herself “unhelpable,” possibly because she is fatigued and is not in touch with her coping skills. Her communication is still direct and in congruence with her non-verbal, and still prickly enough to make me think this conversation might be short.

SN: I can imagine you’re ready for some rest. What else has been going on? I’m a student, and I’m curious how you got here.

Analysis: Restatement, redirection, open-ended question, goal-directed conversation

Evaluation: Usually “changing the subject” is faux pas in therapeutic communication, however I felt that getting the topic off the various ‘problems that cannot be solved’ might open the conversation and disentangle me from potential manipulation. By asking about the reason for her hospitalization I put the focus on [potentially] therapeutic topics.  At this point I sat down in the chair across from the bed, while she laid in bed.  I did so gently but without asking permission—because it was too difficult to interrupt Jan.  She did not protest.  

I felt a bit manipulative, or aggressive at this point in the conversation—I had an agenda to speak with Jan and pushed the issue intentionally.  I also lied about my knowledge of her hospitalization and played the “dumb student” card—almost a bid for sympathy.  Although I acknowledged her desire to get some rest, by continuing to ask questions I ignored her desires not to speak to anyone and get some rest.  However, she said she didn’t want to talk, but then had a lot to talk about, so it may have been a front.

Jan: “You psych people can think whatever you think about it, but this was a well thought out, rational decision, this isn’t a mental health issue.  I’ve been thinking about this long and hard, for a long time. If this was Europe this would be real different.  I’m not talking about chronic pain, I’m talking about waking up every day in pain and then it gets worse and worse everyday after that.  You know 60 years old is a pretty respectable time to die.  I just want to go before this gets any worse, and it’s just going to get worse.” (to summarize: she explained having rheumatoid arthritis [RA] for 30 years, degenerative bone disease, a spur in her neck where the bones are fusing, difficulty moving upper extremities due to neck fusion, several doctors she’s worked with, one doctor that she wants to sue.)  “And those doctors gave me options and their diagnoses were all the same. The only option was death.” [makes a gesture with her hand indicating distance or a path.]

Feelings: Angry, offended, righteousness, defensive

DI: 

· need to feel accepted as not being mentally ill; but being logical in wanting to suicide

· not fair related to how the US handles euthanasia, how she is now perceived as mentally ill 

· desire to feel powerful over her illness, over doctors who did not do a good enough job

· angry at authority figures doctors, and the authorities who say you can’t kill yourself, psych specialists (‘you psych people’) that label her and misunderstand her

DM: Rationalization & Intellectualization of attempted suicide by describing her physical condition and its chronicity, comparisons to other countries that approve of euthanasia, her age, etc.  Help-refusing/complaining: generating a long list of sizeable, un-fixable problems.  Not quoting the options the doctors gave accurately. 

LC: I have fantastic reasons to suicide and you are wrong to think that I am crazy. I’ve been to every doctor and none of them can help me—there’s no way out. I thought about this for a long time, and my decision is the right one.

Evaluation: Jan seems to sincerely want someone to understand what she’s going through with her medical conditions.  She wanted to complain a lot about her frustrations with her disease and with her doctors.  She also had a distinct need to “prove it;” there was no real hopelessness in her tone, but rather a hostile “I’m right and I can prove it” feeling.

SN: Yes, but what were the options the doctors offered you?

Analysis: confrontation, goal-oriented question, expression of doubt

Evaluation: this is the second time in the conversation that I changed the subject for the purpose of keeping away from “unfixable” complaints.  I felt that I was being pushy, however I also wanted to express my doubt that the doctors really said “death” was her only option. I wanted to dig into what options she was actually given, as alternatives to suicide.

Jan: Well there’s surgery.  But this doesn’t get any better and it’s not going to.  [lapsed into an even more detailed history of her illness, starting with an accident in which she fell down the stairs, the various doctors who have been treating her, etc. This continued into the following:] “You know I’ve worked in psych facilities before, it was really good, really fun. I liked the patients, getting to know them, and they liked me, told me that they could tell I was healthy.” [Summary: explained at length the hospital, the “motivational coach” program she was hired for in the inpatient setting, the psych degree she has, and high moments of connecting with patients]
Feelings: Jan’s hostility and frustration are waning, she is cheering up, her tone is softening

DI: 
Helplessness/passiveness: regarding her prognosis


Rationalization of attempted suicide by describing her physical condition again


Acceptance: Need to feel accepted by: me, to be seen as different than the other patients because she is like me based on her experience [working in psych facility], to be seen as some one who is ‘in the know’ about psych work. Jan needs to separate herself from the other patients, proving she is not mentally ill, by comparing herself to psych staff.

DM: Suppression by changing the subject to something that makes Jan look good. 

LC: “let’s not talk about my suicide anymore.  I know a lot about psych work and have done it, and I’m like you.  I’m not crazy like the other people in here.”

Evaluation: Although Jan would not change her perspective about her hopeless prognosis, she was continuing to open up to me, and her angst was fading.  The subject changed quickly into her experience working in inpatient services.  I thought she wanted to get off the topic of her suicidality, or her mental illness, and talk about something that made her look good.  She also changed the subject around the time that she could have stopped talking about her reasons for suicide and instead talked about her feelings and any conflict regarding suicide.

SN: You have a fair amount of experience in psych then.  Based on that, how would you diagnose yourself, or treat yourself now that you’re here.  If say, you were in my shoes, what would you do for you as a patient?

Analysis: Interpretation/Restatement, followed by empowerment of the patient and open-ended question.

Evaluation: I like using the “if you were your nurse, how would you take care of you” technique with patients.  It was clear that Jan wanted acknowledgement of her psych background on the unit, and to separate herself from [or even put herself above] the other patients.  My strategy was to use that desire for acceptance to work her out of the helpless, unfixable thought pattern.

Jan: I’m still definitely going to suicide once I’m out of here, that’s not going to change.  My pain is really just too much.  I have a plan, really I have more than one, and this one’s going to work. But I’m not going to tell you, I’m not going to give you guys any information.  I want to get out of here.

DI: Autonomy and control: needing to be in control of self and the conversation

DM:  Help-rejecting/complaining
LC: “Back off, I’m going to wait out this 5150, and I’m not here to be “treated” or talked out of suicide. I’m not here to get help.”

Evaluation: My method to empower Jan did not work—she did not ‘come up for the bait’ and start to process her suicidality.  Really she seemed to want to close the door on any discussion of alternatives to suicide.  I’ve not decided if the bit about a plan that she won’t disclose was a bid for attention, or if it was a display of how serious her intent was.

SN: You don’t have to tell me anything you don’t want to.

Analysis: Acceptance, Gaining trust

Evaluation: I did this in order to keep Jan open and trusting with me.  I felt that to do a ‘suicide assessment and intervention’ in the inpatient setting, it was not mandatory to get a specific plan out of her yet.  It seemed that keeping her talking to me would be far more important in the long run than making her defensive by badgering her about what her plan was.

Jan: I don’t want to tell you, I wouldn’t want to burden you. It would upset you.

DI: Abandonment: fear of loss of relationship and/or trying to control others and/or seeking dependent position/attention seeking behavior

DM: Projecting, maybe: it’s possible that Jan was the one ‘burdened and upset’ by her suicidal ideation and plans, however that feeling was not implied the rest of the conversation.  She is definitely assuming that I would be upset by her plan.

LC: “I don’t want to hurt your eeny weeny student nurse heart.” or: “ask me about my plan because it’s so much better this time—it’s going to succeed.”

Evaluation: in analyzing this communication I realize it was a very ‘slippery’ statement indeed.  Jan has a habit of defending her position by adding more and more reasons onto a heap whenever you challenge her ideas.  However, there are several possibilities with this statement, and I have to do a fair amount of assumption to interpret it certain ways.  On the one hand she did want me to stop asking about it, but on the other the grandiosity and her expectation of my response almost sound like an advertisement—a hope that I would dig deeper-- so possibly attention seeking and dramatic behavior.  In another sense, she is referencing concern about my well being, which did not seem high on her list of priorities earlier in the conversation.

SN: Are you thinking [to use] pills this time?

Analysis: Confrontation.
Evaluation: Yet another moment in which I felt that I was being manipulative.  I felt confident that at this point in the conversation I could slip this in despite all her avoidance of the subject and her refusal to tell me her plan.  In retrospect, if her statement before this one was actually a request for me to dig her for specifics, it certainly went well for her.  There was also a hint of “my next plan is going to be successful,” and by bringing up pills I hoped to steer her to divulge ‘how lethal’ the plan was, even if she wouldn’t tell me the exact details.

Jan: “No no, not pills” (summary: explained her previous OD attempt with sleeping pills and Compazine in October.  Also explained that she prepared a DNR with her doctor before her recent attempt in case she ended up in a coma.)  “This time I took Oxycodone: I saved up a month’s worth.  I even looked it up in the PDR: what it would take to OD on it.  Saving up a month’s worth of pain pills is not easy, because I wasn’t taking them, and I need them so I was in horrible pain.  I can’t believe it didn’t work after all that. “

Feelings: frustrated again by her careful plans failing

DI: Not Fair related to: the ‘perfect plan’ failed twice, Not fair related to; I went through a month of discomfort and it didn’t work.

DM: Jan does not seem to be defended in this statement.

LC: “I have serious intention to suicide and did before. Pity me: this time it not work, and I had to suffer through a month without enough pain medication.”

Evaluation: Jan expressed a high intent to suicide in the past, especially by planning what pills to take, researching them, eating antiemetics in addition to ensure she didn’t vomit, and creating a DNR.  She displayed how serious she had been about suiciding. She seemed to want my pity about her lack of success.

SN: I can tell that you worked hard at this, and that there was a sacrifice.  I can imagine that is disappointing.

Analysis: Restatement, Interpretation

Evaluation: I wasn’t really sure where to take the conversation after all she disclosed, so I decided to mirror her statements back to her.  I also wanted to see if she would start talking about her feelings.  I probably should have asked if her degree of intent was still as high as it was when she planned the last two attempts, or to ask her how in control of the impulses she felt, or if the thought of suicide was intrusive.  I probably should have gotten a more well-rounded suicide assessment, but I didn’t have the whole thing in my head at the time I had this conversation.  If her statement was a bid for sympathy, perhaps she won.

[Summary: after a few more questions I took a long break to find something she had asked for, and get coaching based on all that she had disclosed. Once I came back the conversation continued:]

SN:  “Earlier when we were talking I did sort of a ‘bad student’ thing, because I’m new at all this and I was supposed to ask you something. Is it ok if we do that now?”  [she agreed.] “Will you contract with me not to harm yourself or suicide?”
Analysis: being open and honest

Evaluation: I needed to get the contract done as part of my nursing responsibilities.  I wanted to re-create the comfort that had been present before I left the room.  I also knew that she had been contracting consistently not to harm herself while in the hospital—but that when she left she would likely suicide, and expected this would still be the case.  I used the ‘dumb student’ card yet again to maintain a non-threatening presence and get her agreement.

Jan: [quickly] Oh, yes yes, I’ll definitely contract with you. No, I won’t do anything while I’m in the hospital, but when I get out is a different story.  Really, I mean what could I do in the hospital? I could in the bathroom but I’m not into hanging. I wouldn’t do that to you guys.  And I promised and all so no I won’t.

DI: Control: Jan is reminding me that while she will contract in the hospital, that she is the one in control in her life after hospitalization.

DM: Jan was not defensive in this.  

LC: “It’s not worth it to suicide here, but you won’t change my mind about suicide when I get out. I don’t want to hurt other people if I suicide.”

Evaluation: Jan sounded very sincere in this statement: sincere about contracting and sincere in refusing to budge on her goal of suicide.  Jan’s voice changed in the second half of this statement to a softened, sympathetic tone, where previously her tone had been very insistent and righteous.  She seemed not to want to hurt anyone with her suicide, and implied [rightly] that the patients on the unit were too fragile to have that happen.

The only odd part was when she said “I could in the bathroom but I’m not into hanging.”  Her tone did not make it sound like a ‘threat,’ an attempt to get attention, or to cause concern.  Instead it sounded like she was showing off her prowess with potential devices of self-harm.

SN: Thank you for that.  Now that you are here, what would you like to do with your time?  I mean: you’re here at least for a few more days, since you have to be here, what would you like to get out of it?

Analysis: empowering the patient.
Evaluation: I wanted Jan to think about what she could do proactively with her time, since she planned to ‘just’ sit out her 5150. I wanted to use this to start her thinking about what good she could get out of her time—I did not need an answer.  I wanted something that she might think of later and be motivated by.  Again, I felt a little bit manipulative.

Jan: I don’t know.  I really don’t know, and with that one really mean patient, I just want to avoid it, you know when she’s on the floor. (Summary: said that she’s not ready to talk, just wants to rest, complained about the ‘mean patient,’ and complimented me as an ‘active listener.’) Everyone else is so busy I haven’t had the chance to tell the whole story with all the background.  It doesn’t really make sense why I would want to kill myself unless you know the whole story.  This has really helped.

DI: Seeking dependent position: Jan is not displaying her abilities to take care of herself or make a bad situation good.  She is refusing to take charge with ‘the mean patient.’

DM: Blaming: her lack of motivation on this other patient.

LC: “I’m not going to make use of my time here because I don’t need help.  I want to reassure you that you did a good job in this conversation.”

Evaluation: Jan seemed genuinely appreciative of my time with her, and probably wanted to make sure that I would still be available to her.  She also brought up this other patient again.  She did manage to express that she wants some time to rest before coming out into the milieu.

I have wondered if it was embarrassment over the injury to her face [her face was very disfigured at this time by the swelling, and she could not blink her eye] that kept her from being social.  I speculated that she might be covering up her vanity with something more socially acceptable.

SN: Thank you, I’m glad you felt like it was helpful for you.  And when it comes to this other patient, or any other patient’s behavior, if there is something you need you can always check in with the nurses and ask them to handle it.

Analysis: empowering/putting responsibility back on the patient

Evaluation: My reason for this communication was two fold:

One side isn’t very glamorous: I was attached to enrolling Jan in my viewpoint at least once this evening, since most of my suggestions had been refused.  This was in part a personal need to ‘get my way’ and to ‘be an effective student nurse’—I really wanted to feel that I had effected some “progress” beyond Jan opening up to me for so long and so candidly.  It seemed like I wouldn’t have done a ‘good enough’ job if I didn’t get her to change her viewpoint on at least one thing, or inspire some insight in her.

The other reason was: I didn’t want Jan to have yet another excuse for avoiding milieu and groups. I wanted to empower her to create an environment that was reasonably comfortable for her over the course of her stay, so that she could get some use out of it. I also wanted her to know that pretending there are no options would be confronted by staff on the unit.

[This dialogue of “tell a nurse if something’s not working” followed by, “that patient is scary because ______” repeated 3 times before Jan agreed that it was her responsibility to talk to a nurse.  Her reasons why the patient was so awful and how the nurses had done nothing increased in their severity each time she protested.  This was Help-rejecting/Complaining. I was happy that I was persistent.]
[Even later in the evening I checked on Jan, and she said the following]:

Jan: (with tears) I’m worried that I’ve said all that to you, and when I do succeed [at suicide], that if you find out about it, you’ll be upset.

DI: Security: need to feel loved by others

DM: Self-observation: Jan noticed her feelings and was up front about them, and took responsibility for them.

LC: “I’m worried I’ll hurt you or others if I suicide.  I want to know that people care about me. Do you care enough about me to be upset?”

Evaluation: Jan’s affect seemed sincerely concerned about my well being.  At the same time it also seemed that she really needed an answer about whether or not I would be upset.

I think Jan spends most of her life very alone.  I assume that she wants to suicide in private and not injure people around her, and that she feels guilt about the possibility of others’ pain.  I think that at the same time, Jan wants people to be worried about her and feel loss when she dies, because it means she is a valuable person.  I assume that these two needs are conflicting in her, and these needs are behind this communication. 

However, this may have been a manipulative attempt to get my attention and make me emotionally ‘wrapped up’ in Jan’s drama.

SN: What do you think I will feel that has you worry?  Do you think I will feel like I failed as a nurse in talking with you, or that I will feel pity?

Analysis: Reflection: (Redirecting the idea back to the patient for classification of important emotional overtones)

Evaluation: I said this in order to test the waters, to see if Jan was truly worried, or just trying to entangle me in her drama.  It was also a harmless way to get more information from her regarding her assumptions of my thought process.  I think that people often reveal their insecurities and needs when they are in they share “you think that I am __________.”

Jan: No no, not that. You’re just a very warm person and I would hate to have it upset you.

DI: Security: need to feel loved by others

DM: Not answering the question directly.

LC: “I don’t want to tell you/I haven’t thought of anything, I just want to make sure you won’t get hurt.”

Analysis: Jan may have been grandiose in this concern, given the relationship that she and I have.  I thought it was suspect that she could not pinpoint the ‘reason’ for my upset other than my [assumed] sensitivity, especially given that I offered her two good examples of how I could be upset.  Because she couldn’t answer the question, it seems more like she was hoping for my emotional closeness and attention.

SN: I probably would not be in a position to find out about it, and if I did I think I would not get upset.

Analysis: Offering reality; open, honest communication

Evaluation: That sentence seems very cold without my posture and tone attached to it. I did mean it sincerely, and said it with compassion and reassurance.  I felt that Jan, although she may have some personality disorder that makes her melodramatic, really was concerned that she would upset me. It seemed that she really needed an answer.

I recall that people who suicide feel guilt regarding the pain incurred by those who will be left behind.  I thought it best to allay any concerns Jan had about feelings that did not belong to her.  I think it would be manipulative to say that I would be upset: it would be my opinion about whether she should or should not suicide, or my ‘value judgment’ about whether it was ‘good or bad.’ It would have been a very bad time not to be honest. I wanted to keep a neutral stance on her suicide.

In retrospect, if she actually was hoping to attach to me emotionally, I think this may have worked to say “I care about you as a patient, but my feelings have nothing to do with your course of action, and we still have a professional relationship. I am not someone you can attach to that way.”

If my suspicions are unfounded, I think it was at least reassuring the part of her that feels guilty about hurting others.

Part C: Evaluating myself in this conversation: I think I was appropriate, professional, and was not managed entirely by Jan. I would only consider my progress as “fair,” because while I followed the rules and each statement was therapeutic, I am not sure that the overall conversation created therapeutic progress for the patient—as evidenced by Jan changing some of her dysfunctional beliefs that cause her suffering. I did succeed in having Jan open up to me, contract with me, and I did a decent but incomplete suicide assessment. Jan did say that it was helpful for her to ‘tell the entire story,’ and I think she derived some mental relief by sharing all her reasons for suicide. I would have liked to talk more about her feelings, but I did not succeed in steering the conversation there. When Jan steered the topic away from feelings, I tended to follow. If I had been a bit more attentive I might have tried to go deeper with her.

Because Jan was so new on the unit and so angry at how her environment had been, I think one of the most important goals was to empower her somewhat. I am unsure that this goal was ever met, and it may never have if Jan truly has a personality disorder. I think that although she did finally agree with me about solutions for her conflict with other patients, that she did not want to use the solution. It seemed like she just knuckled under in order to have me stop pushing it. I hope that in the long term Jan used some of these suggestions and felt like she had command over her experience that did not require manipulation.

The theme of the conversation for Jan seemed to be about control. Jan felt that she was lacking control over her environment during her stay, and did her best to control the conversation as well. During the conversation she let me know that she would not change her mind about suicide just because she was on a hold, and that she was the one in control outside the hospital. Interestingly, I also entered the conversations with concerns about being controlled, and about maintaining control of the conversation. 


Another theme of the conversation was approval. Jan wanted me to like her and was very concerned that I not believe that she was mentally ill. At the end of the conversation she also might have been testing whether or not I liked her, or cared about her, by voicing her concerns about hurting my feelings if she suicided.


Jan’s process was manipulative and dramatic. She was also somewhat demanding in the first part of the conversation. Her initial hostility only relaxed into a righteous tone, and at the end of the conversation her tears came quickly. Jan seemed deliberate in her emotional display, which ran the course of our conversation. I presume that Jan’s techniques were manipulative, and while I dislike casting the whole conversation in that light, I think she said things to get a desired effect. I may have ‘met’ Jan in her place of manipulation, because I left the conversation feeling that I had been manipulative a few times.


I have to stretch the definitions of id, ego and superego to fit a suicidal patient.  The id’s job is to manage survival and breeding needs, but I would extend the ego’s priorities to avoiding death and pain. In Jan’s case the id is avoiding pain by resorting to death, and I notice that Jan chose very painless routes to death by using pills and hoping to just ‘fall asleep.’  Freud’s concept of the ‘death wish’ was purported to be the id’s aversion to discomfort and suffering.  The death wish is said to manifest as suicidality, and ‘checking out’ through TV, drugs, video games, fiction and other diversions. Jan’s superego is not operating because she is not responding to the socially accepted solutions for chronic pain and illness. If anything her superego is rationalizing suicide by referencing the acceptability of euthanasia in other countries. Her guilt about causing pain in others when she suicides might be a function of her superego. Because her id is driving her to suicide, and the superego isn’t protesting, Jan’s ego does not seem to be having too much conflict to manage. Instead it seems to be going along with the plan, and utilizing various defense mechanisms to make sure that Jan is not seen as “mentally ill” or “morally incorrect” for choosing suicide—her ego only has to keep up her image.
