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PREFACE 

A few years ago, I received notification to report to a hospital where a soldier was 

on life support, struggling to live.  The soldier attempted suicide by taking more 

medication than prescribed.  His father and mother were there, grieving.  His aunts and 

uncles, and a few of his battle buddies stood by hoping the medical staff could help to 

vitalize the soldier’s brain and body.  They pumped as much medication as they could 

from his stomach.  I looked upon the nearly lifeless young man, in his twenties.  I 

listened to his battle buddies speak so fondly of him, stating that he is a great soldier and 

trustworthy person – overall good character.  His family characterized him as a 

son/nephew in pain over the loss of his older brother, who committed suicide years 

earlier.  I heard someone say the soldier wanted to find his brother in the afterlife and 

spend eternity with him.  I learned the soldier attempted suicide prior to this 

hospitalization.  He hinted to a family member that he wanted to die, and when he would 

not answer the phone, the family member sent for help.  I stood with the family and 

friends, in a circle holding hands, and prayed God would restore the soldier’s health and 

heal his broken heart.   

This project confronts suicide by probing the issue through Biblical, theological, 

and historical lenses.  The suicides of the Bible are held under a microscope.  

Theological themes related to suicide are extracted from the Scriptures and defined. 

Perspectives on suicide from a religious standpoint are presented.  This project places 
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emphasis on a spiritually driven narrative therapy that could help veterans, like the 

soldier described above, reflect on a source of resiliency – a spirituality or religion – that 

could build them up and renew their desires to overcome their challenges and eradicate 

their suicide ideations.  Beneath the desire to kill oneself are a set of problems, which are 

externalized through a spiritually driven narrative therapy process.  The ultimate goal of 

the process is to assist veterans with developing a new story by setting spiritual goals.  
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CHAPTER 1 

THE PROBLEM 

Introduction 

 Military veterans of the five branches – Army, Marine Corps, Navy, Air Force, 

Coast Guard – who served between 2001 – 2013, faced demands and trials as troops and 

as human beings of their societies, having served in additional roles as parents and/or 

spouses, and professionals in civilian careers.  As conduits of order, peace and freedom, 

veterans have participated in crises which invoked the death of opponents or resulted in 

the fatality or life-altering injuries of comrades.  Combat, natural disasters, and national 

emergencies can cause great impact and have made impressions upon the minds of those 

responsible for heroic efforts.  Torture by horrendous memories through nightmares, or 

re-living the events through visions is an effect with which veterans contend.  The 

inability for veterans to stop the antagonizing thoughts of their experiences or to 

overcome the emotions associated with loss and suffering can lead to hopelessness. 

Posttraumatic Stress Disorder (PTSD) and Traumatic Brain Injury (TBI) can cause 

depression and ultimately thoughts of suicide. 

 In addition to bearing painful memories linked to military affairs, veterans are 

confronted by the ramifications of living in a society, where challenges arise out of 

trying to support one’s family financially and emotionally.  For the military Reservist or
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 National Guard member without a full-time job, providing for a family can be tough. 

Added to this pressure is the possibility for a member of the Reserves or National Guard 

to be deployed, leaving family, who must learn to cope with their feelings of 

abandonment.  Mobilized service members struggle emotionally with the idea that 

threats by their spouses or significant others of leaving, or the possibility of a sickly 

loved one dying while they are away, could come true.  Some veterans return home to 

discover their fears have come true.  Hence, feelings of anger and sadness merge into the 

concept that they, the veterans, cannot survive without their families intact.  The 

despondency felt after a failed relationship can prompt suicidal ideations in veterans. 

 Many more specific reasons exist to explain why a veteran, in particular, may 

want to end his or her life.  The reality is that the rate of suicide among the veteran 

population has been steadily high.  This is despite a plethora of available intervention 

resources available to veterans.  There is the National Suicide Prevention Lifeline, an 

organization available 24 hours a day to receive phone calls by anyone needing to talk. 

Veterans can call anonymously.  All branches of the Armed Forces deliver mandatory 

suicide prevention and awareness training to their members, namely Reservists and 

National Guard troops.  Private hospitals and Veterans Affairs Medical Centers 

throughout the nation employ Suicide Prevention Coordinators who counsel veterans 

and other patients who are experiencing suicidal ideations.  Pain management programs 

exist in healthcare to adjust medicines of veterans in order to minimize depression and 

mood swings.  Communities have established non-profit organizations that intervene in 



3 

deescalating potential suicide situations by escorting suicidal persons to safe-havens 

where over-watch is provided. 

 Together, every suicide prevention resource makes a unified voice, proclaiming 

that help for the mind, body and spirit are available.  However, concerning suicide, 

spirituality deserves much more attention than appraised in treatment since suicide is 

connected to a spiritual problem.  A spiritually-driven narrative therapy can 

systematically address the aches of the soul over an expanded period of time using a 

comprehensive approach.   A spiritually focused narrative therapy can be a healthy and 

effective way to make sense of life through guided reflections in which stories of one’s 

spiritual journey are recaptured and examined to determine how experiences or 

problems have affected one’s faith, shaped one’s view of self, and informed one of his 

or her values and perspective of God.  With understanding, a suicidal person has a 

greater capacity for reclaiming his or her life. 

Statement of the Problem 

 The problem is that 22 veterans a day commit suicide (Haiken, 2013).  This 

statistic is bizarre, causing national attention and discussions.  Suicide has seemingly 

become a contagion.  Feeling as though they have exhausted all possibilities for recovery 

from their circumstances, veterans have reasoned to escape their despair.  Even combat 

veterans, who know a lot about what it means to fight for survival, become victims of 

self-termination.  In his suicidal note, Daniel Somers, a veteran of the Iraq War, wrote: 

 “My body has become nothing but a cage, a source of pain and constant 
 problems.  The illness I have has caused me pain that not even the  
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 strongest medicines could dull, and there is no cure….  All day, every day   
 a screaming agony in every nerve ending in my body.  It is nothing short of 
 torture.  My mind is a wasteland, filled with visions of incredible horror,  
 unceasing depression, and crippling anxiety.”  (Cook, 2013)     

 Associated with the problem of suicide is the matter of lack concerning approaches 

that address the root reasons one has a desire to end it all.  Underlining causes for 

wanting to die may be subdued by negative coping behaviors, such as substance abuse, 

isolating from other people, and committing violence.  Yet reasons for suicide is always 

linked to a story imbedded in the soul, where feelings of anger, distress, weariness, 

rejection, loneliness, regret, sadness and guilt could be intense.  Unpacking the story, 

deciphering problems related to faith or the absence of faith, and determining a future 

direction to eliminate the problem are major steps in dealing with the pain.  A program 

that targets spiritual matters is crucial to freedom from depression, a major contributor to 

the willingness to die.  A spiritually-driven narrative therapy may enable suicidal 

veterans, under the direction of a chaplain, to separate their dilemmas as they recount 

important events that have made an impact on them spiritually. 

 Medicine, a way to manage the pain, emotions and temperament of ill people, can 

assist in the narrative therapy process, or hinder progress.  A veteran may not fully 

consume an amount of drug mandated, or fail to take prescriptions altogether.  If this 

happens, a veteran could become paranoid, anxious, and display absurd behaviors as a 

result of not enough of the recommended medicines.  If a veteran is compliant to taking 

all medicines ordered by the doctor, a veteran may experience numbness causing the 

person the inability to identify feelings, and the veteran’s moods and thoughts may be 

altered, affecting his or her ability to remember the past.  For the veteran who is heavily 
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medicated, the ability to focus is lessened and cognition, impaired.  A veteran not fully in 

control of his or her feelings is disengaged from a reality that will become vivid again 

when medications have run the course.  It is after a realization that problems have not 

disappeared that grief’s weight is felt again and thoughts of suicide can reemerge.  A 

veteran must be given control of his or her feelings and thoughts, and on some level, 

should be able to communicate the narratives of his or her past if there is to be an 

effective discourse that leads to the veteran deciding there is purpose in living.  While 

medication is a key component of mental health and stabilizing suicidal veterans, 

medicine is not enough if a veteran is to ever truly heal from the wounds of his or her 

past.  In an article titled, Treating Pain Without Addressing Suffering, the author, a 

doctor, asked:  “How many times, when a patient has said “I hurt” have I asked “where” 

instead of “how” or “tell me more,” assuming the chief complaint is physical” (A 

Country Doctor, 2013).      

 

Purpose and Specific Objectives  

          The purpose of my project is to investigate the healing role of spirituality in 

helping veterans to recover from suicide ideations.  Also, my purpose is to prove the 

power of spirituality in reclaiming morale and the ambition to live.  Ultimately, I aim to 

provoke thought and interest in spirituality as necessary in treating suicidal veterans.  

Many veterans dread the emotional and spiritual outcomes of openly reflecting on their 

combat and other troublesome experiences.  Suicidal veterans may be receptive to a 

spiritually-driven agenda that coaches them in deconstructing their problematic stories, 
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finding meaning, and constructing preferable narratives.  Using narrative therapy, 

chaplains can assist veterans with regaining their lives from their traumatic pasts, 

destitution and hopelessness.  It will be helpful for participants in this project to talk 

about the origin and evolution of their spirituality, and their choices to embrace or 

abandon spirituality.  I will develop and offer a survey modeled after the narrative 

therapy process.  The survey will be available to veterans via the internet through social 

media websites, such as Facebook and LinkedIn.  Subsequent to this project, I will assess 

the data from the surveys to determine the effectiveness of a spiritually-driven narrative 

therapy intervention process.     

 

Research Questions 

          Four questions are paramount to developing a spiritually-driven narrative therapy 

survey.  The questions are: 

(1) What problems cause suicide ideations? 
(2) What does the spirituality/religion of a participant say about suicide? 
(3) What serves as evidence that a spirituality/religion leads to the recovery from suicide 

ideations? 
(4) How do the participants envision their futures? 

 
It is comprehensible that narrative therapy is already a spiritual process in the very 

loose sense of the word spiritual since beliefs and traditions are woven throughout 

everyone’s narrative.  Learning the elements which contribute to spiritual healing for a 

veteran will enable the researcher to list what is working in terms of spiritual assessment 

and fixing problems responsible for spiritual emptiness.  The researcher can take note of 

the wording of questions.   
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          The data from the Spiritually-Driven Narrative Therapy survey is valid only if 

veterans are transparent and honest.  The survey will be thorough and offer questions 

veterans may have been asked before.  Veterans with PTSD or TBI are usually hesitant in 

trusting others, and do not particularly want to tell a stranger, or even some family and 

friends, the tragedies they saw or experienced.    

          Other research questions include the following: 

(1) Is suicide ever a feasible decision?   
(2) Does one’s God/Higher Power approve suicide?          

 
 
 

Setting of the Project 

           Since the Spiritually-Driven Narrative Therapy Survey will be offered online 

using social media, the setting of the project could potentially be a veteran’s home, 

office, mode of transportation, and the list can go on.  Social media can be accessed 

anywhere given a veteran possesses a smart phone or a computer with internet access.  

With social media veterans can complete the survey with the level of privacy they 

choose.  Privacy may lend to one’s reflection and responses to the questions.  

Additionally, the researcher will seek permission from spiritual leaders to offer the 

survey to the veterans who are a part of their congregations.  This may provide the 

opportunity to offer the survey in person.  

          The author is employed at a Veterans Affairs Medical Center, where she has served 

as a Mental Health Chaplain since 2012.  She spent two years as a chaplain at a Veterans 

Affairs Medical Center in Oregon, where she spent at least 40% of her time on mental 

health units counseling patients who were admittedly suicidal.  Currently, the author 
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spends 80% of her workday as a member of three treatment teams – one on the Trauma 

Recovery Unit, where male and female veterans are being treated for posttraumatic stress 

disorder (PTSD) or other disorders associated namely with military sexual trauma; 

another, which serves veterans on the two acute psychiatric wards; and a treatment team 

on the Spinal Cord Injury ward.  On all units at any given time, there are veterans who 

were diagnosed with suicide ideations (SI) or as having made an actual suicide attempt.  

The author provides spiritual care to these veterans daily. 

          The author has served as a Chaplain in the United States Army Reserve since 2008.  

The author has rendered pastoral care associated with more than 30 suicides, 15 

attempted suicides, and more than 100 cases in which soldiers expressed suicide 

ideations.  

 

Background and Significance 

          This project is important because spirituality is sometimes diminished when 

compared to medicinal approaches to healing.  Medicine is a critical intervention that 

should not be undermined.  However, medicine alone does not alleviate spiritual 

destitution.  True restoration from suicidal ideations does not result from the mind 

altering and temporal effects of medicine.  Rather, an epiphany occurs when there is a 

revelation that life can become better or that God is able to strengthen one during difficult 

times. 

          Another reason this project is important is because there is a clinical dimension to a 

chaplain’s role that other disciplines have yet to realize and that many chaplains neglect 
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to embrace.  Too many times, chaplains are presumed to be great listeners, or sounding 

boards only.  My hope is to contribute to a clinical chaplain’s role as counselor. 

          An effective, spiritually-driven narrative therapy process can lessen suicides 

amongst the veteran population.  Talking about combat experiences and other painful 

memories are necessary if spiritual healing is to begin. “…we should honor the tradition 

of storytelling where warriors can share both the details and the burdens of what they did 

or didn’t do in war” (Sites, 2013).  A narrative therapy process focusing on spiritual 

healing could be effective in producing spiritually healthy veterans.  “If you want to 

prevent suicide…attack the ideas and stories that seem to justify it” (Brooks, 2013).  

          This project will be a contribution to the spiritual care of suicidal veterans.  Often 

times, spiritual care is overlooked in treating dismayed veterans.  As a critical need, 

spiritual intervention is necessary in guiding veterans to believe their troubles can end 

and that options for help are available.  Each suicidal veteran has a story alluding to 

feelings that their lives are not worth preserving.  Within their stories are reasons for 

wanting to give up.  Leading suicidal veterans through narrative therapy will help them to 

extract meaning from their situations.  Addressing meaning and reasons for negative 

experiences and potential resolutions to ordeals can hopefully save lives.  Likewise, 

veterans keep their stories suppressed because they do not want to face what really 

happened to them and others they knew.  They do not want to wrestle with the pain from 

which many combat veterans believe they will never be healed.  The pain has altered 

their lives drastically, to the point where some veterans believe it is too late for a spiritual 

change.  To conduct this project will mean that veterans who are willing to participate in 
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the project want to try to make meaning of their lives.  The project validates that spiritual 

care is necessary and desired. 

          The results from this project can serve as a resource for chaplains and other 

professionals.  This project in its entirety can be utilized as a resource for professionals 

serving or treating suicidal veterans and for suicidal veterans who are in search of hope.  

Details can serve as a reference for pastors and other religious leaders who minister to 

any veteran suffering from thoughts of harming him/herself.  Chaplains and other leaders 

currently serving in the military may want to refer to this project during their briefings 

relevant to suicide awareness and prevention. 

          This project will provide a means through which veterans can pursue freedom from 

the depression that imprisons them with a mindset of wanting to die.  The process 

examined in this project will enable the participants to face and work through their fears 

and regrets.  By sharing their narratives using a narrative therapy process geared towards 

spiritual healing, participants will have the potential to overcome depression and choose 

to live. 

Definition of Terms 

          Suicide means more than a person killing oneself.  For some people, suicide 

involves the imagination that a better existence awaits them on the other side of life on 

earth.  Therefore, choosing to end life for those individuals is a gain that not only frees 

them from their current troubles, but enables them to begin life anew somewhere else.  

For other suicidal persons, suicide represents justification or punishment for a deed 

committed by them.  These individuals could believe that a dreadful eternity is inevitable 
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for them, and it is because they deserve to suffer.  The acts, which may be known or 

unknown to others, can breed self-hatred, which can propel one to take what they 

consider justice, into their hands.  Then there are persons for whom suicide is the solution 

to end life, period.  That is, these individuals do not believe in life after death.  There are 

no convictions within them that a reward of peace or a punishment of eternal damnation 

exists.   

          Typically, those having never served in a branch of the military consider a veteran 

to be an individual who retired from the military or who no longer serves.  Howbeit, a 

veteran is any person who served for at least thirty consecutive days in the active 

component (full time status) of a military branch.  A month spent on active duty warrants 

a DD214, Certificate of Release or Discharge from Active Duty.  Any person serving in 

the Reserves or National Guard of any military branch has a DD214 and therefore, is a 

veteran since each person spent thirty consecutive days on active duty for training 

purposes.  More than likely, those in the Reserves or National Guard have also been 

deployed to combat zones or mobilized abroad for more than thirty straight days.  After 

each deployment, mobilization, or training, the DD214 is updated to reflect active duty 

dates.   

         Through narrative therapy, the importance and worth of stories are realized as 

problems are extracted.  According to Martin Payne, in his book Narrative Therapy: 

          “One aim of narrative therapy from the earliest possible moment, is to assist the     
          person to regain [his or her sense of control over his or her life.  This is one of the         
          reasons for systematically and persistently inviting [a person] to name the problem.   
          To name is to regain a little control; naming is taking the initiative, imposing a  
          chosen identification on something, or someone, threatening.”  (Payne, 2006)  
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Naming problems solicits the concept that only parts of a life have been unsatisfying and 

devastating, and not an entire life, which suicidal persons tend to believe is spoiled or 

unsalvageable due to a few unfortunate situations.  Narrative therapy is a way for one to 

separate the good from the bad, understand that hardships do not remove value from life, 

prepare to correct the problems, and plan for the future. 

          The use of the phrase spiritually-driven in this project implies the intent of 

examining the thread of spirituality throughout a veteran’s life, and ultimately, how 

spirituality has helped or hindered a veteran in life.  In general, spirituality consists of 

ideas, principles or doctrines which provide guidance, motivation, and inspiration and 

contributes to a way of living.  One may view his or her spirituality as the voice of reason 

or a moral compass, helping the person to make decisions.  Specifically, spirituality can 

be the belief in God, or not.  One’s spirituality can be a trust in a ritual unassociated with 

religion.   

 

Limitations of Study 

  Since the survey will be completely anonymous, there will be no way for the 

researcher to follow-up with participants months after taking the survey.  With suicidal 

persons, extensive follow-up is beneficial since a suicidal individual is normally likely to 

have suicidal thoughts again.  A period of three years or more would help the researcher 

to determine which goals were met in light of how each subject’s life has transitioned 

since the study.  Perchance, the counselor could conduct follow-up sessions with each 

veteran post the study by virtue of her role as a chaplain.  However, the follow-up 



13 
 

 

sessions post the study could not be included in the project and would be considered 

wellness checks.     

          One boundary will be trust versus suspicion.  It will be important for the counselor 

to accept stories as face value, as there will be no way to confirm stories or verify specific 

details.  Potentially, veterans may omit facts that may be necessary in helping them to 

redirect their lives.  Essential to the process will be the counselor’s conveyance of trust 

that what she hears is truth.  Any sign from the counselor that she is suspicious of any 

part of a veteran’s story could ruin the relationship and be enough to make a veteran 

disengage from the process.      

 
Assumptions 

          The first assumption is that suicidal veterans may be anxious and tempted to 

withhold details of their stories from a therapist with whom they have little or no prior 

counseling relationship.  Veterans, like most people, tend to guard what they would 

probably describe as stories of shame, disapproved habits, and sorrow, especially with a 

complete stranger.  Veterans may feel vulnerable from the beginning.  Hypothetically, as 

time progresses through the narrative therapy process, a trust relationship will develop 

between the counselor and veterans, and the veterans will feel safe and open to sharing 

more of their stories.              

          Another assumption is that the spiritually-driven narrative therapy process will 

result in some or much spiritual healing for the participants.  A progress toward spiritual 

healing will become evident when veterans state little or no subsequent thoughts of 

harming themselves, and are able to plan for their futures.  Making future goals and 
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initiating work towards those goals will be positive feedback that veterans are 

anticipating to live.  I foresee the narrative therapy method will be effective since its 

development will be founded from rudiments of already established and effective 

narrative therapy methods. 

          Should there be veterans who voice no change in their notion that suicide is best 

for them, it may be determined that those veterans have never found value in spirituality 

as a means for survival.  No change in mindset could also mean that the process is not 

compatible with a veterans’ acuity.  A different process or a revision of the narrative 

therapy used could render a favorable conclusion for veterans still wanting to kill 

themselves.
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CHAPTER 2 

BIBLICAL-THEOLOGICAL-HISTORICAL BASE 

Introduction 

Suicide is a sensitive and complex topic that beckons much attention due to its 

high rates among the veteran population.  Veterans have a higher risk of suicide when 

compared to the U.S. general population.  In 2014, 18% of the suicides among the adult 

U.S. population were carried out by veterans, though veterans composed only 8.5% of 

the population (U.S. Department of Veteran Affairs Suicide Prevention Program, 2016). 

Too often, suicide seems to be a feasible option of escape for veterans who experience 

pain and suffering as a result of exposure to combat and/or other miserable times in 

which they find themselves.  Notably, suicide deaths among veterans who have never 

deployed are typically higher than veterans who deployed to a combat zone.  Of the 

veterans who served during the Iraq and Afghanistan wars between 2001-2007, 61% 

(7,703 of 9,353) of those who killed themselves never saw a combat zone (Institute for 

Clinical Research, 2015).  Thomas Joiner (2005) named two reasons people attempt 

suicide – mental disorders and impulsivity – and Robert Yufit and David Lester (2005) 

identified hopelessness, depression and “attributional style” (regret) as factors leading to 

suicidal ideations or completed suicide.  Carrying heavy weights of loneliness, haunting 

memories, grief related to loss, fear, relationship failures and shame have caused many 

veterans to lose all hope in living.  Veterans who are extremely depressed may succumb 
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to suicidal ideations.  Even after intervention, veterans may come to the dreadful, 

definitive decision to terminate their lives if help has not produced a positive outlook on 

life for them.  Veterans have regarded suicide as the fastest way to freedom from a 

seemingly hopeless situation.  Suicide has been practiced for centuries, and the reasons 

people choose to end their lives are not new scenarios.     

The topic of suicide compels debate around ideas about reasons for suicide, and 

whether or not suicide is permissible to God.  Supporters of choice encourage suicide for 

people who are in physical or emotional pain and who choose to die.  One who 

encourages suicide believes a person should have the right to terminate his or her own 

life without interference, or without his or her choice to die being labeled as a wrong act. 

On the other hand, promoters of life view existence through a theological lens as a gift 

from God, and a gift which only God should have the right to take away.  Advocates for 

suicide prevention associate suicidal ideations with mental health and believe that proper 

medical attention can reverse or manage depression and other diagnoses that lead to 

suicidal ideations.  Regardless of position on suicide, insights from the biblical scriptures 

and history offer ways to address the suicidal veteran.   

Chapter two is divided into seven sections.  Section one, Causes of Suicide in the 

Bible, will highlight reasons biblical characters committed suicide, and examine ways in 

which those reasons are similar to reasons why some military veterans are suicidal, using 

the reasons given by Joiner, and Yufit and Lester.  Section two, Treatment of Suicide in 

the Scriptures, will offer scriptures promoting life and suicide prevention, and God’s 

intervention in the lives of individuals who wanted to die will be discussed to indicate the 
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necessity of helping persons at risk of terminating their lives.  Section three, Job the 

Overcomer, will explore Job’s narrative during his trial through which he lost everything.  

Job will serve as a case study for holding onto hope through perilous times.  Scriptures 

that oppose suicide indirectly will stress the importance of not dying before one’s time 

and fulfilling the will of God.  Section four, Theological Themes Related to the Bible, 

will consider suffering and death as theological themes for suicide.  The terms grief, 

pain, despair, distress, and dismay will be treated to point out emotions akin to suffering.  

When discussing death, definitions for physical and spiritual death will be presented.  

Section five, Theological Themes Related to Overcoming Suicidal Ideations, will offer 

grace and hope as key factors in conquering suicidal ideations.  Section six, Jesus:  The 

Narrative Therapist, will observe the mastery of Jesus as a narrative therapist who healed 

persons in despair by affirming that they are not their problems.  This will be 

accomplished by examining Jesus’ encounters with the woman at the well and with Saul 

on the road to Damascus.  The idea of Jesus as a Narrative Therapist will be embedded 

throughout this section.  The final section, Historical Base, provides perspectives of 

suicide regarding the Stoic, Christian, and Jewish beliefs.  Each position is discussed 

with reasons used by its followers to rationalize their claims.      

 
 

Causes of Suicides in the Bible 

Old Testament 

  There are seven suicides in the Bible with which veterans may be able to 

recognize their feelings and begin to process their own stories.  Each suicide is a part of a 
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narrative in which the suicidal person is in a dilemma of desperation or destitution.  One 

could argue that Abimelech was experiencing the mental disorder, psychosis, as a result 

of having a crushed skull.  A crushed skull would likely lead to a traumatic brain injury 

(TBI), hallucinations, and unclear thoughts, all symptoms of psychosis.  The person – a 

woman – who inflicted this pain on Abimelech contributed to his trauma since death by a 

woman was viewed to be an utter disgrace for a warrior (Nelson, 2005).  Abimelech, who 

seemed so victorious over his enemies, now bore a countenance of humiliation as his 

demise was being forced upon him by an unlikely foe.  Abimelech was at war and he was 

unable to tolerate the embarrassment of defeat.  Abimelech’s armor-bearer followed his 

commander’s orders and thrust Abimelech with a sword.  He would have died anyways, 

with a smashed head, but no way was he going to allow his last breath to be taken by the 

blow dealt to him by a woman.  He wanted a swift departure from his shame.  He was 

concerned that his image would be tarnished from one of strength to weakness.   

Combat veterans have had their share of traumatic events, and these events began 

a journey of mental illness for many of them.  “Post-traumatic Stress Disorder (PTSD) is 

an anxiety disorder that is triggered by a psychologically distressing event that elicits 

intense fear, terror, and helplessness in victims (Moran, Burker, & Schmidt, 2013).  

Roughly 11% - 20% of veterans who deployed to Iraq and Afghanistan, experience 

PTSD, and the number of cases is steadily increasing (Belks, 2016).  Like Abimelech, 

they were attacked and wounded severely, physically or psychologically.  Traumatic 

experiences in combat may include blasts from improvised explosive devices (IED), fear 

of fatalities, receiving enemy fire, and the stress related to not being able to stop bad 
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things from happening (Henderson & Burns, 2015).  Some combat veterans were like 

Abimelech’s armor-bearer, witnessing the horror of an attack.  Veterans have to cope 

with a new way of living after their traumas.  Some are able to reach homeostasis within 

their new normalcy.  Others regret they survived their combat engagements.  Their wars 

have never ended.  They are confronted daily by physical, mental, and spiritual scars.  

Voices from their trauma scenes may speak in their minds continuously.  Some struggle 

with their moral injuries – afflictions caused by the betrayal of a leader or fellow soldier 

(Kirsch, 2014); or actions one does, witness, or allows, that transgress one’s own morals 

and values (Litz et al., 2009).  They would rather be dead.  

  In Judges 16, Samson’s desire for revenge led him to pray for the death of others, 

even at the expense of his own life.  Samson was eager to punish the Philistines, who had 

caused him to lose his eye-sight.  The woman he loved and trusted shaved his head, 

depleting his strength.  Samson became a slave, losing any dignity that was within him.  

Dejected and angry, he asked God to return his strength one more time so that he could 

make the Philistines pay for what they had done to him.  God answered Samson’s prayer, 

and he received enough strength to cause the pillars of the house to fall as he leaned 

against them, killing himself along with the Philistines.  It is no coincidence that in the 

Biblical narrative, only Samson’s suicide includes the active involvement of the Lord, as 

God orchestrated Samson’s miraculous birth in Judges 13 (Shemesh, 2009).  God’s will 

for Samson was to deliver Israel from the Philistines.  That deliverance came through 

Samson’s suicide.   
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  Samson’s prayer to the Lord was evidence that in his suicidal state, Samson was 

spiritual (Nelson, 2005).  Usually, one commits suicide as a result of the loss of hope or 

faith.  However, Samson died exercising his faith in God to give him the strength to 

dismantle the pillars (Butler, 2001).  God’s answer to Samson’s prayer insinuated that 

God approved Samson’s death.  The idea of Samson’s death is complex in that the 

answered prayer was, controversially, God killing Samson.  Conversely, Samson could 

have changed his mind, choosing not to use the strength granted to him by God.  

However, according to another perspective, Samson followed through with his plan, thus 

choosing to murder himself.  The bottom line is that if God had not given Samson the 

strength he needed to push the pillars over, then Samson would not have succeeded in 

killing himself, at least, not in this way.   

  Some veterans who want to die are impulsive in the way they cope with their 

frustrations and contained emotions.  A high risk of substance use is connected to trauma 

experienced in combat, deployments, military service branch, and a mental health 

condition (Nworah, Symes, Young, & Langford, 2014).  Veterans drink alcohol and use 

other drugs to distract them from their problems temporarily, but inevitably, the drugs 

and alcohol will make it more difficult for them to focus on living a productive life or 

experiencing enjoyment in their life (Department of Veterans Affairs, 2015).  The 

decision to cope using alcohol and other drugs have led to sudden urge to kill oneself.  

The comprehension of impulsivity as a key risk factor for suicidal attempts has guided 

researchers to consider suicide as an impulsive action, decided within a moment (Bender, 
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Gordon, Breslin, & Joiner, 2011).  During intoxication, veterans muster the proclivity to 

end their lives.  Nostalgia contributes to this tendency.   

  Saul’s impulsive decision to kill himself was knee-jerk reaction to his pride, not 

wanting the Philistine archers to taunt him with another piercing.  His sons were killed in 

action.  He was injured severely, between his breast bone and navel and he would have 

died anyways (Nelson, 2005).  Conceivably, there was no way he could escape the 

assault against him.  He said to his armor bearer, “Draw your sword and thrust me 

through with it so that these uncircumcised may not come and thrust me through and 

make sport of me” (v. 4).  Saul’s armor-bearer was unwilling and terrified (v. 4).  

Therefore, Saul grabbed his sword and fell upon it himself (v. 4).   

  If the Philistines came within arms-length of Saul, they may have tormented him 

as they had done with Samson (Shemesh, 2009).  In his driven decision to die, it is likely 

Saul regarded his option to fall upon his sword as unavoidable, recalling the words of the 

prophet Samuel the day prior that tomorrow Saul and his sons will be with him (I Sam 

28:19).  Theologian Karl Barth (1886 – 1968) referred to Saul’s suicide as more 

appropriate for moral instruction than for arguing for a direct prohibition of suicide 

(Barth, 1961).  Barth taught that while God commands the protection of life in Exodus 

20:13, human life has no absolute value (Barth, 1961). 

  In 2 Samuel 1:6-10, while “leaning on his spear,” Saul called out to an Amalekite 

who was nearby and told him to “stand over [him] and kill [him]” (v. 9).  Verse 9 reports 

Saul as expecting to die citing the convulsions that have seized him as signs death is 

expected.  The Amalekite killed Saul as Saul directed. 
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  The reason for the death of Saul’s armor-bearer was hopelessness.  His leader, 

whom he was charged to protect, was dead.  He refused to kill Saul, which implied his 

honor for Saul’s position and the understanding he had of his role to defend Saul.  His 

life lacked meaning now because Saul was dead.  He fell upon his own sword.  He could 

have pushed through the battlefield until he reached safety and rest, but Saul, the one 

equipped to make the tough decisions, was no longer with him.  Perhaps, it was just 

easier for him to die than to move on.   

  Like Saul’s armor-bearer, veterans as well as other suicidal persons, have wanted 

to die as a result of hopelessness due to the death of another person, specifically a family 

member.  In a family with a history of suicide, there is a “twofold increase” in the risk for 

suicide, and an even greater risk if there were several suicides by close relatives (Joiner, 

2005).  This risk could be related to genetics and is associated with the overwhelming 

grief of losing a loved one.  Concerning a battle buddy, “survivor guilt is a common 

condition among suicidal combat veterans” (Ross, 2013).  Battle buddies become like 

family members, having spent many days, even years together during peacetime or war.  

If the veteran could not prevent a battle buddy’s death, then self-murder is a way the 

veteran may punish himself or herself (Ross, 2013).     

  Ahithophel’s depression surrounding the rejection of his counsel caused him to 

make the decision to end his life.  Ahithophel hanged himself, believing his counsel was 

best, and depressed that others did not comply with his guidance.  Ahithophel became so 

distraught after he understood that his counsel was not followed (II Sam. 17:23).  

Previously, “the counsel that Ahithophel gave was as if one consulted the oracle of God, 
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so all the counsel of Ahithophel was esteemed, both by David and by Absalom” (2 Sam 

16:23).  Ahithophel could not cope with leaders not following his advice.  Rejection 

devastated him and ruined his reputation as a reliable counselor and incited him to kill 

himself. 

  In I Kings 6, depression led Zimri to kill himself also.  Zimri, saddened and 

presumably ashamed because Israel selected Omri as king over him (v. 16), “went into 

the citadel of the king’s house; he burned down the king’s house over himself with fire 

and died – because of the sins that he committed….” (vv. 18-19).  Israel’s decision to 

choose Omri over Zimri was punishment for Zimri’s role in murdering King Elam.  In his 

drunkenness, Zimri slaughtered the king and the people heard of Zimri’s act.  Zimri could 

not bear the disappointment of his rejection. 

  Veterans struggle with depression for various reasons.  One area in which they 

experience depression is relationships.  Failed relationships cause loneliness, low self-

esteem, and loss of meaning for those whose significant others were a substantial part of 

their existence.  In 2014, 57,477 veterans out of 831,992 were divorced (Department of 

Defense, 2014).  Problems within an intimate relationship developed over time for 

veterans who spent a considerable amount of time away from their families during a 

combat deployment or a state side assignment, as was in the case for veterans of the 

Army Reserve or National Guard called to fulfill a duty assignment for a certain number 

of months.  In some cases, relationship trouble may have stemmed from assumptions or 

actualities of infidelity during deployments (Snyder, Gasbarrini, Doss, & Schieder, 

2011).  Veterans feeling great amounts of anger may project their rage towards their 
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families.  Eventually the strain on the relationships can lead to divorce or separation, 

leading veterans to feel disconsolate over loss and frustration over not being able to fix 

their marriages or other intimate relationships.  Other relationship challenges come from 

the impact of the veteran’s mental health on the family (Monson, Taft, & Fredman, 

2009).  Roughly 38% of Vietnam veterans diagnosed with PTSD divorced within six 

months after their return from war (Price & Stevens, 2016).   

  Reasons for suicide in the Old Testament resemble rationalizations veterans make 

for wanting to kill themselves.  The narratives of veterans are also similar to the Biblical 

account of at least three of the aforementioned characters – Abimelech, Saul, and his 

armor-bearer – who were in combat when they ended their lives.  Many veterans have 

seen war and understand the difficult conditions which occur within such an 

environment.  It is worthwhile to note that each suicide in the Old Testament was 

committed by someone in a leadership role, or esteemed as a representative of strength 

and protection, in the case of Samson and Saul’s armor-bearer.  Stress is embedded in 

roles of great responsibility, and some veterans have held comparable positions – 

commander of troops, protective services detail, infantry, among others.  Leaders, the 

ones on whom others depend for guidance and decision-making, are expected to be 

reliable, trustworthy, courageous and humble.  When they fail, they are overcome with 

shame, hopelessness, pride, and grief.  The scenarios of the Old Testament suicides raise 

the question:  Where do leaders or persons of authority go to cope and work through their 

own sorrows and loss of hope?  When those endowed with might and ability lose their 

capacities to function, or the purpose for their existence dwindles, what antidote or 
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curative is available to restore or produce the ambition to live?  Stigma often prevents 

veterans from getting the help available to them. 

 
 

New Testament 
 

  One suicide is too many, and the presence of only one in the New Testament by 

Judas Iscariot does not make suicide less meaningful than the six cases presented in the 

Old Testament.  In fact, the suicide in the New Testament occurs after Judas’ act of 

betrayal casts Jesus into the custody of those who would lead Christ to his crucifixion, 

which would bring about salvation for all mankind.  Indeed, the suicide of Judas – in 

three theories – is important, as it is a response to feelings of guilt and shame associated 

with disloyalty and treason.  Also, Judas’ will to punish himself after realizing he had 

done wrong may be reminiscent of veterans who want to die because they cannot reverse 

suffering for which they believed they were responsible.   

Judas realized he made a mistake in betraying Christ, which attributed to Christ’s 

death.  For his mistake, he hanged himself.  He had heavy remorse for his actions.   After 

his betrayal of Christ in Matthew 27, his attempt to return the thirty pieces of silver in 

exchange for Jesus’ release from prison suggests his sorrow.  Judas’ anguish was hinged 

on Christ’s compassionate treatment of him, although Christ knew Judas would betray 

him.  Christ expressed love towards Judas by washing his feet in John 13:5, including 

Judas in the work of evangelism in Matthew 10:1-11 and Luke 9:1-6, revealing himself to 

Judas, and by warning Judas that he was not clean in John 13:10 (Killen, 1983).  Yet, 

Judas was not compelled to heed Jesus’ teachings and change his heart.  Grief 
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overwhelmed Judas when he realized he could not reverse his treacherous act.  The early 

church labeled Judas as a traitor for having betrayed Jesus, but Judas’ suicide suggests 

Judas repented of his betrayal and his dying was in his mind the payment for his 

damaging actions (Hewett, 1980). 

To place emphasis on forgiveness, the Christian tradition began to redeem Judas 

by attributing his death to an accident (Browning, 2004).  A theory from Acts 1:18 is that 

Judas had fallen accidentally to his death and burst open.  Judas may have been assaulted 

or he could have lost his balance, and stumbled.  It was important for the church to 

refocus on Judas as a disciple of Christ in order to talk about absolution for Christians 

who make costly mistakes.  “Christian tradition began a process of rehabilitating Judas by 

showing that even his great sin might be forgiven” (Browning, 2004).  

A third theory of Judas’ death was contrived by Papias, bishop of Hierapolis.  

Papias claimed Judas was crushed by a wagon in a narrow street and succumbed to a 

physical ailment that caused great swelling (Holladay, 1988).  Papias accounted for 

Judas’ death in the following way: 

But Judas wandered around the world as a prominent example of impiety.  His 
flesh was so bloated that he couldn’t go through where a chariot could easily do 
so – not even the massiveness of his head.  For they say that his eyelids were so 
swollen that he couldn’t see any light at all and that his eyes couldn’t be seen even 
with a doctor’s lens, because they were buried too deep from the surface.  And 
they say after many tortures and torments that he died on his own land.  This land 
has been deserted due to its stench and is now uninhabited – why even to this day 
no one can go past unless they remember to plug their nose.   
(Zechmann, 2010; Zwiep, 2004) 
 
There is no Biblical proof lending validity to Papias’ claim.  His story of Judas’ 



 

 

27 

death was popular because of its grotesque rhetoric, but the common belief has remained 

that Judas died by suicide.  Like Judas, many veterans want to kill themselves because of 

the mistakes they made.  Some of their errors caused harm to others.  In particular, for 

veterans who experienced combat during Vietnam, there is guilt and moral injury from 

following orders to kill children and innocent civilians, such as in the case when U.S. 

troops were ordered to attack villages with napalm, causing extreme heat and leaving 

very few survivors.  Guilt felt from a war event such as this can be considered 

“inappropriate guilt” because the soldiers were ordered to do something which contested 

their “basic sense of humanity” (Currier, Holland, & Mallott, 2014).  Another type of 

guilt is survivor’s guilt, which plagues veterans who were unable to protect a fellow 

comrade from fatality, or who, due to no fault of their own, were removed from a mission 

given to a comrade who would die in that line of duty. 

 The suicide narratives in the Bible are proofs that veterans are not alone in 

wanting to end it all.  The difference is that the individuals in the Scriptures followed 

through with suicide, presumably because they believed they did not have an alternative 

to getting past their problems.  However, suicidal veterans have a chance to consider their 

narratives in order to extract meaning from life.  The meaning they discover will 

hopefully give them a new perspective and invigorate them to continue living.  
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Job:  The Overcomer 

Introduction 

 Job, who wanted to die because of the acute suffering he endured, would discover 

that God, who was silent during most of his lament, was present the entire time.  Job was 

not alone.  Yet, he felt lonely, was in great agony, and on the brink of giving up.  

Nevertheless, he depended on God to restore his strength or to remove the breath of life 

from him so that he would not suffer any longer.  Job, desiring death to escape his 

immense pain, refrained from suicide as his way out because of his faith in God.  Job 

ignored his wife’s suggestion that he “curse God and die” (Job 2:9).  He held on with 

every ounce of his being and is proof that God answers eventually, and can restore one to  

health.  This section will explore Job’s resiliency during his struggle, using Job 6:1-13 as 

key verses. 

“Then Job answered:  Oh that my grief were actually weighed and laid in the 
balances together with my calamity!  For then it would be heavier than the sand 
of the seas; Therefore my words have been rash.  For the arrows of the Almighty 
are within me, their poison my spirit drinks; The terrors of God are arrayed 
against me.  Does the wild donkey bray over his grass, or does the ox low over 
his fodder?  Can something tasteless be eaten without salt, or is there any taste in 
the white of an egg?  My soul refuses to touch them; They are like loathsome 
food to me.  Oh that my request might come to pass, and that God would grant 
my longing!  Would that God were willing to crush me, that He would loose His 
hand and cut me off!  But it is still my consolation, and I rejoice in unsparing 
pain, that I have not denied the words of the Holy One.  What is my strength, that 
I should wait?  And what is my end, that I should endure?  Is my strength the 
strength of stones, or is my flesh bronze?  Is it that my help is not within me, and 
that deliverance is driven from me?”  (Job 6:1-13) 

 

 Job 6:1-13 sets the tone for discussing themes – suffering of the righteous, 

lamentation, human suffering, faith, patience, impatience, doubt, hopelessness, and death 
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– associated with the experiences of Vietnam veterans diagnosed with Posttraumatic 

Stress Disorder (PTSD).  “PTSD is a mental health problem that can occur after someone 

goes through a traumatic event like war, assault, or disaster” (National Center for 

Posttraumatic Disorder, 2012).  Job endured a series of disasters, leading to losses of 

family, wealth, and workforce.  First, the Sabeans bombarded his property, took away his 

500 oxen and his 500 donkeys, and killed his servants with the sword (1:14-15).  Then, a 

fire erupted and consumed Job’s 7,000 sheep and more servants (v.16).  Next, three ro'sh, 

or companies of Chaldeans raided Job’s 3,000 camels and murdered more servants (v. 

17).  As if the latter three travesties were not crushing enough, a great wind brought down 

the house where Job’s seven sons and three daughters were feasting, causing all ten of 

Job’s children to die (vv. 18-19).  The catastrophes Job suffered multiplied Job’s grief not 

only because each event created a great loss, but also because each tragedy occurred 

within minutes of the previous, quickly multiplying Job’s anguish.  While Job was yet 

grieving his losses, he was afflicted with excruciating boils that covered his body from 

head to toe (v. 7).  Almost simultaneously, everything went wrong for Job.  Job suffered 

severe spiritual, mental, physical and emotional stress.    

 In discussing PTSD, Job 6:1-13 is relevant.  Vietnam veterans will be able to 

relate to Job’s impulsiveness to speak blunt expressions of woe and misery.  Job’s friends 

failed to understand Job.  Family and friends misunderstood Vietnam veterans as well.  

Vietnam veterans were not welcomed home, to America, where citizens accused and 

shunned them for their part in a war most Americans did not understand.  Vietnam 

veterans know how it feels to lose close friends, and even family, due to war.  Job lost his 
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children.  Many Vietnam veterans have lost hope and have wanted to die because the 

memories of their chaotic pasts have led to unbearable spiritual and mental struggles in 

the aftermath.  The horrific images Vietnam veterans witnessed during combat play over 

and over again in their minds, depleting any sense of normalcy for them.  Just as Job was 

forced to undergo great tribulations, most Vietnam veterans, a great percentage of them 

under the age of 19, were drafted and thrust into the midst of a war that would claim the 

lives of 58,220 troops (National Archives, 2012).  Job and Vietnam veterans are joined 

by the stings of persecution and suffering. 

The land of Uz (1:1), or the borders of the city, is the setting of Job 6:1-13.  Job 

had not abandoned his city, though it is conceivable that he was forced to leave due to his 

disease of open sores, which may have been leprosy or elephantiasis (Dobson, Feinberg, 

Hindson, Kroll, & Wilmington, 2005).  Though the exact location of Uz is unknown, it 

was likely in the Syrian or Arabian Desert, east of Palestine (Bowling, 1983).  Because 

all that he owned and loved was stolen or massacred, except his wife, Job’s setting was a 

gloomy one.  As a sign of his mourning, he sat among the ashes (2:8), covered in boils 

and unrecognizable (2:12).  Job may have been tucked in a wadi, the low point of a 

stream, on the side of a mountain, where he could be easily hidden (Merriam-

Webster.com).  The Bible is not clear about Job’s exact location after he has been 

stricken with the boils.  Possibly, from his standpoint, Job was able to see or smell 

evidence of the ruins – traces of the fire’s scourge and blood-soaked pastures.  Every 

image served as reminders of the slaughter that had taken place.  Job must have relived 

the calamitous days over and over again, trying to squeeze meaning out of what he saw 
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and why such disasters would come to him.  The images must have compounded his 

grief. 

Job lived during a patriarchal era.  Therefore, while Job may have had scorners 

passing by him, it is a good chance that he was not approached by organized groups, 

demanding that he be quarantined or stoned.  Job was a worshipper.  Therefore, in his 

space and despite his acute sadness, he honored God, referring to God as Almighty (v. 4) 

and the Holy One (v. 10).   

          The authorship and date of the book of Job is unknown.  Some scholars have 

suggested that Moses is the writer.  Others believe that the Israelites, Midianites and 

Job’s descendants documented Job’s story (Dobson et al., 2005).  At any rate, the author 

of Job is believed to be Jewish.  A book by a Jewish man about a non-Jewish man was 

likely written at a time of foreign sentimentalism (Dobson et al., 2005).   Such a time 

would have been during Solomon’s reign and not during or post Babylonia exile, or 

during the Maccabean revolt, as Dobson et al. presumed: 

[The reign of Solomon] was probably the most cosmopolitan period of Jewish 
history; for there was much trade with other peoples, foreigners were used in the 
construction of the Temple and the king’s palace, and Wisdom Literature was in 
vogue. (Dobson et al., 2005)   

 
 In Job 6:1-13, Job’s audience is his friends – Eliphaz, the Temanite; Bildad, the 

Shuhite; Zophar, the Naamathite; and Elihu, the Aramean.  God is present also, and Satan 

is there hoping Job would fall short of his integrity.  Job’s wife is probably nearby, still 

wanting Job to give in to the temptation of cursing God. 

 The form of Job 6:1-13 is poetry and the structure is dialogue, for Job is 

responding to Eliphaz, who in chapters 4 and 5, provided critique and guidance to Job.  
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Often, it is implied that the writer, not identified in the Scriptures, was a member of the 

tradition that produced Proverbs and Ecclesiastes (Balentine, 1991).  People belonging to 

the nobility would have been educated students of the Canon who were hungry for more 

wisdom.  

 As a whole, the Book of Job is interrelated to the other poetic books – the Psalms, 

Proverbs, Ecclesiastes, and Song of Solomon.  As Wisdom Literature, the Book of Job is 

also akin to the other wisdom books – Proverbs and Ecclesiastes (Dobson et al., 2005).  

Job’s pronounced struggle of faith in 6:1-13 parallels the emotional toil resonated in the 

Psalms.  The psalmist in Psalm 88 complains of his agony and presumes that God is 

against him.  The psalmist cries:  “O Lord, why do You reject my soul?  Why do You 

hide Your face from me?  I was afflicted and about to die from my youth on; I suffer 

Your terrors; I am overcome.  Your burning anger has passed over me; Your terrors have 

destroyed me” (vv. 14-16).  In Ps 102, the psalmist speaks of his affliction.  He states that 

his “heart has been smitten like grass and has withered away, indeed [he] forget[s] to eat 

[his] bread” (v. 4).  Like Job in 6:5-7, the psalmist uses food in discussing his 

predicament.  Also, the psalmist relates himself to animals (the pelican, owl, and sparrow 

in Ps 102:6-7). 

 In Psalm 40, David proclaims a benefit of having faith in God – a benefit that Job 

has not yet experienced.  David announced, “I waited patiently for the Lord; and He 

inclined to me, and heard my cry.  He brought me up out of the pit of destruction, out of 

the miry clay, and He set my feet upon a rock making my footsteps firm” (vv.1-2).  Job 

was yet waiting patiently for God, for he had not succumbed to the pressure to curse God 
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and he had not taken matters into his own hands.  Both David and Job have “proclaimed 

the good news of righteousness” (Ps 40:9) and have “not concealed the words of the Holy 

One” (Job 6:10). 

 Proverbs 9:10 depicts Job’s journey to wisdom.  Job pursued the presence and 

counsel of God relentlessly in his distress.  He maintained his posture of reverence to 

God through his speech of veneration.  Yet, Job’s fear of God was not as comprehensive 

as he thought, and he would learn this when God responds to his call.  Job’s journey 

would lead him to discern the fear of the Lord and to discover the knowledge of God 

because God will give him wisdom, knowledge, and understanding when God speaks.  

By the end of Job’s ordeal, Job will be able to speak of God in total fear – acknowledging 

and recognizing God fully in religious and moral issues without hesitation (Konkel, 

2006). 

Imagery in Job 6:1-13 is echoed in other sections of the Book of Job.  In 6:2, Job 

wants his friends to understand the burden of grief he is describing.  A scale, figuratively 

speaking, would prove that his weight is unbearable.  Then in 31:6, Job wants God to 

trust him.  Again, a scale is mentioned:  “Let Him weigh me with accurate scales, and let 

God know my integrity.”  The scales would confirm Job’s suffering and character.   

Job 16:12-14 reiterate his feelings in 6:4.  Job believes God has turned against 

him with war.  In 1:4 and 16:13, God is portrayed as an archer, whose target is Job.  Job’s 

idea of God as his tormentor remains the same as it is in chapters 6-15.   

 In verse 14:13, Job entreaties God for death in 6:8.  Yet feeling God’s anger has 

not let up any, Job begs God to “hide [him] in the grave” and to “conceal [him] until 
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[God’s] wrath is past” (14:13).  Job adds to his request “that [God] would appoint [him] a 

set time, and remember [him]” (14:13).  

 
The Text 

  Job 6:1-13 may be divided into two parts: 

I. Job’s justification for his grief (vv. 1-7) 

A. Job’s grief is too much for him to bear (vv. 1-3). 

B. Job’s grief is intensified by his belief that God is his tormentor (v. 4). 

C. Job feels his response is a normal reply to his disposition (vv. 5-7). 

II. Job’s insistence for fate (vv. 8-13) 

A. Job wants God to kill him (vv. 8-9). 

B. Job believes death will protect his integrity (v. 10). 

C. Job feels he is too depleted to hope for restoration (vv. 11-13). 

In Job 6:1-13, Job is responding to his friend, Eliphaz.  In Job 4, Eliphaz accuses 

Job of being impatient (v. 2) and of having committed iniquity (vv. 7-8).  Also in Job 5, 

Eliphaz suggests that Job’s present state has come upon him due to something Job has 

done to offend God (5:6).  In King James Version Bible Commentary, Edward Dobson 

proposed that Eliphaz’s stance is in favor of the concept that Job has failed to be perfect:  

“Job’s affliction and trouble did not just spring out of the ground without being sown 

there earlier by him” (Dobson et al., 2005).  Eliphaz seems to view Job as one who has 

fallen from a place of peace with God.  In his counsel to Job, Eliphaz is perhaps likening 

Job’s current demeanor to one of a fool, one who is eventually killed by wrath (5:2) or 

who takes root (5:3), or sharash, by hiding his voice, holding his peace, or being hushed 
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by circumstances (Weber, 1980b).  Eliphaz’s verbal rebuke towards Job “wounds Job 

deeply, and he first of all replies to it, justifying the bitterness of his complaints by the 

overwhelming heaviness of his sorrow” (Davidson, 1960).  Still alive, Job replies to 

Eliphaz in 6:1-13.  Job explains the heaviness of his grief.  Grief, or ka’ac, is defined as 

anger, vexation, provocation, and sorrow (Brown, Driver, Briggs, & Gesenius, 2016a).  

In verse 3, Job alludes to Prov 27:3:  “A stone is heavy and the sand weighty, but the 

provocation of a fool is heavier than both of them.”  Job points out that if he has been 

behaving foolishly as Eliphaz suggested (5:2-3), then it is because the wrath upon him is 

so great that it is immeasurable.  The magnitude of Job’s chronic physical condition is 

apparent – his skin corroding and causing a stench.        

Making Job’s grief greater is Job’s notion that his suffering has come by the hand 

of God.  Job’s understanding is that God has spearheaded his downfall.  Metaphoric 

language, such as God as an archer in verse 4, paints a clear picture that corresponds to 

how Job is feeling.  Job conveys himself as God’s prey (6:4), hunted and deserted to die.  

Incapacitated by his grief, Job thought of God as an oppressive ruler, rather than a refiner 

who would attempt to bring Job to a greater perfection.  Job saw himself as the target at 

which God’s terrors – bi`uwthiym - or alarms, were concentrated (Brown et al., 2016b).  

During Job’s era, arrows were used during warfare, and were either poisoned or tipped 

with combustible materials (Unger, 1996).  Figuratively, Job envisioned that the arrows 

meant for him were dipped in a contaminant that has injured and impaired him, and that 

are capable of killing him.  In The Book of Job: A Commentary, Norman Habel presents 

the idea that Job’s view of God during his affliction escalated to the image of Reshef, the 
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Canaanite god of pestilence (Habel, 1985).  In Yahweh and the Gods and Goddesses of 

Canaan, John Day describes Reshef as “an underworld god, whose arrows brought 

plague and pestilence,” and of whom mention is made in Job 5:7, Hab 3:5, and Ps 78, 48, 

49, and 91 (Day, 2010).  Job sees God as vindictive, and adheres to the position that God 

sees him as His enemy. 

Job’s use of if and then statements relieves him of fault for his mood, and places 

blame on something else.  Oh, that (v.1), as if to say, Oh, if, “my grief were fully 

weighed, and my calamity laid with it on the scales!  For then (v. 2-3a) [Eliphaz would 

understand why Job’s words are so cutting]….”  Oh, that, as if to say, Oh, if, occurs again 

in verse 8.  Oh, that I might have my request….Then I would still have comfort” (v. 10). 

 Job is well aware of not only the weight of his grief, but his reactions.  Job was 

traumatized physically, from a sudden and fierce disease; mentally, because he could not 

understand the reason for his punishment; emotionally, after losing his children, whom he 

loved and for whom he made sacrifices; and spiritually, embracing the idea that God has 

turned against him.  Job’s grief, (the effect of his calamity) invoked him to curse the day 

he was born (Job 3:1, 3-11), which seemed to be a violent and impetuous reaction to 

Eliphaz.  Job’s quandary spun him into an outrage.  Job’s strong and unbearable emotions 

caused him to be impulsive.  Though it is believed that the word rash in 6:3 means 

violent, in the context of Job’s justification, the word rash (6:3), or luwa’, means to 

swallow down (Brown et al., 2016d).   In other words, Job is telling his friend Eliphaz to 

pardon his expressions, which have been reflections of his unspeakable pain.   
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Job feels his response is a normal reply to his disposition.  Job asks Eliphaz two 

sets of questions, rhetorical, that come across as sardonic towards Eliphaz’s insensitivity 

and lack of consolation.  Of course the wild donkey would not nahaq, or cry out, when it 

has food to eat (Brown et al., 2016e), and the ox does not low, or moo, when it is fed 

(Merriam-Webster.com).  According to Habel:  

It is as natural for a hungry bull to bellow as for a person in pain to cry in 
anguish….  Fodder appeases the animal’s hunger and stops him from bellowing.  
If Job is the hungry, searching animal, then the food he desires to ease his anguish 
is “comfort” from his friends…if he had received proper food (true words of 
comfort) from the friends he would not be screaming in anguish….  [His friends’] 
food (comfort) is so loathsome Job treats it as diseased and rotten (v.7).   
(Habel, 1985)   
 
Writers interpret the flavorless food and the white of an egg in verse Job 6:6 to be 

metaphors of what God was dishing out to Job, as opposed to references to the 

inconsideration of Eliphaz.  Robert Alden argues, “The point of the verse is that Job felt 

he had been served a tasteless and even repulsive diet by God” (Alden, 1993).  Dobson et 

al. (2005) defines the food Job needed as love, justice, and understanding.   

Expecting kindness from his friends (v.14), Job was disappointed with the 

judgmental nature in which he was handled.  Job seemed to distance himself emotionally.  

“It is as though Job’s suffering has driven him so deeply into himself that even in his 

response to others his solitary consciousness persists” (Janzen, 1985).  Supposedly, 

uplifting words would not have alleviated Job from his agony.  What and who can 

neutralize venomous arrows launched by what Job perceives as God’s anger?  There is no 

balm to suppress the terrors of God.  The bi`uwthiym (v. 4), or unexpected attacks of God 



 

 

38 

are of an unmatched force, and have no medicament but God’s own healing power.  Job 

could not identify a fault that would arouse God to anger.     

 In Job 6:8, it is apparent that Job reaches his breaking point when Job 

communicates his longing for God to kill him.  Job prefers his demise next to Eliphaz’s 

suggestion that Job seek God for deliverance (5:19) and redemption (5:20).  Job does not 

foresee restoration as an option since God is, in Job’s mind, the enemy.  In Job 3:20-23, 

Job’s attitude towards death was less emphatic:   

Why is light given to him who is in misery, and life to the bitter of soul, who long 
for death, but it does not come, and search for it more than hidden treasures; who 
rejoice exceedingly, and are glad when they can find the grave?  Why is light 
given to a man whose way is hidden, and whom God has hedged in?   
“Now Job, [in 6:8-10], who assumes that God is responsible for his affliction, 

wishes that God’s hands were no longer tied but free to annihilate him” (Habel, 1985).  

God, who Job has served faithfully and who Job communed with daily, seems distant and 

unmoved by Job’s declination.  The absence of God’s help must be devastating to Job.  

Job sees his existence as meaningless to God.  Job, who may have felt like taking his own 

life, refrains from self-destruction and leaving his fate in God’s hand gives a hint that 

Job, despite his weariness, is able to yet trust God.  In The Complete Biblical Library Old 

Testament Study Bible, Stanley Horton proposed that Job “wanted the satisfaction of 

going to his grave without letting his constant pain force him to disobey God….another 

way for Job to claim that he refused to give up his integrity, that he would not curse God” 

(Horton, 2000). 

In verse 6:11, Job views his physical strength as completely diminished.  Job’s 

koach, or human strength, is gone (Brown et al., 2016c).  He has no energy.  “[Job’s] 
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strength is brought too low; it is not conceivable that he should be restored; he cannot 

entertain any such hope” (Spence & Exell, 2001).  He is incapable of all that he was once 

able to accomplish as a patriarch.  Therefore, why should he wait, or hope (NKJV)?  To 

wait would mean to expect God to rescue him.  In Job’s mind, why would God, who is 

angry with him, liberate him from his misery?  Job could see no chance of better days 

ahead.  Concerning hope, Leland Ryken wrote: 

Hope is variously something for which one waits eagerly (Gal 5:5) or patiently (Is 
8:17), something that is unshaken (2 Cor 1:7) and steadfast (I Thess 1:3).  Hope is 
something that is “set” on its object (I Tim 4:10; 5:5; 6:17) and that is itself “set 
before” the believer as an encouragement (Heb 6:18).  The coordinates of hope 
are joy (Rom 5:2), faith (Heb 11:10, perseverance (Rom 5:3-5 and endurance (I 
Thess 1:3).  (Ryken, 1998)      
 
In verses 12-13, Job furthers his discourse on his inability to weather his storm.  

His despair has sucked the life out of any hope that may have remained before Job 

became physically ill.  It is hard to crack a stone, but Job, made of flesh, was cracking.  

His strength could no longer compete with his incomparable afflictions.  Job concluded 

that there was no help, within himself or coming from God. 

 
Interpretation 

 
Scholars have reported what they perceive to be problematic concerning the Book 

of Job.  One challenge presented regarding Job’s story is the idea that Job was a fictional 

character – a legend made up to discuss perseverance among men of great status.  

Because Job was not an Israelite and could not be linked to any of the great patriarchs, 

like Noah, Job’s existence could not be proven.  Whether a real historical person or not, 

men and women who are ambushed by enormous onslaught without any logical reason 
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will connect to Job’s outcry in Job 6:1-13.  Job’s feelings are how other God-fearing 

people have felt.  The upright who has believed God has dealt with them unjustly can 

relate to Job’s vexation.    

Job 6:1-13 challenged the faith of people who feared and obeyed God.  Was their 

reverence and obeisance to God contingent upon the blessings bestowed upon them?  

Could they remain as faithful to God without much wealth, while gravely ill, and in a 

mental state of depletion, as they had when their lives were intact and void of 

devastations?  During times of suffering, would they cling to their faith and remain 

devoted to God?  Job, a man who “was blameless and upright, and one who feared God 

and shunned evil” (1:1), was subjected to great losses and physical pain.  The God Job 

worshipped and sought on the behalf of his children, who may have cursed God in their 

hearts (1:5), was not rescuing Job from his distress.  Readers, afforded the knowledge 

that God trusted Job to remain faithful when the hedge around Job (1:10) was temporarily 

dismantled, must have wondered if God can trust them if the gates protecting them were 

propped open.   

Job 6:1-13 addresses themes that give meaning to the text.  One theme is the 

suffering of the righteous.  According to Eliphaz, Job is suffering because he has been 

sinful.  However, God declared that “there is none like [Job] on the earth, a blameless and 

upright man, one who fears God and shuns evil” (1:3).  Because of God’s approval of Job 

as a righteous man, Job’s suffering confirms that righteous people can be confronted with 

extreme hardships without having done anything wrong.  For the upright, sin does not 

have to be a prerequisite for affliction or misfortune.  This can be perplexing, for what is 
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an innocent man to do, having buckled under the pressure of grief caused by havoc, and 

receiving no relief from the God to whom he has devoted his life.  What should that 

person believe?  Concerning the suffering of the righteous, Dobson et al. states: 

The ungodly deserve their suffering, for it is the natural result of their sin, so the 
argument goes; but if a man is as faithful and obedient to God as he knows how to 
be and still meets calamity, that situation causes a crisis of faith and is the true 
point of tension in the book [of Job].  (Dobson et al., 2005)  
 
There is a purpose for the suffering of the righteous.  Job’s suffering occurred so 

that God would substantiate His claim that Job would not turn his back on God.  Another 

righteous person’s languish may be sanctioned by God for a different reason.     

 Another theme that helps to explain the meaning of Job 6:1-13 is patience.  

Sometimes God will become silent during horrific times in the lives of his servants.  

There are occasions when the people of God must wait on God for renewed strength.  

The wait can be long, without a word or sign from God.  God is making Job wait for a 

response from Him and a release from his misery.  Job has not heard from God since his 

tribulations began, as far as the reader is aware.  Job’s pursuit of God leaves him 

vulnerable because he is baffled by two different experiences:  God is absent without a 

trace, refusing to answer Job, and yet, God is present, stalking Job as a beast preparing to 

devour its prey (Balentine, 1991).  Indeed, God is active in Job’s life, not allowing Satan 

to kill him (2:6).  God is proving a point that Job truly shuns evil (1:1) – the evil, in this 

case, being a curse towards God.  When God finally speaks to Job (Job 38), God’s 

communication demonstrates that He cares and controls the world even with its 

unexplainable suffering (Butler, 2001).   
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Job, frenzied and running out of patience (v. 11), is demonstrating patience in that 

he is waiting on God to comfort him with death (vv. 9-10).  He is unwilling to take 

matters into his own hands.  His death must be God’s work, and so he waits.  Job’s words 

in 6:11 – “What strength do I have, that I should hope?  And what is my end, that I 

should prolong my life? – suggest that Job’s patience has run thin.  When Job lost his 

children, possessions, and servants, Job’s reply was:  “Naked I came from my mother’s 

womb, and naked shall I return there.  The Lord gave, and the Lord has taken away; 

Blessed be the name of the Lord” (1:21).  Job’s words in 1:21 stressed that, though he 

was grieving, he was patient for God’s will to be done.  In 6:1-13, Job is exhausted by his 

thought that God wants him dead. Impatience has taken root.  It is probable that during 

his time of muteness (2:13), Job wrestled inwardly regarding his faith and what should 

become of him (Elwell, 1988).    

God is patient too.  God did not become shocked or angry with Job as Job was 

unleashing his frustration.  God was not nervous that Job would disappoint Him with a 

curse.  Job’s perceptions of God as a torturer and an unfair punisher did not provoke God 

to kill Job, as Job requested (6:8).  God is omniscient.  It is God’s wisdom of Job’s past, 

present, and future as a loyal servant that prompted God to render Job to the attacks of 

Satan.  God trusted Job.  God knew Job would survive the massive blows of disaster and 

the deprivation of explanation and consolation from God.  God was certain that in the 

midst of chaos, Job would remain faithful in his aftermath of grief, loneliness, and 

hopelessness.  God allowed Job to let out his frustration.  Job’s lament was expected and 

measured up to his pain.  God waited until His time to speak with Job (38-39). 
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Application 

In an effort to overcome suffering through narrative therapy, a veteran can apply 

Job 6:1-13 to his or her life by learning to lament, that is, let out the frustrations and 

agony broiling within their souls.  Job was transparent to his audience.  He laid his soul 

before them.  There must have been some consolation he was receiving from not sparing 

his feelings, when he was not in a state of muteness.  It seemed as if Job’s hope returned 

to him the more he shared his discontent.  Talking seemed to become therapeutic to him.  

In chapter 6, he was ready to die.  He continued his attitude of defeat throughout chapter 

12.  Then in chapter 13, something miraculous began to happen.  Job began to speak 

words of faith.  He declared:  “Though he slay me, I will hope in Him…(13:15).”  Now, 

Job is professing hope.  It is probably Job’s continuous sharing that helped to keep him 

engaged in living.  Job also began to bargain with God.  Job prayed, “Only two things do 

not do to me, then I will not hide myself from You:  withdraw Your hand from me, and 

let not the dread of You make me afraid” (20-21).   

Through narrative therapy, veterans could achieve a healing that Job achieved 

through praying to God as he articulated his grief.  Eventually, God answered Job in 

chapters 38-39.  Through words, God explained his omnipotence, using many rhetorical 

questions.  “Is it by your understanding that the hawk soars, stretching his wings toward 

the South?  Is it at your command that the eagle mounts up and makes his nest on high?”  

God reminded Job that He is in charge of all creation.  In chapter 42, God restored Job.  

Job 42:12 states:  “The Lord blessed the latter days of Job more than his beginning….”  

God can restore veterans if they call upon him as they deal with their painful pasts 
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through the process of a spiritually-driven narrative therapy.  Hope is available to them if 

they persevere. 

 
Treatment of Suicide in the Scriptures 

Suicide prevention is key to promoting life and keeping veterans safe.  A hands- 

on intervention is the best immediate action to helping the suicidal veteran find hope.  

Suicide prevention is echoed in Acts by Paul.  Paul prevented a Philippian jailor from 

attempting suicide in Acts 16:28.  God sent a great earthquake to shake the foundations of 

the jail (v. 28), where Paul and Silas were chained for casting a demon from a girl who 

brought her master great profits through fortune telling under her demonic possession 

(vv. 16-28).  When the earthquake shook the prison, the doors opened and broke the 

stocks from the feet of the people.  The jailer awoke frightened (v. 27), and seeing none 

of the prisoners, he assumed the prisoners had fled.  According to Roman law, jailers 

were responsible for the prisoners assigned to them and punishment of public humiliation 

by death awaited them if their prisoners escaped (Allen, 2013).  The jailer feared the 

penalty by public display so he positioned his sword to kill himself (v. 27).  Paul shouted, 

“Do yourself no harm for we all are here” (v. 28).  In the jailer’s predicament, Paul 

alluded that suicide was not necessary since the prisoners were all there.  Paul did not 

debunk suicide as a sinful act in this scenario.  However, throughout his ministry, Paul 

placed emphasis on deliverance and life, even during his sufferings as a prisoner in 

Rome.  In Philippians 1:18-26, Paul juxtaposes life and death and concludes that living 

on the earth is “needful” to help others grow in faith.  Paul said: 
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For to me, to live is Christ and to die is gain.  But if I am to live on in the flesh, 
this will mean fruitful labor for me; and I do not know which to choose.  But I am 
hard-pressed from both directions, having the desire to depart and be with Christ, 
for that is very much better; yet to remain on in the flesh is more necessary for 
your sake.  Convinced of this, I know that I will remain and continue with you all 
for your progress and joy in the faith, so that your proud confidence in me may 
abound in Christ Jesus through my coming to you again.  (vv. 21-26)  

 
 Paul’s plea to the jailor in Acts 28 and the decision that Paul and the prisoners 

made to remain steadfast, humbled the jailor and led him to trembling and asking, “Sirs, 

what must I do to be saved?” (v. 29)  Paul spoke the word of God to the jailor and the 

jailor’s family.  The jailor and his family were saved and baptized.  The jailor’s mindset  

to bring death upon himself changed quickly to a will to live, and to live in Christ. 

 Suicide prevention for veterans means having someone, like Paul, or a network, 

like the Department of Veterans Affairs, to reach out and offer help.  Veterans with 

PTSD, depression, and substance abuse disorders have a higher risk of killing 

themselves.  However, the rate of suicide is lower for the veterans who receive care at a 

Veterans Affairs (VA) medical center (Clancy, 2015).  This is due greatly to the 

intentional emphasis on treating the whole person – physically, emotionally, mentally and 

spiritually.  Veterans who do not visit a VA will be less informed about the help they can 

receive from suicide prevention coordinators, counselors who can address stressful 

events, psychiatrists who can conduct medicine management, and chaplains who can help 

veterans with identifying sources of consolation.  In order for therapy to be effective and 

restorative, suicide prevention should go beyond immediate intervention, and extend to 

the narrative approach, when one can distinguish meaning in his or her life experiences 

and secure purpose for living. 
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 God’s intervention in the lives of persons who wanted to die is a testament to 

suicidal veterans that he has compassion towards hopeless individuals, overwhelmed by 

life.  God provided strength to Elijah, who wanted to die.  After fleeing for a day, Elijah 

found shade under a tree and prayed, “It is enough; now, o Lord, take my life, for I am 

not better than my fathers” (I Kings 19:4).  In his despair, Elijah questions the value of 

his life (Kaplan & Schwartz, 2008).  One could argue that Elijah’s prayer was not an 

indication of suicidal ideations, but a plea for relief.  It is rational to believe that if Elijah 

wanted to die, he would have allowed Jezebel to kill him.  However, it is probable that if 

Elijah lacked faith his situation would change, and if his predicament prolonged, his 

despondency could have led to suicide, since he wanted to die.  God responded to 

Elijah’s outburst with the provision of rest, food and water to restore Elijah’s physical 

strength and to reaffirm to Elijah that God was with him.  God had a plan for Elijah and 

was faithful to see Elijah through his exhaustion.  One of Elijah’s purpose was to mentor 

Elisha, who would become his successor (1 Kings 19:9-14). 

 God showed Moses mercy during Moses’ frustration and weariness over his great 

responsibility to lead the Israelites to the promised land.  Moses saw himself as 

unequipped for such a great calling.  Moses cried out to God:  

Where am I to get meat to give to all this people?  For they weep before me, 
saying, “Give us meat that we may eat.  I alone am not able to carry all this 
people, because it is too burdensome for me.  So if you are going to deal thus with 
me, please kill me at once, if I have found favor in your sight, and do not let me 
see my wretchedness.  (Num 11:13-15)   
 
Moses’ complaint to God may be considered as a message, a bargain, as opposed 

to a serious desire to die, but it is important to note that suicides occur as a result of 
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frustrating situations like this, even though the initial intent was not to die (Kaplan & 

Schwartz, 2008).  When there is seemingly no way out of despair, one may begin voicing 

suicidal ideations, though the person does not want to die.  God heard Moses’ call and 

provided seventy elders to help him lead the Israelites. 

God restored Tobit, an Israelite and a captive to Nineveh, who prayed for death 

after hiding to avoid the punishment that awaited him for burying his kindred (Tob 2) 

(Coogan, 2001).1  Tobit became physically blind by the white films from the sparrow 

droppings that fell into his eyes as he slept.  His condition limited his ability to perform 

the charitable works for which he was known.  Tobit cried:  “For it is better for me to die 

than to see so much distress in my life and to listen to insults” (Tob 3:6).  God restored 

Tobit’s sight by sending his angel, Raphael, to remove the white films from his eyes (Tob 

3:17) (Coogan, 2001). 

Old Testament scriptures oppose suicide indirectly.  The Bible does not use the 

word suicide or address suicide in terms of right or wrong, or as an action permitted or 

condemned.  However, the Bible commands, “Thou shalt not murder.” (Exod 20:13).   In 

the Hebrew, kill (ratsach) is synonymous with murder (phoneuó, Greek), and means to 

kill or to put to death, to kill, or to slay (Brown et al., 2016f; Liddell & Scott, n.d.b).  

Christ’s elaboration on Exodus 20:13 in Matthew 5:21-26 insinuates suicide is wrong 

(Killen, 1983).  In the verses, Jesus equates murder with being angry towards one’s 

brother.  Viewing a brother as good-for-nothing or as a fool, which warrants enough guilt 

                                                
1Scriptures from Tobit are in the New Revised Standard Version. 
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“to go into the fiery hell,” (v. 22), makes one guilty of a crime before the judge.  Jesus 

points to reconciliation as a requirement for offering gifts to God at the altar.  This strong 

emphasis on relationships implies that if it is wrong to regard another person with fury as 

worthless and senseless, then the same would be true for individuals who are suicidal and 

feel this way towards themselves.  Viewing the self in this way could lead to self-

destruction, just as regarding a brother as an imbecile and acting irately towards that 

person can kill friendships, and fellowship with God.  One can conclude that based on 

this rationale, suicide is a sin, not in compliance with the sixth commandment.   

I Corinthians 3:16-17 relays, “Do you not know that you are the temple of God 

and that the Spirit of God dwells in you?  If anyone defiles the temple of God, God will 

destroy him.  For the temple of God is holy, which temple you are.”  Thus, one who 

defiles, or corrupts his or her body has offended God. 

Is suicide forgivable?  The Bible refers to only one sin as the unforgiven sin.  

Jesus states: 

 Therefore I say to you, any sin and blasphemy shall be forgiven people, but 
blasphemy against the Spirit shall not be forgiven.  Whoever speaks a word 
against the Son of Man, it shall be forgiven him; but whoever speaks against the 
Holy Spirit, it shall not be forgiven him, either in this age or in the age to come.  
(Matt 12:31-32)  
 
Blasphemy against the Spirit, not suicide, is the unpardonable sin.  One may say 

that because a person who completed suicide cannot confess their sins, per 1 John 1:9, 

then it is impossible for the deceased person to receive forgiveness, thus making that 

individual lost throughout eternity.  Another person may argue that the death and 

resurrection of Christ covered all sin, including suicide.    
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Ecclesiastes 7:17 opposes premature death:  “Do not be excessively wicked and 

do not be a fool.  Why should you die before your time?”  The ultimate for human beings 

is death, so why rush it?  An assumption is that when a person ends his or her life, that 

person has terminated life before God’s appointed time.  God does not necessitate an 

individual’s participation in his or her demise.  If God wants life to conclude, God knows 

how to bring one’s existence on earth to an abrupt end when God’s purpose for a person’s 

life is completed.  Ecclesiastes attributes dying before one’s time as a foolish, or absurd, 

concept. 

Through the prophet Jeremiah, the Lord professes, “For I know the plans that I 

have for you, declares the Lord, plans for welfare and not for calamity to give you a 

future and a hope” (Jer 29:11).  In this verse, the prophet Jeremiah’s letter to Israel 

assures the people that God will not allow them to suffer always.  Seventy years of 

cruelty in Babylon was a long time, but God’s word through Jeremiah was intended to 

send hope that God’s future for them included peace and not a brutal fate (Allen, 2008).  

The purpose of the word from Jeremiah was to encourage Israel to continue waiting for 

deliverance without losing faith in God.  If God were not concerned about his people, he 

would not have given such a promise and would have allowed the offspring of his people 

to die.  God has plans for his people to live on the earth, not hopelessly, but optimistic 

and full of faith.  Acts 13:36 states, “For David, after he had served the purpose of God in 

his own generation, fell asleep, and was laid among his fathers and underwent decay.”  

David did not die until he fulfilled the purpose God had for him.  God’s intent is for all 

mankind, like David, to continue living until God’s purpose for their lives has been 
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accomplished.  Committing suicide eliminates the possibility for God’s purpose for one’s 

life to be achieved entirely.  Paul declared, “For I am confident of this very thing, that He 

who began a good work in you will perfect it until the day of Christ Jesus” (Phil1:6).  

Jesus rebuts suicide is John 10:10:  “The thief comes only to steal, kill, and 

destroy; I came that they may have life, and have it abundantly.”  The thief, Satan, strives 

to steal joy, hope, peace, security, and all things that would motivate a person to live.  He 

confuses people until they are depressed, angry, and dissatisfied with life.  The goal of 

the thief is to suggest to one that life is underrated – worthless.  The thief ‘s objective is 

to kill the purpose for living and to destroy the hope that life will get better.  Contrarily, 

Christ was sent by God from Heaven to earth to eradicate hopelessness, through his 

death, burial, and resurrection.  A life with Jesus, the Shepherd, is a life that is satisfying 

with an abundance in blessings and divine provisions on a daily basis, unlike a life 

serving false prophets, be they people, false ideologies, or a lifestyle designed to destroy 

a person’s fiber of faith (Osborne, 2009).  Christ’s sacrifice provided the redempt ion of 

mankind, and having endured great suffering, Christ gave humankind the example of how 

to continue life, despite tribulation that seems unbearable.  Christ said, “In the world you 

will have tribulation; but be of good cheer, I have overcome the world” (John 16:33).  

This means that persecution will not destroy believers since Christ gained victory over 

defeat on the cross, and this victory enables the believer to overcome the evil they will 

face in the world (Kanagaraj, 2013).  Hebrews 4:15 states:  “For we do not have a high 

priest who cannot sympathize with our weaknesses, but One who has been tempted in all 

things as we are, yet without sin.”  Christ, now seated on the right hand of the Father, has 
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had his sacrifice for sin accepted by God, and now the believer should not doubt his sins 

will be forgiven and that he will be strengthened to endure trials (Rayburn, 2012). 

Paul communicates, “For you were bought at a price; therefore glorify God in 

your body and in your spirit, which are God’s.”  That is to say, do not become enslaved 

to anyone but God, whose Son paid the debt for mankind’s sin with his life (Punt, 2013).  

Ownership of the body belongs to God, the one who not only created flesh, but also the 

one who possesses mercy to forgive humanity of offenses against God’s law.  The price 

(Jesus’ death and resurrection) for humankind was invaluable, and the worth of 

humankind rests solely on the premise of John 3:16:  For God so loved the world that He 

gave His only begotten Son, that whoever believes in Him should not perish, but have 

eternal life.”  Humanity belongs to the creator, God.   

In II Corinthians 12:9, Paul said, “And He has said to me, “My grace is sufficient 

for you, for power is perfected in weakness.”  Because God would not remove Paul’s 

thorn, Paul grew to experience Christ in a deepening way that taught him lessons to trust 

and depend on God’s strength, which Paul may not have learned without limitations and 

weakness (Martin & Toney, 2009).  Second Corinthians 12:9 acknowledges that when 

people are debilitated by obstacles and made fragile by consistent darts of pain, God is 

willing and is standing by to build up the wounded, even the suicidal.  God’s grace is 

plentiful to carry one through distressing and traumatic circumstances. 

The Bible does not state whether or not suicide is acceptable.  Even so, the 

Scriptures boldly advocate for life.  The message of the Bible is salvation, or rescue, from 

eternal damnation and the woes of the world.  The preservation of life is the fundamental 
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message of the Bible.  Howbeit, life on earth entails strife, agony, and perplexity.  God is 

able to strengthen the weak to endure all manners of calamity.    

 

Theological Themes Related to Suicide 

Suffering 

The problem of suicide involves at least two theological themes:  suffering and 

death.  Usually, a suicide follows a predicament in which an individual has suffered.  

Suffering can be experienced in varying ways – defeat in a battle, depredation of a nation 

and that nation’s religious symbols, fatal illnesses, early death, unbearable physical pain, 

desolation, and spiritual agony such as regret or doubt about God’s mercy and grace 

(Simundson, 1992).  Suffering brings frustration and warrants questions raised by the one 

in pain.  Perhaps the most common questions are, “Why me?” and “What have I done?”  

Interpretations of Old Testament scriptures offer possible answers why humanity suffers.  

One explanation for suffering is found in the story of Adam and Eve’s disobedience to 

God’s command to not eat from the tree of good and evil (Gen 2:17).  Their disobedience 

(3:6-7) began the cycle of pain and suffering, causing the world to be afflicted by misery 

and anguish since their downfall (Simundson, 1992).  Genesis 3:16-19 presents the 

punishment placed on male and female by God the creator. 

Another explanation of why people suffer is referenced in Exodus:   

Then the Lord passed by in front of him and proclaimed, “The Lord, the Lord 
 God, compassionate and gracious, slow to anger, and abounding in  

loving kindness and truth; who keeps loving kindness for thousands, who forgives 
 iniquity, transgression and sin; yet He will by no means leave the guilty 
 unpunished, visiting the iniquity of fathers on the children and on the 
 grandchildren to the third and fourth generations.  (Exod 34:6-7) 
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From the verse, individuals have extracted the message that some people suffer 

because they are paying for the sins of relatives who came before them.  Likewise, it is 

presumed future generations will inherit the penalty of their parents.  Perhaps, God 

imposes a generational curse on a people who disobeys the commandments of God, and 

especially if that disobedience aims to hinder the will of God. 

Another response to the question of why people suffer stems from Deuteronomy 

30:15-20, which deals with the individual’s choice to be blessed (or at least to avoid some 

suffering).  In these verses, God offered the Israelites a choice to either choose good and 

have a long life on the land, or to choose evil and be forced to leave the land.  Being 

punished for disobedience was likely the common understanding of what it meant to 

suffer prior to the exile (Simundson, 1992).  Deuteronomy 30:15-20 suggests a reprisal 

for individual sin and not for the sins of forefathers.  The prophet Ezekiel put it this way:   

The person who sins will die.  The son will not bear the punishment for the 
 father’s iniquity, nor will the father bear the punishment for the son’s iniquity; the 
 righteousness of the righteous will be upon himself and the wickedness of the 
 wicked will be upon himself.  (Ezek 18:20)  

 
Another role of suffering is to convey the message that sinfulness leads to 

destruction, as it is not the will of God.  Suffering informs someone that he is heading in 

a morally wrong direction and that he should align his decisions to the will of God.  God 

requires obedience to his holy scriptures.  God wants to teach his people obedience is 

better than sacrifice (Isa 15:22).  In Deut 8:2, God expressed, “You shall remember all 

the way which the Lord your God has led you in the wilderness these forty years, that He 

might humble you, testing you, to know what was in your heart, whether you would keep 

His commandments or not.”  Even in a disheartening situation that may provoke a desire 



 

 

54 

to transgress, God necessitates compliance to his commandments, which includes relying 

on God for direction.  God is the sustainer of life:   

He humbled you and let you be hungry, and fed you with manna which you did  
 not know nor did your fathers know, that He might make you understand that man 
 does not live by bread alone, but man lives by everything that proceeds out of the 
 mouth of the Lord.  (Deut 8:3) 

 
Through suffering, one is taught to persevere.  Rom 5:3 communicates, “And not 

only this, but we also exult in our tribulation, knowing that tribulation brings about 

perseverance; and perseverance, proven character; and proven character, hope.”  With 

instructive suffering, God is more focused on producing a Christ-like character in his 

people than he is with making them content (Lewis, 2009).   

“Seeing suffering in the context of holy history, the New Testament is not, like 

stoicism, interested primarily in man’s ability to stand suffering physically and mentally, 

but rather in the spiritual aspects of suffering” (Piper, 1962).  The disciples asked Christ, 

“Rabbi, who sinned, this man or his parents, that he would be born blind?  Jesus 

answered, “It was neither that this man sinned, nor his parents; but it was so that the 

works of God might be displayed in him” (John 9:2-3).  His suffering and healing were 

necessary to make him a witness to the messiahship of Christ (Lewis, 2009).  Satan 

causes suffering in hopes to eliminate mankind’s faith in God, and to induce humanity’s 

tendency for reliance on self.  Nevertheless, if one overcomes temptation and learns to 

trust God more, and depend on selfless, then the suffering as education is purposeful for 

the spiritual journey (Piper, 1962).  First Peter 1:6 avows: 

“In this you greatly rejoice, even though now for a little while, if necessary, you 
 have been distressed by various trials, so that the proof of your faith, being more 
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 precious than gold which is perishable, even though tested by fire, may be found 
 to result in praise and glory and honor at the revelation of Jesus Christ.”   

(I Pet 1:6-7) 

The act of overcoming suffering is rewarded, as stated in Rom 8:18:  “For I 

consider that the sufferings of this present time are not worthy to be compared with the 

glory that is to be revealed to us.”  An overcomer’s resilience brings glory and honor to 

God, for faith pleases God.  God does not put more on a person than he or she can bear, 

and when that person bears it, God is satisfied. 

Required meaning is another perspective on why suffering occurs.  God gave 

Christ to be crucified and Christ’s death was required for the world to be redeemed 

(Lombardo, 2014).  “For Christ also died for sins once for all, the just for the unjust, so 

that He might bring us to God, having been put to death in the flesh, but made alive in the 

spirit” (I Pet 3:18).  Love compelled Christ to endure anguish for human kind through 

false accusations (Matt 26:65), betrayal (Matt 26:49), an arrest (Matt 26:57), denials 

(Matt 26:69-74), mockery (Matt 27:27-31), humiliation and beatings (Mark 14:65), and 

death (Mark 15:27).  Christ embraced his suffering knowing that after assuming the 

burden of sin through his death, God’s grace and mercy would be given to mankind.   

Some people suffer because of the love or empathy they have for loved ones or 

friends.  In 2 Corinthians 2:4, Paul expressed the suffering he endured because of his love 

for the church of Corinth:  “For out of much affliction and anguish of heart I wrote to you 

with many tears; not so that you would be made sorrowful, but that you might know the 

love which I have especially for you.”  Even God suffers because of his love for 

mankind:  “The Lord was sorry that He had made man on the earth, and He was grieved 
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in His heart” (Gen 6:6).  Again, in Isaiah 63:9, God’s suffering for mankind is 

announced:  “In all their affliction He was afflicted, and the angel of His presence saved 

them; In His love and in His mercy He redeemed them, and He lifted them and carried 

them all the days of old.”   

People also suffer to foster future prevention, meaning God will use suffering to 

prevent a more serious or tragic event (Lewis, 2009).  Paul experienced this kind of 

suffering that came to him as “a thorn in the flesh to keep [him] from exalting [himself]” 

(2 Cor 12:7).  Suffering with a less grievous affliction can potentially build humility and 

avert sin and greater pain. 

Associated with suffering are terms of emotion – grief, pain, despair, distress, and 

dismay.  Grief has three meanings.  As a noun, grief (choily), means to become sick or 

faint (Weber, 1980a).  In speaking of Christ’s grief, Isaiah foretold the scorn Christ 

would face:  “He was despised and forsaken of men, a man of sorrows and acquainted 

with grief, and like one from whom men hide their face He was despised, and we did not 

esteem Him” (Is 53:3).  In the Greek, grief or lupe appears sixteen times in the New 

Testament and means to experience physical pain or sorrow (Kittel, 1967).  As a woman 

is giving birth to a child, she is considered to be experiencing lupe (John 16:20). 

As a verb, grief (lupeo) denotes to grieve, vex in mind or body, or to cause pain 

(Liddell & Scott, n.d.a).  Herodias’ daughter caused King Herod grief after he made an 

oath to honor the daughter’s wish for John the Baptist to be beheaded (Matt 14:69).  The 

rich young ruler went away grieved as a result of the words of Christ to go and sell his 

property (Mark 10:21).  “But at these words he was saddened, and he went away 
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grieving, for he was one who owned much property” (v. 22).  Paul spoke of causing the 

church of Corinth to grieve:  “For though I caused you sorrow by my letter, I do not 

regret it; though I did regret it – for I see that that letter caused you sorrow, though only 

for a while” (2 Cor 7:8).   

The passive form of grief is sunlupeo.  Sunlupeo means to be grieved or afflicted 

(Kittel, 1967).  When Shechem defiled Jacob’s daughter, Dinah, the news of the event 

reached Jacob’s sons:  “Now the sons of Jacob came in from the field when they heard it; 

and the men were grieved, and they were very angry because [Shechem] had done a 

disgraceful thing in Israel by lying with Jacob’s daughter, for such a thing ought not to be 

done” (Gen 34:7).  This word is found twenty-six times in the biblical text.  When Jesus 

foretold the betrayal by one of his disciples, the disciples began to grieve together and 

“they began to be grieved and to say to Him one by one, ‘Not I?’” (Mark 14:18-19).  

Another construct of grief is the word stenazo, which translates to a sigh that 

leads to prayer and an expression of great distress (Schneider, 1980).  Before Jesus 

unstopped the deaf man’s ears, he looked up to heaven and sighed before exclaiming, 

“Eph’phatha!” that is, “Be opened!” (Mark 7:33-34).  While speaking of the flesh as a 

temporary house, Paul added, “For indeed in this house we groan, longing to be clothed 

with our dwelling from heaven….” (2 Cor 5:2).   

Pain (ponos) is felt in the suffering process.  There are two noun forms of pain.  

Ponos, which is translated as stress, trouble, distress, and suffering (Liddell & Scott, 

n.d.c), is synonymous with distress or agony, as utilized in Rev 21:4:  “And He will wipe 

away every tear from their eyes; and there will no longer be any death; there will no 
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longer be any mourning, or crying, or pain; the first things have passed away.”  The 

second noun form, odin, connotes a birth pang and is always used metaphorically (Renn, 

2005).  Mark 13:8 uses odin figuratively to express the beginning of great distress:  “For 

a nation will rise up against nation, and kingdom against kingdom; there will be 

earthquakes in various places; there will also be famines.  These things are merely the 

beginning of birth pangs.” 

As a verb, pain, or basanizo, means to torment and inflict with pain in various 

situations (Renn, 2005).  In Ps 69:29, David uttered, “But I am afflicted and in pain; May 

Your salvation, O God, set me securely on high.”  God is supremely capable of relieving 

agony and providing the strength to endure. 

Despair means “to no longer have any hope or belief that a situation will improve 

or change” (Merriam-Webster.com).  In speaking to his friends about his inflicted state, 

Job said, “Do you intend to reprove my words, when the words of one in despair belong 

to the wind? (Job 6:26).  David was hoping Saul would give up hope chasing him.  David 

said, “Now I will perish one day by the hand of Saul.  There is nothing better for me than 

to escape into the land of the Philistines.  Saul then will despair of searching for me 

anymore in all the territory of Israel, and I will escape from his hand” (1 Sam 27:1).   

As a noun, distress or sarah, occurs mostly in poetical, prophetical, and wisdom 

scriptures, and means trouble, bound in a narrow place, tied up, restricted (Mounce, 

2006).  The use of sarah is often in association with an enemy: 

“Therefore you delivered them into the hand of their oppressors who oppressed 
 them, but when they cried to You in the time of their distress, you heard from 
 heaven, and according to Your great compassion You gave them deliverers who 
 delivered them from the hand of their oppressors.”  (Neh 9:27)   
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In the New Testament, sarah is listed as being incapable of separating one from 

the love of God:  “Who will separate us from the love of Christ?  Will tribulation, or 

distress, or persecution, or famine, or nakedness, or peril, or sword?” (Rom 8:35).  God’s 

love surpasses all forms of love known to mankind.  God is love. 

To be dismayed, hatat, marks someone who is discouraged, afraid, or terrified, 

and is used mostly in the Old Testament (Mounce, 2006).  In Deuteronomy 1:21, Moses 

dared the children of Israel to be courageous:  “See the Lord your God has placed the 

land before you; go up, take possession, as the Lord, the God of your fathers, has spoken 

to you.  Do not fear or be dismayed.”  The word hatat is used in parallel with fear as in I 

Sam 17:11 after Saul and Israel were threatened by a Philistine:  “When Saul and all 

Israel heard these words of the Philistines, they were dismayed and greatly afraid.”   

 
Death 

Another theological theme relative to suicide is death.  Two kinds of deaths – 

physical and spiritual – appear in the Scriptures.  In the Hebrew, gawa means to expire or 

to breathe the last breath, and is applied twenty-three times to define death (Ferguson, 

1996).  Death was a punishment given to mankind for disobedience to God’s command.  

God’s judgment and the exclusion of doubt concerning death are implied in Gen 2:17:  

“But from the tree of the knowledge of good and evil you shall not eat for in the day that 

you eat from it you will surely die.”  The word, surely, possesses the meaning, certainly 

and beyond question (Easton, n.d.).  Therefore, death is inevitable for mankind, who 

inherited the sinful nature of Adam and Eve, and is a penalty for all. 
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Physical death marks the end of a person’s existence on earth.  The finality of 

death is echoed by Job, when he said, “When a cloud vanishes, it is gone, so he who goes 

down to Sheol does not come up” (Job 7:9).  Job offered more on the finality of death in 

Job 14:12:  “So man lies down and does not rise.  Until the heavens are no longer, he will 

not awake nor be aroused out of his sleep.”  When David’s son was taken from him 

because of David’s sin of adultery, he grieved a while, then regained his strength, 

accepting that his son would not return to him.  David said, “But now he has died; Why 

should I fast?  Can I bring him back again?  I will go to him, but he will not return to me” 

(2 Sam 12:23).   

Thanatos, spiritual death, occurs when the soul separates from the body, causing 

life as an organism to die (Price, 1983).  Ecclesiastes 12:7 declares, “Then the dust will 

return to the earth as it was, and the spirit will return to God who gave it.”  Ecclesiastes 

3:20 informs, “All go to the same place.  All came from the dust and all return to the 

dust.” 

The themes associated with suicide – suffering and death – are states by which 

each human being is affected.  The state of suffering is a human condition no person can 

avoid.  Life consists of situations that can cause pain and grief that may seem to never go 

away.  Suffering can weigh on the human spirit and cause great dismay and the desire to 

die.  The thought to die, or to carry out suicide, is provoked by anguish and distress that 

is probably temporary but seem they will endure always.  Death is final.  Once a person 

passes from life on earth, that person has transitioned into eternity, forever.  There is no 

amount of regret experienced after the suicidal act that will return a person to life on 
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earth.  Embracing grace and hope can prevent suicide ideations and cultivate resiliency 

and reliance on God for strength.  

 
Theological Themes Related to Overcoming Suicidal Ideations 

Grace 

Grace, a theological theme, is applicable to overcoming suicidal ideations.  In the 

New Testament, charis is sanctifying grace, which is given to saints to cause them to 

mature in the faith by the ministry of the Holy Spirit (Wuest, 1973).  This grace 

empowers one to overcome adversity – even the world – as the person learns more about 

God and applies Scripture to life, daily.  “The child [Jesus] continued to grow and 

become strong, increasing in wisdom; and the grace of God was upon Him” (Luke 2:40).  

While Jesus spoke, “All were speaking words which were falling from His lips; and they 

were saying, “Is this not Joseph’s son?” (Luke 4:22).  “But if it is by grace, it is no longer 

on the basis of works, otherwise grace is no longer grace” (Rom 11:6).  Grace also refers 

to bounty, as in 2 Cor 9:8:  “And God is able to make all grace abound to you, so that 

always having all sufficiency in everything, you may have abundance for every good 

deed.”  God’s grace is great and for those who are yielding.  “But He gives a greater 

grace.  Therefore it says, God is opposed to the proud, but gives grace to the humble” (Jas 

4:6).    

The Hebrew word for grace means to bend down towards, and is indicative of a 

parent caring for a wounded son or daughter (Ward, 1991).  The love of God bends down 

to comfort, strengthen, forgive, and rebuild the sinful and broken hearted.  God extends 

his love, which is unconditional and unaffected by the behaviors of mankind.  God’s 
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grace is free and steadfast.  Grace is given by God to help mankind negotiate situations 

which mankind cannot fulfill alone.  When God led the children of Israel through the 

wilderness for forty years, God’s grace was expressed when he provided food and 

sustained the clothing of the Israelites, and forgave the disobedient people for their sins 

of idolatry and other disobedience.   

In contemporary Judaism, it was normally believed that forgiveness was granted 

through strict obedience to the Mosaic law (March, 2007).  However, Paul linked grace to 

the justification that was afforded through Christ’s suffering and resurrection.  

Humankind is “justified by [God’s] grace as a gift, through the redemption which is in 

Christ Jesus” (Rom 3:24).  Man could never live up to God’s will perfectly.  God’s grace 

enables sinful man to receive salvation, and in God’s sight, be seen as innocent. 

Deliverance from guilt and hopelessness had nothing to do with man’s abilities.  In Acts 

22, Paul, a recipient of God’s saving grace, recalled killing, persecuting, and imprisoning 

men and women.  Paul testified that Jesus called out to him, “Why are you persecuting 

me?” (v. 7)  Paul, then Saul, answered the call, “What shall I do Lord?” (v. 10)  Jesus told 

Paul to “get up and be baptized, and wash away your sins, calling on His name” (v. 11).  

God forgave Saul of his wrong doings, changed his name to Paul, and anointed Paul to 

know God’s will (v. 14).     
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Hope 

Hope is imperative to overcoming suicidal ideations.  In the Scriptures, hope has 

many meanings.  One definition of hope is a condition in which one feels secure and 

prosperous, and regards himself as self-sufficient, confident that his state of sufficiency 

will not be affected in the future (Maugh, 1962).  This hope is a negative connotation and 

is exemplified in Is 47:10:  “You felt secure in your wickedness and said, ‘No one sees 

me.’  Your wisdom and your knowledge, they have deluded you; For you have said in 

your heart, ‘I am, and there is no one besides me.”   

Another definition of hope is to place trust in, be patient for, desire something or 

someone, or to have an expectation that will benefit one’s future (Nelson, 1996).  It is 

important to note that in desperation, “humans can misplace hope,” in the case of the 

Israelites, who looked to the Pharaoh of Egypt to provide for them and to save them from 

destitution (Henrich, 2007).  The Pharaoh, who God’s people regarded as the answer to 

their situation because they did not want to be patient, had an agenda to humiliate, 

exploit, and oppress them.  However, God, whose promises requires patience, was the 

willing deliverer for the people.  Proverbs states, “Do you see a man wise in his own 

eyes?  There is more hope for a fool than for him” (Prov 26:12), and “Do you see a man 

who is hasty in his words?  There is more hope for a fool than for him” (Prov 29:20).  

Isaiah stresses hope in God as imperishable.  “Woe to those who go down to Egypt for 

help and rely on horses, and trust in chariots because they are many and in horsemen 

because they are very strong, but they do not look to the Holy One of Israel, nor seek the 

Lord” (Is 31:1).  A hope easily moved will ensure discontent, regret, and calamity 
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(Maugh, 1962).  In Psalm 25:2-3, David cries out, “O my God, in You I trust; do not let 

me be ashamed; do not let my enemies exult over me.  Indeed, none of those who wait for 

you will be ashamed; those who deal treacherously without a cause will be ashamed.”  

The quintessence of hope is the responsiveness to wait by looking forward in 

conformance to God’s commands (Henrich, 2007).   

Hope is also the drive and quest for a better future, challenging, but attainable 

(Livingstone, 2013).  As a theological virtue, hope’s author and motive is God 

(Livingstone, 2013).  God was Israel’s rock, unmoved by anyone.  “The Rock!  His work 

is perfect, for all His ways are just; A God of faithfulness and without injustice, righteous 

and upright is He” (Deut 32:4).  God protected David.  “For You have been a refuge for 

me, a tower of strength against the enemy (Ps 61:3).  God keeps the promises that he 

makes.  “By awesome deeds You answer us in righteousness, O God of our salvation, 

You are the trust of all the ends of the earth and of the farthest sea” (Ps 65:5). 

Grace and hope make living through tough times possible.  God’s grace enables 

the broken-hearted to overcome obstacles.  God’s grace is available through the 

redemption provided in Christ Jesus (Rom 3:24).  Grace is a gift.  Christ assured his 

disciples that tribulation would come, and encouraged them by saying that he overcame 

the world (Jn 16:33).  It is Christ’s victory over the world that gives hope to the one who 

is in distress.  Christ’s triumph over his accusers, denial, rejection by his own people, 

imprisonments, torture, death, and the powers of darkness can inspire the hopeless 

veteran to follow Christ, who knows the way to prevail throughout troublesome 

circumstances. 
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Jesus:  The Narrative Therapist 

 Narrative therapy is a process through which suicidal veterans can reframe their 

stories as meaningful for a future purpose.  Jesus Christ was the perfect narrative 

therapist.  He knew every detail of one’s life.  Though Christ emptied himself to become 

a humble servant among mankind (Phil 2:7-8), he did not empty himself of his divinity; 

rather, he maintained who he was and took upon himself what he was not (Aquinas, n. 

d.).  As a servant, Jesus helped others to explore their narratives, on which he was the 

expert.  He understood the events surrounding an individual’s failures and struggles and 

was therefore able to distinguish the person from his or her problems.  Through narrative 

therapy, Jesus asked questions to challenge the beliefs of individuals.  Jesus led people 

with problematic issues to address their problems and to consider the destitution of living 

life void of a purpose.  Also, Jesus guided others into knowing their true identity.  Jesus 

was interested in rewriting a person’s story to include redemption and deliverance, and a 

positive future.  

 In John 4:7-15, Jesus offered counseling to a Samaritan woman, who was 

probably a social outcast since she went to the well alone, abnormal for women, 

especially during the hottest part of the day (Wenham & Mctyer, 1994).  Jesus identified 

a moral and a spiritual need of the woman.  First, Jesus knew the woman lacked spiritual 

renewal.  She was distracted with Jesus, a Jew, talking to a Samaritan who is also a 

woman (v. 9).  Jesus introduced a spiritual concept and an answer to the woman’s state.  

Jesus offered her “living water,” which will resolve her thirst forever (v. 14).  “He 

implied that because the nature of his person he could bestow on her a gift of God that 
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would be greater than any ordinary water.  [Jesus’] allusion was intended to lift her level 

of thinking from that of material need to spiritual realities” (Tenney, 1981).  The woman, 

seemingly unsure of what Jesus meant exactly, but in a desperate need said, “Sir, give me 

this water, so I will not be thirsty nor come all the way here to draw” (v. 15).   

 Jesus challenged the woman’s morals when he said, “Go call your husband and 

come here” (v.16).  The woman, retorting that she has no husband was astounded when 

Jesus corrected her saying, “You have correctly said, ‘I have no husband’; for you have 

had five husbands, and the one whom you now have is not your husband; this you have 

said truly” (vv. 17-18).  Jesus was pointing out a moral problem in the woman’s life.  She 

tried to evade the issue Jesus was raising, and the details Jesus provided made her 

anxious, so she resulted to changing the topic to Jesus and the wisdom he possesses 

(Borchert, 1995).  Jesus’ request for her husband was both appropriate and strategic – 

proper because it was not accepted for a woman to talk with a man without her husband 

beside her; strategic because it placed her in a quandary that required her to admit her 

need, for she did not have a husband and she would not want to talk about her sexual 

relations (Tenney, 1981).  By making the woman aware that he knew all about her, Jesus 

was letting the woman know that he is the Messiah who is to come (v. 26), the hope for 

the world, even her.  In the Expositor’s Bible Commentary, Merrill C. Tenney explained 

the hope of the woman: 

 Mystified by Jesus’ words, the woman finally confessed her ignorance and at the 
 same time expressed her longing:  “I know the Messiah is coming.  When he 
 comes, he will explain everything to us.”  It was the one nebulous hope that she 
 had of finding God, for she expected that the coming Messiah would explain the 
 mysteries of life.  There was a Samaritan tradition that the prophet predicted by 
 Moses in Deut 18:15 would come to teach God’s people all things.  On this 
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 sincere though vague hope Jesus founded his appeal to her spiritual 
 consciousness.  (Tenney, 1981) 
 
The woman, unsure of Jesus as the Messiah, yet ran with excitement to her people and 

exclaimed, “Come, see a man who told me all the things that I have done; this is not the 

Christ, is it?” (v. 29).     

 Through Christ’s interaction with the woman, Jesus helped to rewrite the 

Samaritan woman’s story, for truly she gained a trust in Jesus’ care for her.  Also, Jesus 

bridged a social gap between the Samaritans who came to see him, a Jew.  These 

Samaritans told the woman, “It is no longer because of what you said that we believe, for 

we have heard for ourselves, and we know that this One is indeed the Savior of the 

world” (v. 42).   

 Elements of narrative therapy are also in the conversion story of Saul, who would 

become known as the Apostle Paul.  The Lord reveals the true identity of Saul as one 

who “is a chosen instrument of Mine, to bear My name before the Gentiles and kings and 

the sons of Israel” (Acts 9:16) even though Saul had a problem of persecuting those who 

called upon the name of the Lord.  God guided Saul into knowing his identity, which 

included suffering for the Lord’s sake (v. 17).  God separated Saul’s problem from who 

God called Saul to be.  The Lord even changed his name from Saul to Paul. 

Before Saul’s conversion, Jesus called Saul by name and asked him a question to 

challenge his beliefs:  “Why are you persecuting Me?”  Saul responded with, “Who are 

You, Lord?” (v.5).  Paul obtained his authority from the High Priest, “already identified 

as standing in opposition to God’s agents Peter and John, and Stephen” (Dunn & 

Rogerson, 2003).  His response acknowledged Christ as greater than the high priest, and 
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Saul submitted to the command of the Lord to go to Damascus (v. 8).  Paul’s beliefs were 

not only challenged, but overruled.  His future role “will become evident by implication 

throughout the latter half of Acts; that is, he stands as a model for what faithful 

proclamation and faithful discipleship entail” (Dunn & Rogerson, 2003).  

 Narrative therapy can produce post-traumatic growth (PTG).  PTG refers to the 

significant and positive transformations that come as a result of a person enduring 

traumatizing events (Zoellner & Maercker, 2006).  It is the fortitude and stamina built 

from catastrophe that wills the person to remain strong.  PTG is resiliency tied to having 

healthy relationships, a spiritual foundation, and a purpose for living (Tsai, El-Gabalawy, 

Sledge, Southwick, & Pietrzak, 2015).  Narratives play a pertinent role in helping a 

suicidal veteran to regain self-identity through talking about who they were prior, during, 

and post their traumas in order to modify or restructure the narrative to change the central 

themes of their stories (Niemeyer, 2006).  Hopefully, this will lead to the veteran being 

able to retell his or her narrative as a meaningful account of events.  

 
 

Historical Base 

Introduction 

The debate regarding suicide is a historical discourse.  The Bible does not 

explicitly state a position for or against suicide.  Yet, for centuries, belief systems, such 

as Stoicism, Judaism, and Christianity, have declared a point of view that is either in 

support of suicide or totally against it.  A position in one direction or the other has been 

demonstrated by people passionate about their stances.  People, particularly Stoics, in 
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favor of suicide have set out to accomplish the act themselves in order to express self-

control when they are unable to refrain from pleasures of the world that have them in 

bondage, and which may cause suffering.  The Stoics rationalization for committing 

suicide is relatable to the claim some veterans make for wanting to die, and is thus, worth 

mentioning.  Individuals of the Christian and Jewish faiths opposed suicide and have 

taken measures to punish those who attempted suicide and failed, and those who were 

successful by refusing them honorable burials. 

 
The Stoic School of Thought 

The Stoics believed that suicide should only be undertaken if there is a signal 

from God that it is time to die.  Suicide must be rational and necessary.  Zeno, the 

founder of stoicism killed himself by holding his breath, refusing to breathe, after 

stomping his toe (Kaplan & Schwartz, 2008).  Zeno viewed the stomping of his toe as a 

sign from God to die.  Stoics looked for the opportunity when they could overcome their 

fears of death by choosing when to end their lives.  They deprived themselves earthly 

gain and success in order to avoid the feeling of security.  For the stoic, a loss of control 

was a trigger for suicide.  Cicero, a Roman Stoic writer, wrote:   

When a man’s circumstances contain a preponderance of things in accordance 
with nature, it is appropriate for him to remain alive; when he possesses or sees in 
prospect a majority of the contrary things, it is appropriate for the wise man to 
quit life, although he is happy, and also for the foolish man to remain in life, 
although he’s miserable.  (Kaplan & Schwartz, 2008)   
 
Cicero described death as an experience that frees one from an evil world to  

afterlife, believed to be full of joy.  Cicero viewed life on earth as a prison from which 

one has the right to be free or released. 
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 Seneca argued against suicide when it is an escape from the judicial processes.  A 

man who kills himself to avoid a trial by law for the murder of another human being has 

made his suicide a crime because that man took the easy way out.  Seneca proposed that 

otherwise, suicide itself is not immoral.  On the contrast, Epictetus, a writer of Stoicism, 

concurred with the moral view of suicide:  “If Thou dost send me to a place where men 

cannot live as their nature requires, I shall go away, not in disobedience but believing that 

Thou dost sound the note for my retreat.  I do not abandon Thee, heaven forbid!  But I 

recognize that Thou has no need of me” (Kaplan & Schwartz, 2008). 

 Roman law frowned upon suicide and refused to permit honorable burials, except 

in certain cases.  The two cases were during pain and sickness, or fear of dishonor 

(Kaplan & Schwartz, 2008).  The law against suicide burials came from the ideal that 

humans did not belong to themselves.  They were possessions of the state. 

 
Jewish Stance on Suicide 

 Having the desire to die was common within the Jewish tradition during the first 

century.  The heaviness of distress perpetuated the longing to die.  Jonah’s story in the 

Hebrew Bible, is one example of distress leading to suicidal ideations.  Jonah was so 

angry that God would extend grace to an evil people that he prayed for God to take his 

life, because death was better to him than life (John 4:3).   

 Suicides of Jews during the Hellenistic and Roman periods were conducted as 

opposed to selling out their religion as a result of laws contrary to their beliefs.  Flavius 

Josephus openly acclaimed the Jews at Masada who chose to murder themselves instead 
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of being defeated by the Romans (Droge, 1992).  The suicide of Razis in 2 Maccabees 

14:37-46 is such a suicide: 

A certain Razis, one of the elders of Jerusalem, was denounced to Nicanor as a 
man who loved his compatriots and was very well thought of and for his goodwill 
was called father of the Jews.  In former times, when there was no mingling with 
the Gentiles, he had been accused of Judaism, and he had most zealously risked 
body and life for Judaism.  Nicanor, wishing to exhibit the enmity that he had for 
the Jews, sent more than five hundred soldiers to arrest him; for he thought that by 
arresting him he would do them an injury.  When the troops were about to capture 
the tower and were forcing the door of the courtyard, they ordered that the fire be 
brought and the doors burned.  Being surrounded, Razis fell upon his sword, 
preferring to die nobly rather than to fall into the hands of sinners and suffer 
outrages unworthy of his noble birth.  But the heat of the struggle he did not hit 
exactly, and the crowd was now rushing in through the doors.  He courageously 
ran up on the wall, and bravely threw himself down into the crowd.  But as they 
quickly drew back, a space opened and he fell in the middle of the empty space.  
Still alive and aflame with anger, he rose, and though his blood gushed forth and 
his wounds were severe he ran through the crowd; and standing upon a steep rock, 
with his blood now completely drained from him, he tore out his entrails, took 
them in both hands and hurled them at the crowd, calling upon the Lord of life 
and spirit to give them back to him again.  This was the manner of his death.  
(Coogan, 2001) 

 Because the Hebrew scriptures do not approve or condemn suicide, scholars 

believe Jews were influenced by the Christian view to regard suicide as a sinful act 

(Hewett, 1980).   The Jewish tradition came to regarded suicide as an abominable act, and 

Jews who carried out such an act did not receive an honorable burial (Livingstone, 2013).  

The burials were conducted at night as to project the darkness of the act. 

 The Talmud condemned acts of suicide.  The condemnation of suicide as a grave 

sin was derived from the understanding of Genesis 9:5:  “Surely, I will require your life 

blood; from every beast I will require it” (Hewett, 1980).  The condemnation was not 

carried out publicly in situations where tortured individuals were made to deny the faith.  
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Being forced to deny one’s religious beliefs under torment that would lead to death was 

not considered to be the tormented person’s full responsibility.  Suicide was not 

considered suicide unless it was announced beforehand, carried out, and done in front of 

eyewitness (Hewett, 1980).  It was not automatically assumed that one committed 

suicide, for that person could have been murdered by hanging or other means.  

 
Suicide in the Christian Tradition 

For the early church, self-sacrifice2 was preferred when under the attacks of 

persecution.  Believers wanted to go be with their Savior.  Some Christians, like Ignatius, 

the bishop of Antioch, desired martyrdom as a way for him to transition to the afterlife.  

Ignatius warranted his death in desperation to be in the presence of the Lord.  “Let all 

come, fire and cross and conflicts with beasts, hacking, cutting, wrenching of bones, 

chopping of limbs, the crushing of my body, cruel chastisement of the devil laid upon me.  

Only let me attain Jesus Christ” (Hewett, 1980).  Self-sacrifice by groups was common as 

well.  Christians bonded together to protest their love for their risen Savior knowing their 

proclamations would cost them their lives.  For those Christians, sacrificing their lives 

was for a good cause. 

The theologian Thomas Aquinas opposed suicide and spoke powerfully against it.  

He viewed suicide as self-murder.  To Aquinas, suicide was an unpardonable sin because 

the deceased individual could not repent for the act.  Furthermore, Aquinas identified 

suicide as an attack on the sovereignty of God and society (Hewett, 1980).  In his work, 

                                                
2Some people may view self-sacrifice as suicide while others may not.  
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Summa, Aquinas approached the subject of suicide by asking if anyone is allowed to kill 

himself (Murray, 2000).  Aquinas propounded that suicide is against natural law and 

charity, or making oneself available to those in need.  The latter makes suicide a sin 

against society.  A community is always affected by the loss of its member to suicide. 

Unlike Aquinas, Dietrich Bonhoeffer believed God forgives all sin, even suicide.  

Bonhoeffer spoke of the importance of providing a ministry to suicide survivors.  He did 

not see value in humiliating or shaming survivors or using dead bodies of victims as 

objects to express disgust for the act.   

Aristotle’s work, Ethics, intrigued society because it dealt with the intuitions of 

suicide (Murray, 2000).  Suicide was recorded as a way of escape favored by people who 

do not adhere to the laws of the state.  As a naturalist, Aristotle believed man possessed a 

consciousness, a free will, and thus, could choose virtue over depravity (Murray, 2000).  

Aristotle asserts that suicide is a decision that can be trumped by courage and the power 

of relationships.  Suicidal ideations can be overcome by the thought that death by suicide 

would cause heartache for family and friends.  In Tobit of the Apocrypha, Sarah 

contemplated hanging herself in her excruciating grief over the deaths of her seven 

husbands, none of whom she was able to consummate a marriage with before each was 

killed by the demon Asmodeus (Coogan, 2001; 16 Apocrypha).  Weeping, Sarah had 

gone to her father’s upper room to take her life, but thought about the impact her decision 

would have on her father.  Sarah considered:  “Never shall they reproach my father, 

saying to him, ‘You had only one beloved daughter but she hanged herself because of her 

distress.’  And I shall bring my father in his old age down in sorrow to Hades” (Tob 
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3:10).  Sarah prayed unto God for an answer to her grief and God answered her by giving 

her to marry Tobias, the son of Tobit, and by delivering her from the demon (Tob 3:17).   

In the City of God, Augustine refers to Exodus 20:13 – Thou shalt not kill – as the 

basis for why suicide is immoral (Murray, 2000).  Augustine argues that the 

commandment does not exclude self as the object of murder.  Therefore, concluding that 

self-murder is acceptable is irrational.  Courage during trials by fire are evident in one’s 

ability to endure the tough times, as opposed to running away from problems.  Augustine 

advocated for bravery and piety.  Also, he articulated that evading from temptation, or 

sin, is not freeing because suicide is sin (Murray, 2000).  For example, in the case of 

veterans and suicide, Augustine would argue that a veteran who is a military sexual 

trauma victim and who is tempted to kill his offender, but instead kills himself to 

overcome the passion for revenge, has departed one occasion of sin and entered another.  

Thus, he would debate that fleeing one sin and entering another is not defeating 

temptation.  Instead of a means through which one could be freed from a mortal to 

immortal state, suicide gained such expressions as self-murder, self-killing, and self-

slaughter (Droge, 1992).     

Modern Catholic theology identified two types of suicide:  direct and indirect 

(Hewett, 1980).  Direct suicide was a sin because it was desired, whereas indirect suicide 

was not desired, but chosen because the benefits of the suicide were greater than the cost.  

For example, a soldier who falls upon a grenade to protect his fellow soldier would be 

considered as completing an indirect suicide.  Though the Catholic Church shunned 

direct suicide, suicide victims were allowed burial rites. 
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Justin Martyr, a convert and apologist during the second century, argued for the 

moral responsibility of Christians.  Martyr taught that suicide is against the will of God 

because God’s creation is good, and the world was not created without purpose.  Martyr 

explained that the world was made for the human race and if everyone committed 

suicide, there would be no need for one to be born or taught the divine teachings (Martyr, 

39).  If this were the case, life for Martyr, would not make sense.   

John Donne, Voltaire, and David Hume, supporters of suicide as self-homicide, 

fought literarily to have the association of suicide as murder viewed as violent death 

instead, with little impact (Droge, 1992).  The work of Enrico Morselli and Emile 

Durkheim in the social sciences changed the problem of suicide from a personal problem 

to a social issue, and doctors began perceiving suicide as a mental disorder stemming 

from depression (Droge, 1992).  Attempted suicide was no longer punishable by death.   

 During Greek antiquity, suicide was esteemed a courageous act.  However, Plato 

negated honor, arguing that taking one’s life is not a man’s right unless released by the 

divine (Murray, 2000).  Plato reasoned that humanity serves a higher being whose 

providence rules them.  As slaves to the dominance of the divine, humankind must 

continue life, and try to reach perfection while in the earth (Murray, 2000).  

 Proteus Peregrinus prescribed to the belief of suicide as self-divination.  He killed 

himself with fire at Olympia in order to achieve deification (Droge, 1992).  Epictetus, a 

stoic philosopher, appealed to young Greeks whose desire for suicide was linked to a 

hunger to reunite with their deity (Droge, 1992).  Yet, others wanted to die, not to 

become deified, but to join the deity.  Epictetus’ response to the young men expressed his 
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position on when to die:  “Men, wait upon god.  When he shall give the signal to depart 

and set you free from the service, then you shall depart to him.  But for the present endure 

to remain in the place where he has stationed you” (Droge, 1992).  

 Theologians and esteemed religious leaders have debated greatly about the 

morality or immorality of suicide.  Some suicidal veterans, like Cicero, may view the 

earth as a prison of evil, from which they should deliver themselves through suicide if 

they make that choice.  Certain Veterans regard suicide as the only practical escape route 

from their emotional, mental, and physical afflictions.  This release, they likely believe, 

will give them complete separation from misery.  Like Epictetus, other veterans may 

view suicide not as disobedience to God, but as a way out of a place where they are not 

allowed to be themselves.  Yet, other veterans may struggle with a decision to kill 

themselves because of their religious convictions.  Like Aquinas, they may regard suicide 

as a sin and as a choice that will impact their loved ones and communities negatively.  

Moreover, suicide is still a viable option for veterans because their agonies are so intense.  

The hope is that suicide can be overcome according to Aristotle’s idea of relationships 

which encourage fortitude and have a positive influence over the suicidal one.  

Arguments have pointed mostly to ethics as opposed to solution-based outcomes that 

would eliminate or minimize suicide.   

 
Chapter Conclusion 

The Bible is a source of knowledge concerning why people kill themselves and 

what can be done to help suicidal persons become hopeful and no longer a threat to 

themselves.  Suicides in the Bible, though few in comparison to the hundreds of veterans 
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who die by suicide annually, contribute to an understanding of reasons why veterans may 

want to terminate their lives, as people experiencing hardships.  Abimelech killed himself 

because he did not want to tolerate the disgrace associated with his defeat by a woman.  

Samson’s impulsivity for the wrong done to him by his enemies made him pray for the 

death of his enemies, even at the expense of his own life.  Saul’s suicide was provoked by 

his pride and fear of being captured during war, and his refusal to allow the Philistines to 

torture him.  Saul’s armor-bearer was hopeless without his leader beside him, facing a 

future of uncertainty.  Ahithophel was depressed by the rejection he faced from leaders 

who once relied on his counsel.  Zimri was depressed because he was not chosen to be 

king.  Judas was remorseful because of his act of betrayal towards the innocent Christ, 

and the regret was too great for him to bear.  Mental disorders, impulsivity, hopelessness, 

depression, and regret are reasons leading to a veteran’s desire to terminate his or her life 

as well. 

Bible scriptures can offer hope to veterans troubled by life.  In his story, Job lived 

a worst-case scenario of losing family, possessions, and health, and presumably, God’s 

compassion and mercy.  Job’s wife suggested Job curse God and kill himself to escape 

his affliction.  At times, Job vocalized a desire to die, but he did not kill himself.  His 

faith in God, or spirituality, helped him to wait for a change that could come, though he 

was not certain he would regain strength.  God restored health and possessions to Job.  In 

fact, God was there for other suicidal persons in the Scriptures.  God consoled Elijah by 

providing his needs while keeping him hidden from Jezebel, whose stalking caused Elijah 

to utter that he wanted to die.  God showed Moses mercy by granting him seventy elders 
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after Moses proclaimed that he would rather die than to lead the many Israelites without 

help and the knowledge to be successful.  God restored Tobit’s eye sight, which was lost 

while he hid from those who sought to punish him, after his cry that it was better for him 

to die.   

Job, Elijah, Moses and Tobit, who all wanted to die, did not give up and veterans 

should not either.  Suicide is a spiritual and mental health issue.  Veterans can build a 

faith that will enable them to be resilient when their lives appear to be crumbling and 

irreparable.  Mental Health professionals can guide suicidal veterans toward health and 

stability.  Narrative Therapy is an approach that can help suicidal veterans gain hope in a 

future in which they no longer have to view themselves as their problems.  They can 

rediscover who they are beyond their painful pasts and begin to believe they can live a 

life of fulfillment.  
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CHAPTER 3 
 

REVIEW OF RELATED LITERATURE 
 
 
 

Introduction 

 Chapter two focused on the biblical, theological, and historical foundation of 

suicide.  The goal for this chapter is to introduce similar research projects, to examine the 

kinds of suicide and the theories of why suicide occurs, and to review practices of 

narrative therapy and suicide prevention.  Of the ten similar research projects presented 

in chapter three, seven of the projects involved veterans as its subjects.  Three projects 

used non-veteran participants who were either diagnosed with Posttraumatic Stress 

Disorder, or depression.  Other similar research discusses narrative repair and the moral, 

legal, and sociological analyses of suicide.  The theories of Thomas Joiner, Emile 

Durkheim, Edwin Shneidman, Roy Baumeister, and David Lester will be explored.  

Methods used by Narrative therapy practitioners – Michael White, David Epston, John 

Kalafat and Maureen Underwood, and David Rudd – and suicide prevention models 

followed by the United States Army and the Veteran Affairs Health Administration will 

be covered.
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Similar Research 

C. R. Erbes, J. R. Stillman, E. Wieling, W. Bera, and J. Leskela 

 Erbes, Stillman, Wieling, Bera, and Leskela (2014) conducted research to test the 

potential of narrative therapy for helping veterans who were diagnosed with 

posttraumatic stress disorder (PTSD).  Fourteen veterans enrolled in treatments, but only 

eleven completed treatment.  The researchers used structured diagnostic interviews and 

self-report assessments to document symptoms prior to treatment and following eleven to 

twelve sessions of narrative therapy.  The treatment rendered positive results.  Following 

the treatment, 3 of 11 completers no longer met criteria for PTSD, and 7 of the 

completers decreased significantly.  The range of effect between pre- to post treatment 

was 0.57 to 0.88 (Erbes et al., 2014).  Erbes et al. concluded that more studies of the 

effectiveness of narrative therapy is justified due to the favorable results.  Additional 

research could lead to a potential alternative to existing treatments for trauma survivors.   

 
 

Lynne A. Santiago 

 Santiago (2013) conducted research to learn how feelings, cognition, and actions 

link and lead to suicidal attempts.  Santiago used the qualitative methodology of 

grounded theory on 9 male veterans who attempted suicide within the last 5 years.  The 

qualitative methodology of grounded theory is to provide predictions, explanation, 

interpretations, and applications (Glaser & Strauss, 1967) of a suicide attempt.  Semi-

structured interviews and memo writing were used to collect data.  The interview 
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included the following guiding questions in order to elicit information regarding the 

veteran’s suicidal ideations: 

(1) Describe what it was like to experience those feelings and/or thoughts? 
(2) If you had other time (episodes) when you desired to end your life, what was 

different/similar compared to the first time (or previous times)? 
(3) What actions did you take during the times when you desired to end your life? 
(4) Describe the process of planning to end your life.  (What actions did you take, 

what changes occurred within you) 
(5) Describe how you felt and what you thought about as you prepared to end 

your life? 
(6) Describe the moments just prior to attempting to end your life. 
(7) When you engage in a behavior with the intention that you would die from the 

action, describe what you felt, thought about, and/action you took after you 
attempted to end your life. 

(8) Is there anything further you would like to add? 
(Santiago, 2013) 

 
 The interviewer was attentive to notice signs of distress during questioning.  Each 

participant received a post interview risk assessment – an unexpected distress and 

perceived benefits survey, consisting of four questions that inquired about the 

individual’s level of distress and benefits gained by the participant during the interview.  

All participants stated they did not experience unexpected distress during the interview.  

Concerning the benefits of the interview, 7 veterans gained insight out their experiences, 

5 received relief by talking about their experiences, 6 veterans stated they believed they 

were helping other veterans by participating in the study, and 4 experienced an increase 

in self-esteem or a sense of self-worth (Santiago, 2013).   

 The writing memo provided opportunities to log significant ideas, questions, and 

relationships described in the stories of the participants.  The notes were used to prepare 

questions to explore emerging issues.  Initial, focused, and theoretical coding were used 

to identify themes in interviews and memos, and the themes were placed into categories.  
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Initial coding rendered 21 categories – emotional pain, anger, loss, apathy, loss of 

control, to name a few.  Focused coding extracted 6 themes – loss, negative emotional 

help states, avoidance strategies, contemplation, suicide attempt, and recovery.  The 

categories of theoretical coding was pre-attempt, attempt and post-attempt.  Through the 

coding and also framing, Santiago discovered that loss contributed to suicidal attempts – 

4 veterans experienced a death of a loved lone; 1 veteran was anticipating death of a 

family member; 3 veterans experienced the end of a relationship; 7 veterans had 

undergone a deterioration in health; 4 veterans were no longer employed, and 1 veteran 

was anticipating the loss of employment; and 3 veterans lost their homes to foreclosures 

or other means.  The losses connected to sense of self:  5 veterans no longer felt they 

were in control; 4 lost their identities; 5 lacked purpose/meaning; 2 felt they lacked 

respect and honor; and 5 veterans did not see themselves as having self-worth (Santiago, 

2013).  To deal with the negative events in their lives, participants expressed 

disconnection as a coping strategy; 5 isolated from society; and 6 engaged in substance 

abuse; 5 resisted or avoided help. 

 Santiago concluded that the process toward suicide began at the onset of problems 

seated in the histories of the veterans in the study.  Suicide was not an impulsive act, but 

a decision as a result of a building of feelings, cognition challenges, and actions that 

together, led to a breaking point.  According to Santiago, the process leading to a desire 

to die begins with remote losses that create negative emotional states and cause avoidant 

coping strategies.  Passive thoughts of dying enter the mind.  A triggering event occurs, 

and one considers the benefits of dying and the methods the person would use to end his 
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or her life.  The pain, opportunity and method (suicidal attempt) occurs.  After the 

attempt, one could choose to continue to use avoidance strategies, or initiate efforts 

towards recovery.   

E. J. Villarreal 

 Villarreal (2012) conducted a study to examine whether PTSD symptom clusters 

increases the risk of suicide behavior.  Villarreal evaluated archival data of 137 veterans 

stored at the Denver Colorado Veterans Affairs Medical Center.  Of the participants in 

the experimental group, 59 had a history of suicide attempt and 53 had a history of TBI.  

A control group was composed of 78 veterans with PTSD and with no history of suicide.  

The study did not include veterans who never attempted suicide or veterans who 

completed suicide.  Using key word searches (e.g., suicide, traumatic brain injury, head 

trauma, PTSD), the data revealed that the symptoms of participants in the suicide 

behavior group and the group with no prior suicide behaviors were similar.  The PTSD 

symptom cluster (re-experiencing, avoidance, hyperarousal) for the suicidal group did 

not contribute greatly to the prediction of suicide behavior.  Villarreal found that TBI 

was not a predictor of suicidal behavior either. In conclusion, PTSD symptom clusters 

and the presence of TBI did not increase suicidality.   

 
K. McCreight 

 McCreight (2015) performed a study to examine suicide ideation and attempts 

among veterans in substance abuse using Joiner’s Interpersonal Psychological Theory of 

Suicides (IPTS), which has three constructs – perceived burdensomeness, thwarted 

belongingness, and acquired capability (Joiner, 2005).  Are suicidal ideations greater 
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when perceived burdensomeness and thwarted belongingness are present?  The 

participant group consisted of 59 males and 3 females.  McCreight used the Combat 

Exposure Scale (CES), to quantify the level of combat exposure as a factor in acquiring 

capability for suicide.  Semi structured clinical interviews were given to identify 

symptoms using the suicidality, PTSD, SCID-II, Borderline Personality, and Adult 

Antisocial Behavior scales.  Thwarted belongingness (disconnectedness) assessed using 

the symptoms from the MINI.  Symptoms were used to assess perceived burdensomeness 

(liability for failed contributions) and acquired capability as well.  Participants completed 

a suicidality risk assessment.  Using stepwise regression (backward elimination process), 

McCreight discovered that in the first stepwise, suicidality points as the dependent 

variable, the predictors in the model for perceived burdensomeness included 14 

symptoms.  In the second stepwise with a prior suicide attempts as a dependent variable, 

the predicts for perceived burdensomeness entail 15 symptoms.  In the third wise, with 

suicidality points as the dependent variable, the predictors in the model for acquired 

capability include 17 symptoms.  The fifth stepwise regression with suicidality points 

and predictors for thwarted belongingness included 27 symptoms.  Finally, the sixth 

stepwise regression with a prior suicidal, attempt as a dependent variable and predictors 

for thwarted belongingness had 26 symptoms.   

 
J. York, D. Lamis, C. Pope, and L. Egede 

 York, Lamis, Pope, and Egede (2013) discuss the value of the Research Impact 

Framework (RIM) to the suicide prevention of veterans.  The RIM is a standardized 

process for developing health research narratives derived from four impacts:  societal-
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related, research-related, policy-related, and service-related (York et al., 2013).  Societal 

refers to issues of health (suicide morbidity and mortality), disparities in knowledge and 

the education and skillsets that address suicide prevention.  Research covers data from 

methods used during studies across a myriad of networks.  Policy relates to the actions 

performed, and the context and systems in which those activities occurred.  Services 

include options in health and evidence-based practice.   

 The societal impact of suicide epidemiology was significant from 2004 to 2007, 

when it was more likely for female veterans to die by suicide than non-veteran women, 

according to a study of the National Violent Reporting System that consisted of 5,948 

women from ages 18-64 and located in 16 states (McFarland, Kaplan, & Huguet, 2010).  

Risk factors which contributed to an increased rate of suicides in veterans are combat 

exposure, multiple extended deployments, exposure to traumatic events, legal problems, 

pain, chronic medical illness, traumatic brain injury, psychiatric hospitalization of 12 

weeks, medication changes of 12 weeks, weapon availability, financial problems, 

relationship problems, and residence in rural areas (McFarland et al., 2010).  These risk 

factors were evident in studies of veteran populations.  In a study conducted from 2006-

2008, 10 of 175 veterans, all displaying self-injurious behaviors, died by suicide and 

were older veterans who likely experienced combat, as opposed to veterans with non-

fatal self-injurious behaviors (Kleespies et al., 2011).  In a retrospective review of 

887,859 veterans, elevated rates of suicide were found in veterans enrolled in a 

depression intervention 12 weeks after medication was initiated or changed, and 12 

weeks post hospitalization (Valenstein et al., 2009).  A poor health quality of life among 
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rural veterans with depression, anxiety, post-traumatic stress disorder, alcohol 

dependence, schizophrenia, and bipolar disorder was greater than veterans in urban areas 

(Weeks et al., 2004).  In a sample of 173,104 veterans, suicide attempts among depressed 

rural veterans outnumbered urban/suburban depressed veterans (Wallace, Weeks, Wang, 

Lee, and Kazis, 2006).   

 The societal impact of education to prevent suicide in veterans has consisted of 

funding for research, systematic reviews of interventions targeting suicidality.  Funding 

to address suicide through studies, research, and accountability of the studies have 

increased over the years (York et al., 2012).  Since 1997, funding for suicide prevention 

through the Veteran Suicide Act has sanctioned studies in suicide and the results of the 

studies must be provided to congress (Sundararaman, Panangala, & Lister, 2008).  

Veterans Affairs established the Center of Excellence (COE) in 2007 as a center for 

research, with the objective of decreasing the morbidity and mortality rates of suicidal 

veterans (York et al., 2012).  Additionally, the COE conducts research program 

evaluation that addresses various levels of risks in suicidal veterans (VISN 2, 2010).   

 Reviews of suicide prevention intervention is another societal impact of education 

to improve and monitor suicide prevention.  The Institute of Medicine (IOM) review was 

developed to assess science base, to evaluate primary and secondary preventions, to 

identify methods for studying suicide, and to make conclusions that reference gaps in 

education, research and strategies (Institute of Medicine of the National Academies, 

2002).  The IOM reviewed 74 studies that were published from 2005 to 2008 and 
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included veterans and military personnel (Department of Veterans Affairs, 2009).  

Among the findings from the studies, the following were significant:   

(1) “Psychosocial interventions following a suicide attempt were only minimally 
 effective and the quality of evidence (face validity) was moderate.” 

(2) “No studies assessed the specific effectiveness of any hotlines, outreach 
programs, peer counseling treatment coordination programs, and new 
counseling programs.”  (York et al., 2012) 

 
 In 2008, the Blue Ribbon Work Group and the Expert Panel, both organized by 

Veterans Affairs, formed in order to offer recommendations of how Veterans Affairs 

could better its suicide prevention programs, research and education (York et al., 2012).  

Among the Blue Ribbon Work Panel’s findings (F) were the following and 

recommendations (R): 

(1) F:  Suicide screening processes being implemented in VHA primary care clinics 
go beyond the current evidence and may have unintended effects.  R:  The VA 
should revise and reevaluate the current policies regarding mandatory suicide 
screening assessments. 

(2) F:  VA is attempting to systematically provide coordinated, intensive, enhanced 
care to Veterans identified as being at high risk for suicide.  However, the criteria 
for being flagged as high risk are not clearly delineated; nor are criteria for being 
removed from the high-risk list.  R:  Proceed with the planned implementation of 
the Category II flag, with consideration given to pilot testing the flag in one or 
more regions before full national implementation. 

(3) F:  Efforts to improve accurate media coverage and disseminate universal 
messages to shift normative behaviors to reduce population suicide risk behavior 
are not being fully pursued.  R:  The VA should continue to pursue opportunities 
for outreach to enrolled and eligible Veterans, and to disseminated messages to 
reduce risk behavior associated with suicidality. 

(4) F:  Concerns about confidentiality for OIF/OEF service members treated at VHA 
facilities may represent a barrier to mental health care.  R:  The issue of 
confidentiality of health records of OIF/OEF service members who receive care 
through the VHA should be clarified both for patient consent-to-care and for 
general dissemination to Reserve and Guard service members contemplating 
utilizing VHA medical system services to which they are entitled.  (Report of 
DVA) 
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 Service-related impact in Veterans Affairs consists of system and individual level 

interventions (Kuruvilla, Mays, Pleasant, and Walt, 2006).  System interventions 

included Suicide Prevention Coordinators, which the VA began funding in 2007 (Kemp, 

n.d.).  Also in 2007, the VA initiated the Veterans Health Administration’s National 

Suicide Hotline in Canandaigua, Virginia (York et al., 2012).  The VA developed a 

checklist used in mental health and tested in 113 VA facilities to identify hazards in the 

environments that could contribute to suicide (York et al., 2012).  Templates for suicide 

risk assessment and suicide attempts are available in medical records to facilitate safety 

and treatment (York et al., 2012).   

 The VA offers a variety of individual level interventions.  Veterans deployed 

during OIF and OEF qualify for health care through the VA for five years (York et al., 

2012).  To alert medical personnel of veterans at risk for suicide, a flag is placed in the 

medical records of veterans with a prior suicide attempt (Department of Veterans Affairs, 

2009).  VA health providers have access to a safety plan template, printed for the patient 

and located in the computerized patient record system (CPRS) (Work Group on Suicidal 

Behaviors, 2003). 

 
M. Seo, H. S. Kang, Y. J. Lee, and S. M. Chae 

 Seo, Kang, Lee, and Chae (2015) performed a study to evaluate narrative therapy 

with an emotional approach (NTEA) as a process nurses could use for depressed patients.  

Fifty patients participated in the study with twenty-four placed in the experimental group 

and twenty-six in the control group.  Each patient completed eight sessions according to 

White and Epston’s Narrative Therapy (1990) model:   
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 Session I – Orientation to the Program 
 Session II – Deconstruction of the problems 
 Session III – Externalization of the Problems 
 Session IV – Exploring Unique Outcomes 
 Session V – Construction of an Alternative Story 
 Session VI – Building new story 
 Session VII – Definitional Ceremony 
 Session VIII – New Position Statement and Closing 
 
 Seo et al. utilized four instruments to measure five variables (self-awareness, 

hope, positive emotions, negative emotions, and depression).  The researchers used Self-

Awareness Scale of ten positive questions and ten negative questions ranked on a five 

point Likert scale with one meaning not at all, and 5 meaning always (Seo et al., 2015).  

The higher the score, the greater one viewed self in a positive light. 

 The Korean Nowotny Hope scale was another instrument used in the study.  This 

scale measured hope in the areas of confidence, how one relates to others, spirituality, 

active involvement, the future, and “comes from within” (Seo et al., 2015).  On a four 

point Likert scale, the higher the score, the greater the hope. 

 Seo et al. used the Positive Affect and Negative Affect Scale, with ten positive 

and ten negative words to describe feelings.  Each adjective was rated on a five point 

scale.  Each participant indicated a number for how little or great the person had felt a 

particular way during a particular timeframe. 

 The Korean Center for Epidemiological Studies Depression Scale (CES-D) was 

utilized to measure depressive symptoms (Seo et al., 2015).  Twenty questions were rated 

on a four point Likert scale.  Using a pre-test and a post-test, Seo et al. evaluated changes 

in the variable after the NTEA treatment on the depressed participants.  The differences 

were significant between the experimental and control groups.  For the experimental 
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group, the mean score for self-awareness for participants grew from 58.20 to 58.96; hope, 

76.42 to 92.96; positive emotions decreased from 37.95 to 25.42; and depression, a 

decrease from 51.54 to 37.46.  For members of the control group, the mean score for self-

awareness increased from 58.12 to 58.62; hope decreased from 81.35 to 79.65; positive 

emotions, a decrease from 24.46 to 24.04; negative emotions, a decrease from 28.28 to 

26.92; and depression from 46.35 to 45.04.   

 
Victoria Palmer 

 
In Palmer (2007), three types of narrative – testimony, chaos, and restitution – are 

described.  Testimony narratives tell of the strife associated with agony and despair 

(Palmer, 2007).  These narratives highlight the significant struggles one has endured.  

Testimony narratives can be used to usher healing or could potentially suppress hope, 

recovery, and repair because of the violent and disruptive experiences they entail 

(Palmer, 2007).   

A chaos narrative is a story that suggests life will never improve (Frank, 1995).  

Chaos narratives are heavily themed with chaos and panic.  A suicidal veteran diagnosed 

with traumatic brain injury sustained during combat will likely have a chaos narrative to 

share.  

Restitution narratives echo a belief that “yesterday I was healthy, today I’m sick, 

but tomorrow I’ll be healthy again” (Frank, 1995).  Frank’s idea stems from the thought 

of health as the natural conclusion to which people return (Frank, 1995).  The themes of 

restitution narratives are survival, evading difficulty with cleverness, and breaking away 

from suffering (Palmer, 2007).   
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Storytelling does not always result in narrative repair.  For Palmer (2007), 

recovery depends on the faculty to grapple with vulnerabilities and broken pieces of 

oneself.  H. L. Nelson (2001) defined narrative repair as a freeing of one’s moral agency 

from the adversarial, brutal, and general representations catalyzed by master narratives.  

According to Nelson, identity is impacted by how one views himself, influenced by 

negative representations and limited resources as a result of boundaries to access 

(Nelson, 2001).  Frank (2004) suggested that the dialogical nature of narratives prevent 

stories from being completed or finalized.  Thus, recovery could be impossible or 

difficult to obtain. 

“Narrative despair – the pain, mourning, grief, and loss involved in telling stories 

– is central to a recovery of vulnerability” (Palmer, 2007).  Palmer likens recovery to 

healing and symbolic of a place to which one does not want to return.  Recovery is 

securing and maintaining wellness.  Palmer explains the relationship between suffering 

and vulnerability.  Suffering and vulnerability are included in the human experience.  

Vulnerability is reawakened during storytelling, when listeners back away from the 

storyteller’s act of being vulnerable, and the storyteller attempt to push away from his or 

her suffering (Palmer, 2007).  Vulnerability ignites confusion and narrative despair 

(Palmer, 2007).   

 
 

Rodrigo Lopes, Miguel Goncalves, Paulo Machado, Dana Sinai, Tiago Bento, and  
Joao Salgado 

 
 Lopes et al. (2014) conducted a study to evaluate the effectiveness of Narrative 

Therapy (NT) for moderately depressed adults in comparison to cognitive behavior 
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therapy (CBT).  The study included 63 depressed participants, 34 assigned to the NT 

group and 29 assigned to the CBT group.  In the NT group, 20 clients received full NT 

treatment, whereas the other 14 participants in the NT group did not complete the 

program.  In the CBT group, 20 persons completed treatment, while 9 dropped out of the 

study.  Twenty-four of the completers received 20 sessions of treatment.  The other 16 

completers received anywhere from 8 to 19 sessions.  The researchers used the Beck 

Depression Inventory-II, which is comprised of 21 self-reported items related to 

cognitive affective and somatic symptoms (Lopes et al., 2014).  To evaluate individual 

progress, researchers used an outcome questionnaire (OQ-45.2) of 45 questions related to 

psychological distress, interpersonal relations, and social roles.  The clinical significance 

of the study followed Jacobson and Truax (1991) guidelines: 

(1) The change should be greater than the ROI. 
(2) At the conclusion of therapy, participants should be classified as functional. 

 The study by Lopes et al. concluded the following results using BDI-II for 

completers (n/%):  10 (50) participants of the NT group showed reliable improvement as 

opposed to 15 (75) participants of the CBT group; 9 (45) in the NT group were moved to 

the functional population, and 10 (50) in the CBT group; 8 (40) displayed a significant 

change in NT, and 10 (50) in CBT.  Results using OQ-45.2 for completers are as 

follows:  12 (35.3) in the NT group showed reliable improvement, and 11 (38) subjects 

in the CBT group; nine (45) in NT moved to the functional population, and 7 (25) in 

CBT; 9 made clinical significant changes and 5 in CBT.  From the results, Lopes et al. 

reasoned that more studies are necessary before recommending Narrative Therapy as a 

treatment for depression. 
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J. N. Ogar and A. M. Ogaboh Agba 

 In discussing the moral right to die due to illness, Ogar and Agba (2011) raise 

physical and mental conditions as possible factors in whether one chooses to live or die.  

A patient with a terminal illness may decide to abstain from nutrition or the use of a 

machine intended to aid the individual in surviving (Ogar & Agba, 2011).  The illness 

causes much pain, and eventual death is the end result.  Thus, “many people in these 

circumstances claim that they have a right to die, and they view the intervention of others 

even to help as an invasion and an intrusion upon that right” (Ogar & Agba, 2011).   

 Some veterans suffer from incurable physical illnesses and have admitted to 

suicidal ideations for this reason.  They do not see the point of holding on to life since 

they will die from their sickness.  Veterans suffering from mental disorders, such as 

PTSD, anxiety, depression, and substance dependence may be opposed to taking 

medications for the duration of their lives.  They may view themselves in their states, as 

being dead already, and they want the right to end their journeys on earth.  

 Mappes and Zembaty (1986) argue that losses and shameful experiences are valid 

reasons for suicide.  These situations subtract meaning from life for most people, like 

veterans who are paraplegic, and feel they cannot contribute to society because they are 

completely immobile, or with mobility devices, lacking the ability to function 

independently.  Veterans who have loss of function may want to kill themselves if they 

are hopeless.  Similarly, veterans who are ashamed of having taken part in an event that 

claimed the lives of others as the result of the veteran’s actions, may want to die because 

the emotional burdens are too heavy for them.  The veteran may be the victim, having 
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had others, even fellow brothers and sisters in arms, inflict pain.  Such a case is a veteran 

who was gang raped by his or her peers in uniform.  The shame of betrayal, 

disappointment and embarrassment could cause one to give up on living. 

 Ogar and Agba (2011) offer an argument against the idea of suicide as a moral 

right.  They offer Beauchamp’s argument that suicide is against the law of self-

preservation because naturally, mankind desires to preserve self (Beauchamp, 1982).  

The human beings instinct is to protect and maintain oneself even with minimum efforts.  

Beauchamp define the human race as egoists who desire happiness, preservation, self-

respect, to be a unique self, to obtain and maintain property, self-assertion, and affection 

(Beauchamp, 1982).   

 Ogar and Agba (2011) discuss two theological objections to suicide:  suicide as a 

sin of lacking faith, and as a violation of the theological virtues of hope and charity. 

Concerning suicide as a lack of faith, Ogar and Agba quote Bonhoeffer’s view.  

Bonhoeffer believed:  

 “A man who takes his own life incurs guilt solely toward God the maker and 
 master of his life.  It is because there is a living God, that suicide is wrongful as a 
 sin of lack of faith…lack of faith takes no account of the living God.  That is sin.  
 There is no other cogent reason for the woefulness of suicide, but only the fact 
 that over men there is God.  Suicide implies a denial of this fact.”  (Bonhoeffer, 
 1955) 
 
 Suicide also goes against hope and charity, since suicide is self-destruction, while 

hope and charity relate to love, justice, peace and inspiration (Ogar & Agba, 2011).  

Killing oneself is an offense against these principles. 

 This section on similar research focused on other studies related to veterans and 

suicide.  Some of the studies utilized methods – grounded theory approach, interpersonal-
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psychological theory, data collection – other than narrative therapy, providing other 

perspectives to caring for suicidal veterans.  The study by Erbes et al. provides hope in 

the use of narrative therapy as an effective method in relieving suicidal veterans of their 

ideations.  The next section will explore theories related to suicide and morality, and 

ideas about what causes suicide. 

 
Theorists 

Thomas Joiner 

 Thomas Joiner, the author of Why People Die by Suicide (2005), offers seven 

reasons people choose suicide.  One reason is due to neurobiology.  When serotonin is 

broken down, it metabolizes into 5-hydroxiindoleacetic acid (5-HIAA).  Low levels of 5-

HIAA have been found consistently in persons who have attempted and completed 

suicide (Joiner, 2005; Lester, 1995).  Also, it was found that the low levels of 5-HIAA 

predicts subsequent attempts (Asberg, 1997). 

 Joiner cites the serotonin transporter genes as a major contributor to suicide 

(Joiner, 2005).  According to Joiner, this gene recycles serotonin in the body and has two 

forms which could carry one of three compounds:  two long alleles (l/l)3 (Merriam-

Webster.com), a long allele and a short allele (l/s), or two short alleles (s/s) (Lesch et al., 

1996).  Joiner inserts that individuals with the s/s genotype are apt to attempt suicide.  

Joiner cited two studies that found the s/s genotype as a commonality within suicidal 

persons.  In one study, researchers followed 103 individuals who attempted suicide over 

                                                
3 Any of the alternative forms of a gene that may occur at the position in a chromosome 
of a particular gene or allele 
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a year period and discovered that the s/s genotype was prevalent in the participants who 

had more suicide attempts (Courtet et al., 2004).  In another study, the s/s genotype was 

discovered as more common among suicidal persons (Mann et al., 2000).  Joiner, who 

disclosed that his father died due to suicide, stated that he bears the s/s genotype (Joiner, 

2005).  He shared that while he is unsure of his father’s genotype, it is his belief his 

father had the s/s genotype since Joiner’s sisters were s/s as well.  Children receive one 

allele from their mother and one from the father. 

 Joiner claims that a history of suicide in a family increases the likelihood of future 

suicides in a family in the same family.  Identical twins share the same genes, while 

fraternal twins share approximately half of their genes.  In a study 13% to 19% of 

identical twin couplets were “concordant for death by suicide” when measured against 

the fraternal twins in the study (Roy, 1992).  Joiner reasoned that if an identical twin 

commits suicide, there is a 15% chance the other twin will follow suit, and a 1% risk for 

someone whose fraternal twin died by suicide (Joiner 2005).   

 Joiner subscribes to Karl Menninger’s belief that impulsivity destroys lives 

(Menninger, 1936).  Joiner does not define impulsivity as “spur-of-the-moment, when a 

person makes a sudden decision, perhaps in response to a serious disappointment or 

conflict” (Joiner 2005).  Rather, Joiner believes impulsivity is built over time, after one 

has become fearless and experienced much pain and opposition.  It is this building over 

an extended period of time that makes one prepared to take his or her own life. 

 Joiner points out that serotonin in impulsive people are generally lower in persons 

with no indication of a personality disorder (Joiner 2005).  For example, aggressive and 
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violent individuals, such as murderers and arsonists, would probably have a low volume 

of serotonin in their blood, as opposed to people with calm and congenial traits.  A study 

was initiated to measure the serotonin metabolites in impulsive suicide attempters, and 

subjects who were not violent and displayed self-control.  The study revealed that 

serotonin metabolites were lower in the impulsive subject, than in the non-impulsive 

ones (Spreux-Varoquaux et al., 2001).    

 According to Joiner, childhood adversity contributes to suicidality.  Adversity can 

include all forms of abuse and significant loses, like that of a parent.  In a study involving 

people diagnosed with alcohol-use disorder, physical abuse from childhood was related 

to suicide attempts (Brent, Johnson, Perper, & Connolly, 1994).  The childhood adversity 

makes children dispensable, and even as children grow into adults, the feelings of 

worthlessness can remain and lead to suicidality throughout life.  Borderline personality 

disorder, depression, and other mental health issues can stem from the suffering.  These 

conditions continue to perpetuate thoughts of hopelessness.   

 Roughly 95% of the people who completed a suicide had a mental disorder during 

the time of their deaths (Cavanagh, Carson, Sharpe, & Lawrie, 2003).  Also mentioned is 

borderline personality disorder as being among the most lethal of all psychiatric disorder, 

with the usual mechanism of death being suicide” (Gunderson, 1984).  Borderline 

personality disorder is caused by long term dysfunctional relationships, and presents its 

presence through self-destructive acts, impulsivity, and a vague expression of self-

identity.  Self-doubt and alienation are usually experienced by people with borderline 

personality disorder.  Theses emotions make it difficult for these persons to belong 
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socially, making suicide a great risk.  Approximately 50% of people with borderline 

personality disorder have experienced a severe suicide attempt (Gunderson, 1984).  In a 

study, it was founded that 65% of the subjects with borderline disorder who committed 

suicide, made at least one prior attempt (Stone, Hurt, & Stone, 1987).   

 Joiner noted that anxiety disorders, such as panic disorder, post-traumatic stress 

disorder and obsessive-compulsive disorder, have been intertwined with serious 

suicidality (Joiner, 2005).  In particular, panic disorder concerns frequent episodes of 

harsh panic attacks that occur without warning and seems to some people as painful as 

heart attacks.  Occurring in conjunction with mood disorders, panic disorder is a risk 

factor for suicidality (Schmidt, Woolaway-Bickel, & Bates, 2000).    

 Joiner uses the phrase, “perceived burdensomeness,” to describe feelings as being 

an ineffective member of a group (Joiner, 2005).  According to Joiner, the person who 

considers him or herself to be grievous on others, wants to die because the person feels 

the situation is irreversible.  The perception of burdensomeness impacts one’s behavior 

greatly, including suicidal behavior.  Joiner offers an example regarding the Eskimo 

culture.  When the Yuit Eskimos of St. Lawrence Island became very ill, or hindered the 

survival of his or her group, a ritual suicide was conducted and consisted of a family 

member executing the person (agreeing to the ritual) who let the group down (Maris, 

Berman, & Silverman, 2000).  

 Joiner explains that when the human need to belong is thwarted, there are 

negative impacts on a person’s physical and mental health (Joiner, 2005).  When the need 

to belong is met, suicide can be prevented in the midst of perceived burdensomeness 
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(Joiner, 2005).  In a study by Magne-Ingvar and Oejehagen (1999), loneliness was the 

reason for an attempted suicide by individuals who were connected with others who 

attempted suicide recently.  An unmarried status is a risk factor for suicide as was 

suggested in a study by Van Winkle and May (1993), which revealed that the suicide rate 

was higher among Native Americans for single people belonging to the Apache, Navajo, 

and Pueblo tribes.  Losing a parent can thwart connection, as was found in a study by 

Lester (1998), which disclosed that in a sample, nearly half of celebrities who ended their 

lives experienced the loss of a parent before eighteen years old. 

 
Emile Durkheim  

 Concerning the morality of suicides, Durkheim argued the act of suicide as 

immoral unless done selfishly to protect the lives of others (Durkheim, 1897/1951).  

Durkheim referred to the immortal soul of mankind as derived from the divine, saying, 

“We belong completely to no temporal being because we are kin to God (Durkheim, 

1897/1951).  For this reason, Durkheim’s position was that mankind should not destroy 

oneself.   

 Durkheim defined suicide as a death “resulting directly or indirectly from a 

positive or negative art of the victim himself, which he knows must produce this result” 

(Durkheim 1897/1951).  Durkheim debated that suicide is not limited to a self-inflicting 

wound.  As examples, Christian martyrs did not kill themselves but allowed others to kill 

them (Durkheim 1897/1951) or a soldier killed when he runs in front of an armed enemy 

element as a way to distract the enemy force from targeting the soldier’s’ platoon.  For 

Durkheim, knowledge, not intent, was important in determining if a suicide has actually 
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occurred.  Does a suicidal person know for certain that he or she will die from his or her 

behaviors?  “It is not impossible to discover whether the individual did or did not know 

in advance the natural results of his actions” (Durkheim, 1897/1951).  Yet, if intentions 

are not defined accurately, then deciding whether one understood the consequence of his 

action as death will be difficult, if not impossible (Varty, 2000). 

 
Edwin Shneidman 

 In Autopsy of a Suicidal Mind (2004), Shneidman share a series of verbatims and 

notes of interviews conducted with family and friends of a physician/lawyer (Arthur) 

who killed himself.  Arthur’s mother had given Arthur’s suicidal note to Shneidman to 

solicit his thoughts, which led to a psychological autopsy in order to explore viewpoints 

and possible reasons into Arthur’s death, and to understand suicidal phenomena 

(Shneidman, 2004).  The book’s content includes consultation notes by a suicidologist, 

psychologist, psychiatrists, and a sociologist; verbatims of interviews with Arthur’s 

mother, father, brother, close friend, ex-wife, girlfriend, and Arthur’s psychologist and 

psychiatrist; and Arthur’s suicidal note.  Shneidman’s hope was that the information 

would build a narrative that makes sense.  Morton Silverman (suicidologist) studied 

Arthur’s suicide note.  Silverman identified ten messages within the note that relayed to a 

need to control and direct, a plea for forgiveness, absolution, ambivalence and 

uncertainty, poignant despair, remorse and regret, being a savior/being saved, altruism, 

lack of pleasure and self-criticism (Silverman in Shneidman, 2004).  According to 

Shneidman, some of Arthur’s risk factors were a history of bullying; a learning disability; 

poor performance in school; cognitive, physical and psychosocial developmental delays, 
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behavioral tantrums, parent’s divorce, rigid upbringing by his mother, a previous suicide 

attempt, psychiatric inpatient hospitalizations, onset of psychopathology, and 

psychopathology as a family history (Silverman in Shneidman, 2004).  Silverman was 

interested in whether or not the risk factors explain Arthur’s suicide and if Arthur’s 

protective factors neutralized any of the risk factors.  Silverman concluded that Arthur 

was in search of identity, mental peace, emotional stability, predictability and security, 

and that he refused to allow himself to feel the pain associated with a depressive episode 

again (Silverman in Shneidman, 2004).   

 Robert Litman (psychiatrist) identified Arthur as having been his own worst 

enemy, though he was talented and was afforded opportunity (Litman in Shneidman, 

2004).  Litman honed in on Arthur’s discontinuation of psychotherapy and medications 

that were helping, and reasoning that Arthur stopped because he knew the temporary 

relief would not outlive the pain.  Litman classified Arthur as having a “profound 

narcissistic grandiosity” way of thinking based on his promise to kill himself if his 

girlfriend did not return to him (Litman in Shneidman, 2004).  It was either what Arthur 

wanted or nothing at all. 

 Ronald Maris (sociologist) believed suicide cannot be prevented, though 

prolonged (Maris in Shneidman, 2004).  Maris accused rage and anger as culprits in 

Arthur’s doom, and these factors were a part of his life since childhood, with anger 

developing towards his mother for her strictness, and towards his brother for bullying 

him.  Also, Maris identified Arthur’s unrealistic expectations of himself and others as 
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torturous to himself (Maris in Shneidman, 2004).  No one, not even himself could 

achieve those expectations. 

 David Rudd (psychologist) referred to the suicidal belief system as the defining 

feature of the suicidal model (Rudd in Shneidman, 2004).  The suicidal belief system is 

“a construct that incorporates the individual’s suicidal beliefs, those beliefs traditionally 

thought of as being dominated by hopelessness (Rudd in Shneidman, 2004).  Rudd 

presented four central themes of the suicidal belief system: 

(1) Unlovability (“I don’t deserve to live.”) 
(2) Helplessness (“I can’t solve my problems.”) 
(3) Poor distress tolerance, or psychache (“I can’t stand this pain anymore.”) 
(4) Perceived burdensomeness (“Everyone would be better off if I were dead.”) 
(Rudd in Shneidman, 2004) 

 
Rudd ruled out unlovability as a theme present in Arthur’s suicide note.  On the other 

hand, three themes linked to his suffering, which rule out hope overtime, according to 

Shneidman’s interviews with Arthur’s psychiatrist (Shneidman, 2004).  Rudd concluded 

he believed Arthur’s suicide could have been prevented with cognitive therapy that would 

have addressed Arthur’s suicidal belief system directly and with skills to increase 

Arthur’s tolerance of stress (Rudd in Shneidman, 2004).   

After completing his interviews with the family, friends and physicians of Arthur, 

and after receiving consultation assessments from notable leaders in the field of 

suicidology, Shneidman, in his letter to Arthur’s mother, wrote the following: 

In all candor, I don’t see what I could have done that I don’t ordinarily (or even 
extraordinarily) do.  I don’t see what I might have done that your son wouldn’t have 
trumped.  His pain and narcissism were more potent than my benign expertise, even 
at its most active.  But I want to reserve the delusion that he would not die under my 
care.  I believe I could save from suicide any person with whom I choose to work 
and who chooses to work with me….  Seeing him this way, I might have, in 
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psychotherapy with him, focused on his frustrated need for inviolacy.  I would not 
have tried to change Arthur’s character; just extend his duration.  Together, he and I 
would redefine and fine-tune our understanding that, in actual practice, “unbearable” 
and “intolerable” really mean barely bearable and somehow tolerable, and that these 
terms can be incorporated into a dour pattern for life-long survival.  (Shneidman, 
2004)  
 

 
David Lester 

 Psychoanalysis as it relates to suicide deals with seeking the real reason for the 

suicide attempt (Lester, 2005).  For example, a suicidal veteran who attempts suicide, 

allegedly due to divorce can learn through psychoanalysis the unconscious reason behind 

his choice to kill himself.  Divorce, or losing a relationship with someone with whom he 

has made so many memories, may not be the genuine purpose of the suicide attempt.  

Subconsciously, he could be distraught he did not succeed at achieving a lasting union 

because his parents’ divorce caused him much pain as a child.  Psychoanalysis makes the 

client aware of this as a possible underlying reason for the suicide attempt.  

Psychoanalysis is a slow process with a duration of three or more years, allowing time for 

the client’s mind to wander from memory to memory to reveal links to the suicidal 

attempts (Lester, 2005). 

 Primal therapy takes clients through intense emotions derived from childhood 

(Lester, 2005).  Gestalt therapy is a confrontative approach that guides suicidal persons 

to be aware of their current thoughts and feelings (Lester, 2005).  Dwelling on intense 

emotions could cause great stress and danger for the suicidal person.  Yet, Gestalt 

Therapy has been proposed as useful during crisis intervention (Young & Lester, 2001).  

Indeed, any event of suicidality is a crisis. 
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 Reality therapy focuses on a client’s actions and value judgments, and developing 

reasonable plans for the client (Lester, 2005).  Reality therapy may include components 

of other psychotherapies to coach their clients into following their plans (Lester, 2005).  

Emphasis is placed on the client moving forward to accomplish goals that are obtainable. 

 Person-centered therapy is a process through which suicidal persons evaluate who 

they are, using metaphorical objects (Jooste & Cleaver, 1992).  Jooste and Cleaver 

(1992) presented charcoal to a suicidal woman who compared the charcoal to her 

character, realizing her mood resembled the darkness of the coal.  She, compared to the 

coal, was fragile and easy to crumble under pressure.  The woman talked herself through 

observations that made her aware of how she felt about herself. 

 Existential therapies work out of the framework that ideas surrounding death, 

isolation, one’s will, and the meaning of life are relevant to suicide interventions (Lester, 

2005).   

 There are therapies, other than narrative therapy, used to treat suicidal persons.  

Cognitive therapy is treatment that redirects one from negative thoughts that are rational 

(Lester, 2005).  The goal of cognitive therapy is to deactivate the negative thoughts 

which cause stress and anxiety.  Research has shown that suicidal persons are 

predisposed to thought patterns that prevent them from pinpointing resolutions to their 

issues (Neuringer, 1988).  When thoughts become rational, then persons can gain the 

courage to seek solutions to their problems.  In cognitive therapy, therapists teach clients 

to contest their thoughts.  For example, a suicide veteran suffering from military sexual 

trauma who thinks, “This was my fault because I was drunk,” can dispute the thought by 
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asking, “Where is the evidence that this is my fault,” or “What rule says this was my 

fault because I was drunk?” 

 Transactional Analysis is a process used to move a person’s state of mind from 

the child ego to the adult ego state of mind (Lester, 2005).  There are three ego states.  

The child ego is similar to the mindset the client has as a child; the adult ego state 

processes information; the parent ego state is when a person identifies with his or her 

parents (Lester, 2005).  “It is the suicidal client’s child ego state that is feeling despair 

and hopelessness” (Orten, 1974).  In the adult ego state, the individual is able to view the 

world different than before, and is capable of dealing with that world (Lester, 2005).  

Initially, the therapist asks questions for information about the person not associated 

directly with the person’s problems.  Asking the questions is an exercise to provoke the 

client to analyze the information (adult ego state).  When the adult ego state has been 

achieved, the therapist begins discussing the person’s problems, while remaining 

cognizant of indicators the child ego state has returned (Lester, 2005).  Discussions that 

evoke the child ego state should be discontinued. 

 Behavior Therapy focuses more on changing the client’s behaviors than the 

client’s thoughts or emotions (Lester, 2005).  The aim of the therapy is to consider 

behaviors that will add pleasure and skills to a person’s life.  Conceivable, modifying 

behaviors can reduce depression and suicidality (Gresham, 1998).   

 This section presented theories of why people die by suicide (Joiner), causes and 

types of suicide (Durkheim), autopsy of a suicidal mind (Shneidman) and the assessment, 

treatment and prevention of suicide (Lester).  The information unraveled suicide as this 
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reality that possibly derives from genetics, and certainly as a result of circumstances.  

The next section will focus largely on the practice of narrative therapy and suicide 

prevention. 

  
Practitioners 

Michael White and David Epston 

 Together, Michael White and David Epston founded Narrative Therapy.  In 

Narrative Means to Therapeutic Ends (1990), they set the process for the therapy.  The 

steps to Narrative Therapy are:  deconstruct the problem, externalize the problem, 

explore unique outcomes, discuss alternative stories, and develop a new story.    

Through deconstruction, the client describes the problematic situation and identify the 

challenges in his or her life.  Afterwards, the problem is externalized.   

 White and Epston define “externalizing” as “an approach to therapy that 

encourages persons to objectify and, at times, to personify the problems that they 

experience as oppressive” (White & Epston, 1990).  The problem is named and discussed 

as a separate subject from the person’s identity and relationships.  White described a 

counseling experience through which a family, after externalizing their problems, was 

able to voice new perspectives about their existence, and these perspectives did not 

include the problem (White & Epston, 1990).  Additionally, externalizing problems does 

the following: 

(1) Decreases unproductive conflict between persons, including those disputes 
over who is responsible for the problem; 

(2) Undermines the sense of failure that has developed for many persons in 
response to the continuing existence of the problem despite their attempts to 
resolve it; 
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(3) Paves the way for persons to cooperate with each other, to unite in a struggle 
against the problem, and to escape its influence in their lives and 
relationships; 

(4) Opens up new possibilities for persons to take action to retrieve their lives and 
relationship from the problem and its influence;  

(5) Frees persons to take a lighter, more effective, and less stressed approach to 
“deadly serious” problems; and 

(6) Presents options for dialogue, rather than monologue, about the problem. 
(White & Epston, 1990) 
 

 Historical, current, and future unique outcomes stem from externalizing the 

problem.  White and Epston explain that facts from the past which dispute the problem 

can lead to new meanings relevant to the present, and these new meanings enable 

individuals to rewrite their histories (White & Epston, 1990).  For example, a combat 

veteran – a father – diagnosed with traumatic brain injury (TBI) and in constant pain, 

may articulate a desire to die because life seems pointless to him since he is often too 

weak to walk, and he cannot speak as clearly as before, or he feels he cannot be the 

productive father his daughter needs.  In response to this situation, the narrative therapist 

would want to ask the veteran if there was ever a time when he refused to let his pain and 

limitations prevent him from walking, communicating with others verbally, or providing 

for his daughter.  As the veteran recalls past experiences, he may remember lifting 

himself from his wheelchair to walk fifty steps for exercise even though he was hurting.  

The veteran may also recollect a time when he shared his story during a support group 

meeting though his speech was slurred.  The veteran could also reminisce about a time 

when he was able to drive his daughter to school.  In this example, the veteran identified 

historical unique outcomes – situations in which he did not allow his problem to prevent 

progress.  A narrative therapist would want to ask the veteran to explain how he coped 
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with his pain, how he blocked the pain from turning him back, and what persisting past 

his pain meant for him (White & Epston, 1990).  In what ways has the endurance added 

value, or meaning to your life?  Can this endurance lead to a desire to live?   

 Unique outcomes can occur between therapy sessions.  Unique outcomes between 

sessions “provide a very fertile source for the performance of new meanings and for the 

generation of new stories” (White & Epston, 1990).  After attending a few sessions of 

narrative therapy, a veteran who hears voices to kill himself may be compelled to listen 

to the demanding voices.  The veteran may devise a plan for suicide, but finds the will to 

attend another therapy session.  The therapist can ask, “What gave you the will to resist 

the voices, and return to therapy?”  “How do you feel about your decision?”  “With your 

display of strength to make your own decision, do you believe you will give into the 

voices?”   

 During therapy sessions, current unique outcomes “are usually brought to the 

persons’ attention by the therapist’s curiosity about them and by her/his invitations to 

such persons to render them sensible” (White & Epston, 1990).  A veteran who is 

suicidal may express hopelessness due to loneliness felt after the loss of a dating 

relationship.  When asked if he or she is able to establish another relationship, the client 

responds with, “No.”  Later, during the session, the therapist may notice the client 

smiling when talking about an individual who recently accepted an invitation to a date 

with him.  The therapist can probe by stating, “You’re smiling when you talk about this 

other person.  Tell me about your smile.”  “Does this person you are talking about give 

you hope?”  “How does this person make you feel?”   
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 Future unique outcomes are discovered as a client imagines him or herself 

changing his/her situation (White & Epston, 1990).  The client discusses actions to take 

to alleviate or minimize the problem’s influence in the person’s life.  The individual talks 

about plans to achieve personal goals and aspirations, which may include a refocus on 

ambitions once claimed by the problem.  Identifying unique outcomes is a step towards 

determining alternative stories.   

 Lived experiences that are outside of dominant (or problematic) stories foster 

alternative stories (White & Epston, 1990).  Through narrative therapy, veterans “re-

author” (Myerhoff, 1982) their lives and relationships, and the alternate story is the result 

of the “re-authoring.  To rewrite one’s story lends to active involvement of the person in 

the “reorganization of their experience” (White & Epston, 1990).     

 
Michael White 

 In his book, Narrative Practice:  Continuing the Conversations (2001), Michael 

White, a co-founder of narrative therapy, acknowledges the possibilities of the narrative 

therapist experiencing “countertransference” while leading a client through the narrative 

therapy process (White, 2011).  Countertransference means that feelings and memories 

of the therapist resurface as the therapist is listening to others express their stories, and 

the therapist begins to direct his or her emotions towards people they are counseling.  

White refers to countertransference as an opportunity for “rich story development,” when 

the therapist can have an awareness of expressions which trigger his or her response 

(White 2011).  Through rich story development, the therapist seeks consultation in efforts 

to learn valuable ways in which the narrative therapist is impacted by the stories of other 
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people, and to be able to admit these impressions to his or her clients.  White identifies 

the confessions of the therapist as a vital element in a relationship between therapists and 

individuals.   

 Externalizing conversations is an approach White explains as characterizing one’s 

problems as a way to create borders for the problem (White, 2011).  Establishing the 

boundaries for a problem prevents the problem from representing a person’s entire life.  

In other words, the problem is the problem and not the person.  To arrive at this 

conclusion, the person must examine his or her problem and build thoughts around how 

influences, identity practices, and socialization, create the problem.  White states 

“externalizing conversations of this sort are well-suited to bring forth the politics of 

people’s experience of these forces, and I regard this also to be a priority in therapeutic 

practice (White, 2011). 

 The therapeutic course is to identify the facets of life a person finds valuable, and 

to seek revaluation using resonant responses (White, 2011).  Determining the values can 

be challenging since people may fear judgement, and thus, hide some of their values by 

refusing to talk about them.  For a traumatized person, those values – such as life’s 

purpose, aspirations, dreams, and commitments – reside deep within and can lead one 

towards developing resonance (White, 2011).  White lists seven resonances which if 

developed, can make therapy effective.  The resonances can guide people to reflect on 

the experiences that have brought value to a person’s life.   

 In resonance #1 (To What is Accorded Value), the therapist responds to the 

individual’s expressions by representing that which a person admittedly treasures.  This 
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helps the individual to focus on his or her person as a being with an identity apart from 

the trauma.   

 Through resonance #2 (Reverberations Through Time), the therapist guides the 

individual to link one historical episode to the next, purposefully identifying themes and 

patterns.  The linking helps one to visualize a larger picture of what has taken place in 

life.  The reality of the experiences is discussed.   

 With resonance #3 (Themes of Life and Intentional State Understandings), 

purposes, plans, and goals are illuminated through the linking of experiences and their 

themes.  The therapist probes with questions to acknowledge the intentional state notions 

and to help the individual build descriptions of the purposes, plans, and goals which are 

extracted from the experiences they shared. 

 Resonance #4 (The Development of my World) relates to the therapist offering 

ideas surrounding potential relationships between historical experiences and their themes, 

and the themes of recent experiences.  Developing continuity between events “builds a 

sense of a world that is in part responsive to one’s existence” (White, 2011).   

 Resonance #5 (Retelling) has to deal with individuals hearing how “outside 

witnesses” were intrigued while listening to the therapeutic conversation.  The witness 

does not recount what he or she has heard.  Rather, the witness explains why he or she 

believes they were pulled into the stories they heard.  Also, witnesses share ways they 

were “transported” by the expressions they witnessed (White 2011).   

 Through resonance #6 (Not for Nothing), the outside witnesses share ways in 

which they could contribute to problems that may occur in other worlds.  These 
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expressed desires can inspire the individual receiving therapy that change is possible.  

White describes such a resonance in which there is: 

(1) “Longing for the world to be different on account of what he or she has been 
through. 

(2) Secret hope that all that he or she has endured wasn’t for nothing. 
(3) Hidden desire to contribute to the lives of others who have had a similar 

experience. 
(4) Fantasy about playing some part in relieving the suffering of others. 
(5) Passion to play some part in acts of redress in relation to the injustice of the 

world.”  (White, 2011) 
 

 Resonance #7 (Responses to Trauma) urged in order to recall one’s response to 

trauma, responses that may have been forgotten due to the responses being regarded as 

dishonorable according to White.  White suggests that responses to trauma can be 

recalled/remembered “through imaginative and speculative projection of the revitalized 

sense of myself” (White, 2011).  Revisiting the response to trauma enables the individual 

to fill all spaces of their histories to claim their total self, which includes every aspect of 

history. 

 In his work, Maps of Narrative Practice (2007), Michael White expresses the 

importance of objectifying the problem as a way to keep one’s identity separate from 

one’s problem.  “Many people who seek therapy believe that the problems of their lives 

are a reflection of their own identity, or the identity of others, or a reflection of the 

identity of their relationships” (White, 2007).  White explains that when attempting to 

resolve their problems, they associate themselves as the cause of their issues.  When 

individuals who believe they are the problem, verbally define their problems to a 

therapist, the problem is objectified and work can begin in order to attack the problem 

with a viable solution and sway the person from attacking or seeing him or herself as the 
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enemy (White, 2007).  White describes the process of objectifying the problem as 

invoking investigative dialogue, through which the therapist guides the person in 

composing an expose that characterizes the problem (operations and activities) without 

determining a solution to the problem yet.  For example, a therapist will evoke a suicidal 

veteran to express his or her big concerns which could include feelings of intense anger 

and anxiety, and haunting memories related to combat.  The therapist would then 

encourage the person to describe the images of the haunting memories – who is in the 

haunting memories, what are voices saying, and what is making the images frightening.  

White believes that such an expose will recycle the power of the horrifying images 

contributing to suicidal ideations when the memories are exposed and their harassing 

tendencies are on trial.  After investigating the problem, White suggests it is then time to 

educe the individual’s purpose and values and to draft a plan for resolving the problem, 

in accordance with that purpose and those values (White, 2007).   

 White refers to metamorphosing as a significant step in redefining their 

relationship to their problems after stating and characterizing the problem.  Some 

examples of metaphors are as follows: 

(1) “Walking out on the problem (from the concept of agency) 
(2) Eclipsing the problem (from astronomical conceptions of life) 
(3) Dispelling the problem (from magical conceptions of life) 
(4) Going on strike against the problem (from the idea of civil action) 
(5) Stealing their lives from the problem (from the idea of theft) 
(6) Taming the problem (from the concept of training) 
(7) Harnessing the problem (from the equine world)”   (White, 2007) 

 
 The therapist can assist individuals with selecting a metaphor to prevent one from 

constructing multiple metaphors, which the individual will unlikely accomplish all at one 
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time.  However, as other metaphors evolve through therapeutic conversations, it may be 

possible to prioritize focus on the other metaphors at the appropriate time (White, 2007). 

 White discusses the purpose and impact of reauthoring conversations.  He argues, 

“Re-authoring conversations invite people to continue to develop and tell stories about 

their lives, but they also help people to include some of the more neglected but 

potentially significant events and experiences that are “out of phase” with their dominant 

story lines (White, 2007).  White explains that events not talked about as much can be 

significant, and their significance makes them great topics for beginning to re-author 

conversations.  In reauthoring, the therapist coaches the individual into devising 

alternative storylines as provoking questions draw out the possibility of different 

outcomes. 

 Remembering conversations to reflect on the link between significant relationship 

and identity is what White describes as examining which relationships have contributed 

to who and what a person has become and seeking to understand why the relationships 

have had such the impact that they have had (White, 2007).  The therapist asks questions 

to initiate conversation to encourage reflection surrounding the effects of one relationship 

on the individual’s character.  In his article, A Crack in the Mirror:  Reflexive 

Perspectives in Anthropology (1982), Myerhoff expresses benefits of remembering 

conversations:   

 “Private and collective lives, properly re-membered, are interpretive.  Full or 
 “thick description” is such an analysis.  This involves finding linkages between 
 the group’s shared, valued beliefs and symbols, and the specific historical events.  
 Particularities are subsumed and equated with grander themes, seen as 
 exemplifying ultimate concerns.”   
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 The role of remembering conversations is for people to understand who they are 

in light of the influences throughout their lives.  White pointed out that relationships or 

influences are not limited to human beings.  They could be pets or treasured property 

from childhood (White, 2007). 

 White has included definitional ceremonies in the therapeutic processes of his 

clients.  Definitional ceremonies offer the opportunity for individuals to tell their stories 

before an audience.  Myerhoff defines the purpose of definitional ceremonies as such: 

 “When cultures are fragmented and in serious disarray, proper audiences may be 
 hard to find.  Natural occasions may not be offered and then they must be 
 artificially invented.  I have called such performance “Definitional Ceremonies, “ 
 understanding them to be collective self-definitions specifically intended to 
 proclaim an interpretation to an audience not otherwise available.”  (Myerhoff, 
 1982) 
 
 Kalafat and Underwood (2005) provide critical elements in caring for suicidal 

patients.  Providing a safe holding environment (hospitalization) is necessary to protect 

suicidal individuals because they are unable to secure their own safety at the time of their 

episodes (Kalafat & Underwood, 2005).  The safe holding environment is free of hazards 

such as shoe strings, and glass or metal, which can be used for hanging and cutting, 

respectively.  A clinician should begin an evaluation immediately.  The evaluation should 

include a risk assessment, a mental health examination, and a history of the patient’s 

treatment, which may reveal prior suicide attempts (Kalafat & Underwood, 2005).  After 

a risk assessment has been determined, the clinician and patient agrees on a treatment 

plan and a crisis plan.  The crisis plan should entail the following: 

(1) Common precipitants to suicidal behaviors. 
(2) Alternative ways of coping beside suicidal behavior 
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(3) Methods of accessing emergency care if the coping plan does not pear to be 
sufficient for controlling the suicidal urge.  (Kalafat & Underwood, 2005) 

 
The availability of a clinician twenty-four hours a day assures instantaneous 

response to an emergency.  A twenty-four-hour emergency service provider may be used 

if a clinician assigned to the patient cannot be available.  Crisis hotline services that are 

organized with screening, training, written standards operating procedures, at least two 

phone lines, 24-hour backup, and established relationships with other emergency 

responders may be utilized by the patient (Kalafat & Underwood, 2005).   

Confidentiality and informed consent has its limits, and these limits must be 

explained to the patient prior to treatment (Simon, 1987).  When there is a suicidal risk, 

clinicians will break confidentiality to inform emergency responders or persons in the 

patient’s support system of the situation (Kalafat & Underwood, 2005).  A mental health 

practitioner should seek consultation from colleagues who have experience concerning 

suicidality (Bongar, Peterson, Harris, & Aissis, 1989).  The consultation will ensure 

checks and balances regarding treatment and crisis plans.  The questions and decisions 

discussed during consultations, as well as rationale for accepting or rejecting advice, 

should be documented in the patient’s chart (Kalafat & Underwood, 2005).  All 

encounters with patients or others on behalf of the patient, should be described 

thoroughly in the patients’ health record.  The extent of content in a clinical record says a 

lot about the sufficiency of treatment and risk management (Bongar, 2002).  A model 

risk-benefit progress note includes the following, according to Packman and Harris 

(1998): 

(1) Assessment of suicide risk 
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(2) Information that led to finding the risk 
(3) High and low risk factors that were present 
(4) Questions asked and answers given by the patient and collateral sources 
(5) How the aforementioned information led to the actions taken and rejected 

Activating a support system prior to the patient’s discharge from the hospital 

contributes to the continuing care as an outpatient.  The individuals in the support system 

can be identified as an accountability partner, communication with the patient on a daily 

basis to ask how things are going, and to determine whether the patient’s doctor should 

be notified (Kalafat & Underwood, 2005).  Arrangements within support systems should 

be reviewed occasionally for considerations to ease up or tighten over watch.   

 
Tim Harker 

 
 In his therapy work with male sexual abuse survivors, Tim Harker described the 

questioning process as a gateway to an alternative story no longer dominated by the abuse 

(Harker, 1997).  Harker defined story deconstruction as “the process of taking apart or 

looking beyond the taken-for-granted meanings and common sense explanations” 

(Harker, 1997).  Harker’s goal in therapy is to cross-examine social and cultural 

meanings that shaped the sexual abuse stories (Harker, 1997).  Some questions Harker 

uses to pull out the social and cultural meanings are: 

(1) What forces have acted to reduce this particular story of this life? 
(2) Which dominant specifications of manhood are at work here and with what 

effects? 
(3) What interpretations of the abuse events are adding to this person’s pain and 

distress? 
(4) What evidence is there of alternative preferred stories that run counter to the 

oppressive story of the abuse? 
(5) What community of people might support this preferred life account?  

(Harker, 1997) 
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Harker views masculinity, as a lens through which male sexual abuse survivors 

continue to analyze their experiences throughout life (Harker, 1997).  According to 

Harker, in the social context, masculinity plays a key role in how a male sees himself and 

the world around him.  One of Harker’s clients, Dean, who was sexually abused by his 

older brother and a minister, described himself as powerless, lacking self-esteem, and 

transparent to others who appeared to look through him and to know his secret of the 

abuse (Harker 1997).  The client was unable to connect sexually with girls because of his 

constant self-assessments, influenced by social constructs of the masculine image.  The 

client’s interpretation of masculinity led him to believe others were always judging him.  

This belief of being judged was named by Foucault as “normalizing power” (Foucault, 

1991).  The power the client felt others had over him made him feel vulnerable and 

insignificant.  In deconstructing the client’s story, Harker asked questions such as the 

following:   

(1) How do abusers take advantage of children like you? 
(2) What powers of persuasion and manipulation might they use? 
(3) What part might threats play in this? 
(4) How is secrecy enforced? 
(5) How do others’ interpretations of abuse (for example, their blaming of the 

victim) play in this? 
(6) How come kids end up being the ones feeling guilty and inferior? 
(7) How has the abuse tricked you into feeling that you were to blame? 
(8) How were you talked out of your innocence? 
(9) In what ways do you still protest your innocence and resist these 

condemnations (at least to yourself)?  (Harker, 1997).  
 

 Harker’s client’s distress centered on how to conciliate his sexual abuse 

experiences with his gender.  To cope with the conflict of being male and his sexual 

trauma, the client envisioned himself as being a “tough and rough” (Connell, 1987) in 
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order to possess some power and strength.  Harker asked his client to describe what it 

was like to possess power and strength:  “Well, they [power and strength] looked so 

perfect, and I knew that the abuse would not have happened to them” (Harker 1997).   

 Harker’s client expressed a fear of implications of homosexuality.  Harker pointed 

out that sexual abuse on males is mostly done by heterosexual men and that the 

experiences of male sex abuse survivors leave them confused about their sexuality 

(Harker 1997).  When Harker asked his client if he had fears of being gay or being seen 

gay by other people, the client replied:  “Yeah, yeah, yeah, that was exactly it, you know.  

You felt gay because you had been in bed with men.  It’s disgusting…I’ve never wiped 

that feeling away you know” (Harker, 1997).  When asked what it was like to be tough 

(or a he-man) and wondering if he was gay, the client responded:  “It was terrible because 

there aren’t any gay he-men out there, are there?”  (Harker, 1997).  To deconstruct the 

client’s sexual identity, Harker asked the following questions: 

(1) How did the abuse convince you that it could define your sexuality? 
(2) Where do ideas that sexual abuse defines sexuality come from? 
(3) In what ways do you think that the confusing of power and sexuality in abuse 

contributed to these confusions you have been left with? 
(4) How did the homophobia that prevailed among your he-man peers add to this? 

(Harker 1997) 
 
To search for dominant meanings, Harker asked questions related to the anguish caused 

by the sexual abuse: 

(1) Is it possible for people who identify as heterosexual to have sexual feelings 
for others of the same sex? 

(2) How do we account for the fact that many men relate that they have, at some 
stage in their life, had a “homosexual experience”? 

(3) If you were able to stand apart from abuse’s definitions, what possibilities 
might arise for your sexual orientation? 
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(4) In what ways have you already been living from that preference or those 
preferences?  (Harker, 1997) 

 
 Dean’s guilt and shame became more externalized as Harker probed Dean’s self -

identity and sexual orientation in relation to Dean’s idea of masculinity.  Dean began to 

embrace new perspectives regarding who he was individually and as a member of 

society.  Dean’s belief others were judging him no longer made him feel vulnerable. 

 
 

Stephen Madigan 

 Stephen Madigan defines narrative therapy practice as addressing the meaning of 

self in the world and the importance of who one is in relation to other people (Madigan, 

2011).  Narrative therapists believe the formation of a person’s self-identity was 

influenced by cultural and societal interactions (Madigan, 2011).  The narrative therapist 

is interested in the interrelation dynamics woven throughout a person’s experiences 

(Madigan, 2011).  “Within the practice of narrative therapy, problems are viewed as 

relational, contextual, interpretive, and situated within dominant discourse, expression 

response, and cultural norms” (Madigan, 2011).  Madigan refers to relative influence of 

questions as playing a critical role during the therapeutic interview to guide clients to 

reauthor their lives (Madigan, 2011).  The relative influence questions are divided into 

three sets:   

(1) Set I:  Maps how the problem influences the person and the losses caused by 
the problem.  (Madigan, 2011) 

(2) Set II:  Maps one’s impressions on the problem as well as how others affect 
the problem. (White, 1988) 

(3) Set III:  Maps the unique outcomes, which occur without the impact of the 
problem.  (Madigan, 2011) 
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The first set of relevant influence questions are raised in order to extrapolate 

problems and the losses that occurred as a result of the problems (Madigan, 2011).  If the 

problem for a veteran is memories associated with military sexual trauma, then the veteran 

may experience a loss of trust in the people and a loss of important relationships.  

Questions the therapist may ask are as follows: 

(1) How does worry feature in your work life?  In your life beyond work?  In your 
relationships? 

(2) When worry is having its way with you, what happens to your dreams for the 
future? 

(3) Are you satisfied or dissatisfied with the way the worry is (as you stated) 
“wrecking my relationship” and leaving you no time for friends? 

(4) What dissatisfies you the most about worry’s relationship to you and your 
relationships?  (Madigan, 2011) 

 
 Madigan relays that people, even the client, can be contributors to the problem, 

thereby enabling the sustainment or advance of issues.  The second set of questions will 

discover ways in which clients are authors or co-author of their problems.  A veteran 

battling alcoholism may be a contributor to his or her problem by frequenting bars or 

nightclubs where alcohol is easily accessible and found in abundance.  A family member 

may be a contributor to a client’s problems.  The following questions can be asked to 

determine influence of the client or others on the problem’s existence: 

(1) Are there ways in which you have unknowingly given worry the upper hand in 
your life? 

(2) Have there been people or situations in your life that have helped you keep 
worry central to your life?  (Madigan, 2011) 
 

 The last set of relevant influence questions focus on identifying actions and 

intentions that are contrary to the chief problem story being presented (Madigan, 2011).  

The unique outcomes may occur prior, during, or after a therapeutic session.  An alcoholic 
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veteran may experience a unique outcome if he or she attends an Alcoholics Anonymous 

meeting, where the veteran feels confidence he or she could be sober.  The therapist may 

ask the following questions: 

(1) Given over-responsibility’s encouragement of worry, have there been any times 
when you have been able to rebel against it and satisfy some of your other 
desires?  Did this bring you despair or pleasure?  Why? 

(2) Have there been times when you have thought—even for a moment—that you 
might step out of worry’s prison?  What did this landscape free of worry look 
like? 

(3) I was wondering if you had to give worry the slip in order to come to the session 
here today? 

(4) What do you think it may have been that helped support the hope in yourself 
that helped you sidestep worry? 

(5) Can you imagine a time in the future that you might defy worry and give 
yourself a bit of a break?  (Madigan, 2011) 
 

 
Jill Freedman and Gene Combs 

 
 Freedman and Combs encourage the involvement of communities to address the 

concerns—such as mental health issues—of the community.  Freedman and Combs stress 

partnerships, formed when therapists connect with a community prior to the start of a 

narrative community project (Freedman & Combs, 2009).  There should be a consultation 

stage (meeting with community representatives to determine themes to address during the 

project); a preparatory stage (project team compiles data received from community leaders 

and formulate a tentative plan for the community to gather); further consultations (teams 

of two, one from the project team and one from the community meet with the other 

members of the community to receive feedback regarding the plan and to revise the plan 

if needed); and a planning stage (a program and the details surrounding the program are 

finalized) (Freedman & Combs, 2009).  In such a partnership, the project team will 
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contribute “narrative practices and structures developed in work with individuals, couples, 

families and groups,” while the community will bring “knowledges of life and practices 

of living that are unique to the communities” (White, 2003). 

Together, the project team and community implements the finalized plan to address 

the themes identified by members of the community.  During execution of the plan, 

Myerhoff’s definitional ceremony (Myerhoff, 1982) is performed: 

(1) Stage One/The Telling:  Selected members of the community present the 
themes to be discussed and share stories relative to the themes. 

(2) Stage Two/The Retelling:  Participant of the community are divided into 
groups, in which they will respond to the themes mentioned during stage one as 
a project member uses narrative practices to guide individuals in sharing their 
personal experiences that relate to the theme. 

(3) Stage Three/The Retelling of the Retelling:  The small groups join to form a 
large circle, with the project members who listened to the stories of the small 
groups in the center.  The project members retell the stories they heard, with 
care to express the concerns of the community. 

(4) Stage Four/The Retelling of the Retelling of the Retelling:  Together, 
community member reflect on what they heard the project members say and 
share their listening experiences.  Project members facilitate discussion by 
maintaining focus and highlighting meaning.  (Freedman & Combs, 2009) 

Freedman and Combs underscore the importance of documentation using notes, 

songs, sketches, poetry, videos and songs.  Some documents may be shared during the 

closing ceremony, while other documents are made available later for review (Freedman 

& Combs, 2009).  All documentation can be collated into a publication which can be made 

available to other communities dealing with similar problems (Freedman & Combs, 2009). 

The responses to the documented problems received by the other communities who read 

the documents are shared with the original community as a way to follow-up (Freedman & 

Combs, 2009). 
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 Freedman and Combs highlight that there are always multiple stories in a story, 

which is why it is pertinent for the therapist to “double listen” (White, 2003).  From the 

very beginning, as we interact with the members of a community, we listen to the stories 

of their problems, of their suffering, of their fears, and of the traumas they have 

experienced, and, at the same time, we listen for openings into stories that speak of other 

possibilities” (Freedman & Combs, 1996).  Michael White relates double listening to 

catching onto what is “absent but implicit” (White, 2003). 

 In Narrative Therapy:  The Social Construction of Preferred Realities (1996), 

Freedman and Combs annotate the role of the Narrative Therapist to ask questions to 

generate experience as opposed to gathering information.  “When they generate 

experience of preferred realities, questions can be therapeutic in and of themselves” 

(Freedman & Combs, 1996).  In asking preference questions, it is important therapists 

check with clients to ensure alternative stories they share are preferred over the 

problematic stories (Freedman & Combs, 1996).  To make assumptions of what people 

prefer would be inappropriate.  Questions guard against assumptions and helps the 

therapist to keep the client moving in the preferred direction of the client (Freedman & 

Combs, 1996).  Examples of preference questions are: 

(1) Do you think the reputation should speak for you or do you think it would be 
better for you to speak for yourself? 

(2) Is that a useful practice?  How?  Why? 
(3) Does this idea suit you?  Why? 
(4) Do you think it’s best for anger to run your life or for you to run your life?  

Why? 
(5) Is this a good thing or a bad thing for you? 
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 Some of the aforementioned question are “bifurcation questions” (Tomm, 1993), 

which offers two opposing options for which the client must choose one.  Offering choices 

potentially helps clients to align with their choice (Freedman & Combs, 1996).  After a 

client has stated a preference, the therapist can ask questions to develop the preferred story, 

which can guide in reauthoring stories from true or hypothetical events.  In constructing 

stories, questions about process, details, time, context and people help to develop the new 

story through questions such as the following: 

 Process 
(1) What were the steps you took in doing this?  What did you do first?  Then what? 
(2) How did you prepare yourself to see things in this new way? 
(3) As you look back at this accomplishment, what do you think were the turning 

points that made this possible? 
(4) Were there particular things that you said to yourself that supported this new 

resolve? 
(5) How did you do it? 

Details 
(1) What was the look on his face when you told him you won the award? 
(2) What particular things would I have noticed if I were there when you two 

experienced this breakthrough? 
(3) What was it like to grasp that award in your hands?  Did you hear the sound of 

the crowd or make out any particular faces? 
(4) What was happening in the rest of the room while you were coming to that 

realization? 
(5) What exactly did she say when you told her the news? 
Time 
(1) Who would have predicted that you would have made this shift in your 

understanding?  What would have led them to make this prediction?  Would 
they recall a particular memory or event? 

(2) What do you think your next step might be? 
(3) Now that you’ve discovered these things about your relationship do you have 

a different vision of the future? 
(4) How is this different from what you would have done before? 
(5) If we link the self-confidence from your past with your current ideas, where do 

you think you might go along these lines in the future? 
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Context 
(1) Are there particular organizations or contexts that would support your new 

resolve? 
(2) Where did this happen?  What was going on at the time? 
(3) Has your newly discovered competence shown itself more on the job or at 

home? 
(4) Would you say the circumstances supported your doing this?  How? 

 
People 
(1) Who played a part in your taking back your life for yourself? 
(2) Who will be first to notice that you’ve conquered this fear?  How will it affect 

him? 
(3) Has your correspondence with your mother played a part in this?  What’s the 

most important thing that she has written to you? 
(4) How long do you think the rest of the family will have to see you following the 

rules before they relax about this change? 
 
 

Jeffrey Zimmerman and Victoria Dickerson 

 Jeffrey Zimmerman and Victoria Dickerson (1996) point out that one’s problem is 

separate from the individual because problems exist in systems that impact people.  Stories 

are justified, not through personal preferences, but through the lens of cultural influences 

(Zimmerman & Dickerson, 1996).  An example of how the military culture may have 

impacted a veteran’s personal view of his or her story is as follows: 

 Zimmerman and Dickerson define problem as “a meaning system that interferes 

with one’s preferred direction.  Located in the culture.  Something unpleasant.  Anything 

that affects one in undesirable ways” (1996).  In If Problems Talked (Zimmerman & 

Dickerson, 1996), problems are characterized as having a voice and an intention to hide in 

people and their relationships with individuals.  The problem is presented with a mission 

of enabling a person to know oneself through the problem—to lack the confidence and 



 

 

127 

effort to manage life without the interference of the problem (Zimmerman & Dickerson, 

1996). 

 Zimmerman and Dickerson (1996) offer a structure, with guidance, for separating 

the problem from the individual during a narrative interview: 

 Problem construction and externalizing questions 
• Think of the problem as a thing and talk about it as an active agent in the 

person’s life. 
• Think about the culture’s role in the formation of the problem. 
• Come to some agreement with the client about what to call the problem.  
• Use externalizing language even if you are not sure what to call the 

problem. 
 

 “Effects” questions 
• Continue and thicken the construction of the problem and extend the field 

of influence of the problem.  (In an interview, these questions overlap with 
the first set of questions—and also with the next set, deconstructing 
questions.) 

• Sometimes an “effect” of the problem more clearly captures the client’s 
experience and can then become the agreed-upon externalized problem. 

• Explore all aspects of the client’s experience: 
-Attitudes, behaviors (include reciprocal pattern). 
-In life:  school, work, social life, recreation. 
-In relationships:  family, friends, intimate others. 
-The client’s attitude toward himself or herself (personal story). 
 

  Deconstructing questions 
• Think about directly challenging personal and cultural stories that have 

contributed to the evolution of the problem.  (These challenges are implicit 
in “effects” questions.) 

• Extend the field of influence to the margins where personal preferences 
may be hiding. 
 

 Restorying question:  Entry points 
• Notice “gaps” or contradictions to the problem story (unique out-

comes)—past, present, or future. 
• Notice what comes up in the telling of the problem story—on the 

periphery.  Ask about it.  These can then become entry points to a possible 
more preferred story. 

• It is important to ask whether unique outcomes are preferred or not. 
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 Restorying questions:  Landscape of action 
• Draw attention in detail to behaviors and events that are more preferred by 

the client. 
• Elicit sequences of events to bring forth a sense of agency for the client, that 

is, what led up to the preferred behavior, what he or she did to prepare for 
the action, and so on. 

• Locate events in history, going backward to possible precursors and forward 
to future possibilities (“future-looking-back questions”) 

• These questions thicken the plot. 
 

 Restorying questions:  Landscape of consciousness 
• Ask about intentions, desires, preferences, values, beliefs. 
• Focus on commitment to preferred ways of being. 
• Ask “experience-of-experience” questions to create a reflexive position. 
• These questions are asked in a back-and-forth process with landscape-of-

action questions. 
 

 Reauthoring context:  Reflexivity and circulation 
• Name the counterplot. 
• Bring forth appreciation for the new story from family, friends, others. 
• Circulate the story to a wider audience. 
• Continue to create a reflexive position for the client. 

 
 

 
M. David Rudd 

 In his book, The Assessment and Management of Suicidality (2006a), M. David 

Rudd point out that it is important to communicate the precise meaning of suicide.  He 

offers several definitions which were developed by O’Carroll et al. (1996).  O’Carroll et 

al. defined suicide as “death from injury, poisoning, or suffocation where there is 

evidence (either implicit or explicit) that the injury was self-inflicted and that the 

decedent intended to kill himself/herself.”  The next two definitions involve suicide 

attempts, with or without injuries.  A suicide attempt with injuries means an act meant to 

kill oneself failed, but resulted in wounds which are evidence of the attempt (O’Carroll et 

al., 1996).  An example of this is a veteran who attempts suicide by hanging is 
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discovered and rescued by someone.  The person will likely bear a wound from the 

attempt.  A suicide attempt without injuries focuses more on potential self-injurious 

behaviors which has outcomes that are non-fatal, with evidence (O’Carroll et al., 1996).  

An example of this type of suicide is a veteran who attempts suicide by running in the 

midst of vehicular traffic.  The veteran is not struck by any of the vehicles.  Onlookers 

observing the incident saw the person place himself in the dangerous predicament that 

could have ended his life.  Rudd argues that clinical care is enhanced for suicidal persons 

when medical staff is prepared to differentiate between acute suicidal and chronic 

instrumental states.  An instrumental state refers to self-injurious behaviors a person 

displays, though that person does not want to kill himself (O’Carroll et al., 1996).  The 

person wants to live and is only using the behaviors as a cry for help, attention, or to 

castigate other.  An example of this is a veteran who practices self-harm by cutting or 

picking her flesh.  For Rudd, intent is the primary variable when determining the type of 

suicide attempt, if the behavior was instrumental, and if the person communicated a 

suicidal threat.  Rudd presented two kinds of intent:  subjective (expressed intent), and 

objective (observed intent) (Rudd, 2006).  Subjective intent is what is communicated by 

the patient, while objective intent includes the behaviors the medical staff observes the 

patient doing.  Rudd’s concern is for patients to be provided accurate care beginning with 

medical staff communicating verbiage that correctly describes the words and actions of a 

patient.   

 Rudd addresses suicidal states as unpredictable and not necessarily related to a 

previous suicide attempt.  “Simply because a patient has made a suicide attempt does not 



 

 

130 

mean that a subsequent suicide eight months later was predictable and a direct function 

of the previous attempt” (Rudd, 2006).  Rudd stresses the importance of understanding 

the risk of suicide over time so that clinical judgment can be direct.  He recommended a 

model for analyzing the birth, subsidence and reemergence of suicidality.  Rudd offered 

questions one should ask in thinking about the trends in one’s suicidality. 

1. How can the clinician understand the relationship between one suicide attempt 
and subsequent attempts? 

2. Does one attempt result in increased vulnerability for future attempts or 
eventual suicide? 

3. If there is in fact a temporal relationship between attempts, what is the 
mechanism of action? 

4. Do patients who make repeated suicide attempts have lower thresholds for 
becoming suicidal in the first place? 

5. How long will an episode of suicidality last? 
6. Are there variables that differentiate short –versus long –duration suicidal 

crises?  In other words, do we know when a crisis will last a long time or 
might subside quickly? 

7. How severe will the suicidal episode be, and what is the course of recovery 
like? 

8. Do all symptoms remit in unison, or should we expect certain symptoms remit 
in unison, or should we expect certain symptoms to resolve before others? 

9. Resolution of what symptoms lowers suicide risk? 

 It is probable that a person who trusts a clinical and is comfortable talking to the 

clinical, will benefit from therapy addressing the individual’s suicidal ideation.  Trust and 

comfortability derives from a person’s relationships with his or her therapist.  Rudd 

points out that during the initial evaluation process, it is particularly critical that the 

clinician’s verbal and nonverbal responses to suicidal persons are conducive to building a 

healthy and trustworthy relationship with the individual (Rudd, 2016).  He recommends 

self-examination prior to entering work associated with suicidal persons.  Rudd presents 

questions one can ask oneself during self-investigation: 
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1. Why do people kill themselves? 
2. Is it ever acceptable to commit suicide? 
3. Can suicide be prevented? 
4. Do people who access care want to die? 
5. What are your individual professional responsibilities with a suicidal patient?  

(Rudd, 2016) 
 

 Determining answers to these questions will allow the clinician to know what he 

or she understands and believe concerning suicide.  The clinician can know his or her 

posture and become familiar with insecurities related to the topic as a result of personal 

experiences, such as losing a loved one to suicide.  Rudd infers that answering the 

aforementioned questions should give one a sense to the therapist as to whether or not he 

or she wants to work with suicidal persons.  One’s personal views can hinder a 

therapeutic relationship from flourishing due to disdain and other negative views a 

therapist may have regarding suicidality, but that the therapist should function out of 

professional obligation instead (Rudd, 2006).   

 Asking the right questions to assess suicidal thinking behaviors is crucial to 

treatment.  Rudd recommends one to explore each suicide attempt or ideation a patient 

admits to having previously (Rudd, 2006).  Rudd suggests the acronym P-N-O-R to 

guide the questioning.  Some sample questions using this acronym are as follows: 

Precipitant.  What triggered the crisis, according to the patient?  What triggered 
your thinking about suicide?  Why did you think about killing yourself at the 
time? 
Nature of Ideation or Attempt.  What was the patient thinking at the time?  To 
the best of your recollection, can you tell me what you were thinking at the time?  
Did he or she want to die? 
Outcome.  Was there any associated injury?  If so, was medical care required?  If 
required, did the patient follow-through and get care? 
Reaction.  What was the patient’s reaction to surviving the suicide attempt?  How 
do you feel about surviving?  Did you learn anything helpful about yourself or 
others from the previous attempt? 
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 Rudd names the Crisis Response Plan (CRP) as a necessary document that tells a 

patient what steps to take when there is an emergency (Rudd, 2006).  It is pertinent that 

clinicians educate patients with chronic suicidality on how to know when there is a 

genuine crisis.  Rudd indicates that rehearsing the CRP in order to identify if immediate 

changes must be made.  The CRP is not set in stone and may be revised throughout a 

patient’s treatment.  Rudd provides a sample CRP feasible for a chronic suicidal person.   

 
Crisis Response Plan 

 
When I’m acting on my suicidal thoughts by trying to find a gun [or another method to 

kill myself], I agree to take the following steps: 

Step 1:  I will try to identify specifically what’s upsetting me. 
Step 2:  Write out and review more reasonable responses to my suicidal thoughts, 
including thoughts about myself, others, and the future. 
Step 3:  Review all the conclusions I’ve come to about these thoughts in the past 
in my treatment log:  For example, that the sexual abuse wasn’t my fault and I 
don’t have anything to feel ashamed of. 
Step 4:  Try to do the things that help me feel better for at least 30 minutes 
(listening to music, going to work out, calling my best friend). 
Step 5:  Repeat all of the above at least one more time. 
Step 6:  If the thoughts continue, get specific, and I find myself preparing to do 
something, I’ll call the emergency call person at (phone number:  ___________). 
Step 7:  If I still feel suicidal and don’t feel like I can control my behavior, I’ll go 
to the emergency room located at:  ___________ (phone number:  __________). 
(Rudd, 2006) 
 
 

Suicide Prevention 

Department of Veterans Affairs 

 The Suicide Prevention Analytical Model details the protocol for suicide 

prevention interventions and referral/follow-up serviced used by the Department of 

Veterans Affairs.  The model begins with identifying the population of interest, which 
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could include veteran, military, or civilian populations.  According to the model, 

population-level interventions consist of help seeking resources such as crisis lines; 

suicide awareness seminars; environmental restrictions and modifications, such as gun 

safety laws; and intake tools for screening (O’Neil, 2012).  The focus of the Suicide 

Prevention Analytical model is on individuals who are at-risk for suicide.  If the 

individual is a veteran, the veteran would be received into a Veterans Affairs medical 

center, complete an intake form, and be assessed for risk.  The admission will begin with 

a risk assessment and a clinical interview.  If risk factors or warning signs – like 

depression, substance use disorder, a mental health disorder, or a history of suicide 

attempts – are present, the medical center and follow-up services will complete timely 

and appropriate intervention referrals and establish case management, when the veteran 

will be connected to a provider and support services.  The veteran’s provider and other 

members of the treatment team will provide appropriate intervention, such as prescribing 

medicines to stabilize mood.  Psychotherapy – cognitive behavioral therapy and 

dialectical behavior therapy are examples – will be added to the veteran’s care plan if 

applicable.  The veteran will be monitored for changes in mental health symptoms, 

substance use, suicide ideation, life stressors, and changes in support system.  The goal is 

for the veteran to recover from suicide ideations in a safe place of care – the medical 

center. 

United States Army 

With suicide a potential risk to its soldiers, the United States Army provides 

suicide prevention training to teach its military and civilian personnel how to identify 
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suicidal persons and what measures to take when a suicidal person has been identified.  

The Ask Care Escort (ACE) Suicide Intervention (SI) Program is training given to 

soldiers and civilians in supervisory positions whose roles place them in direct contact 

with young soldiers (United States Army, 2013).  Younger soldiers pose a greater risk to 

suicide than any other group of military personnel.  The terminal learning objectives of 

the ACE-SI Training are as follows: 

 “I.  Identify the problem and impact of suicide in the Army and your role as a   
 leader in preventing suicide. 
 II.  Identify suicide risk factors and protective factors, and identify stigma that 
 may prevent Soldiers from seeking help when needed. 
 III.  Demonstrate your ability to assess risk and intervene when a Soldier exhibits 
 the warning signs of suicide. 
 IV.  Select the appropriate resource to use based on risk, warning signs, and in 
 response to a suicide or suicide attempt.”  (United States Army, 2013) 
 
 The ACE-SI Training is four hours of instructions that does not make one a 

subject matter expert on the subject of suicide prevention.  Yet, ACE-SI grants 

knowledge to make one more confident in carefully addressing and caring for a suicidal 

individual.  The lack of appropriate intervention skills can lead to fateful outcomes.  

ACE-SI guides military personnel to ask a soldier if he or she is thinking about killing 

himself or herself.  The question should be asked directly and straight forward.  The 

question should be asked when warning signs, such as giving away possession or a 

significant change in behavior, are present.  Example questions include, Are you thinking 

about killing yourself?  Do you have thoughts of hurting yourself?  (United States Army, 

2013) 

 ACE-SI training also instructs soldiers to care for their buddies.  They care for 

their buddies by never judging them for their thoughts concerning suicide, by safely 
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removing the threat (a handgun, medications, etcetera) from the environment, and by 

being an active listener to learn why the veteran wants to die and what the veteran needs.  

Caring for the suicidal person requires great attention and the process of sharing should 

not be rushed. 

 Finally, ACE-SI teaches military personnel to escort soldiers to appropriate 

resources of help.  The sources should be professionals who are readily available to 

provide services that can redirect the suicidal person from a suicidal state to one of hope 

and resiliency.  The helping soldier should know who the resources are and how to 

contact those persons.  Some resources include the chaplain, psychologist, law 

enforcement officers, Veterans Affairs medical centers or other local hospitals, and 

spiritual/religious organizations.            

 The Applied Suicide Intervention Skills Training (ASIST), another suicide 

prevention program utilized by the United States Army but authored by the Living 

Works Education organization, teaches caregivers how to keep a person at risk for 

suicide safe-for-now (Lang et al., 2014).  The idea is to encourage a turn to safety, which 

could increase the likelihood a person will find hope, or a reason to live.  Through 

ASIST, one learns how to provide suicide first aid and the elements that should be 

included in a safety plan.  The class highlights the pertinence of community partners in 

keeping a person safe from harming oneself.  The creators of ASIST, Living Works, 

believes suicide is a health problem that impact an entire community, and therefore, the 

whole community should participate in making a suicidal person well.                                                                                                                                                                                             
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Chapter Conclusion 

Suicide prevention is possible, and indeed, intervention techniques have saved 

lives.  Because suicide is prevalent among the veteran population, suicide prevention 

training in the military and within the Veterans Health Administration environments 

occurs regularly.  Additionally, suicide prevention is advertised through thought-

provoking posters and public-service announcements.  The federal government has given 

voice to the cause in general by making September National Suicide Prevention Month, 

sending a message that suicide is preventable.  Suicide as preventable must always be the 

declaration of hope to the suicidal veteran who may turn to a care giver, family member, 

or friend to answer the question:  “Can these thoughts of suicide go away?” 

 I chose Narrative Therapy as a method for my Applied Research Project 

because stories are important and should be expressed and processed in a comfortable 

environment.  Many veterans hesitate to share their stories because they fear others will 

either not believe them, not respect or understand their stories, or misjudge them by their 

stories.  Sharing their experiences with a therapist will likely minimize the urge of 

reluctance to share.  In a therapeutic environment, veterans can be afforded the 

opportunity to tell about their journeys, enriched with high and lows, and significant 

events that have shaped the person they are today.  Suicidal veterans can be guided to 

extract themes from their circumstances that made them suicidal, and then imagine 

positive themes they want to replace their pain and seek to accomplish this want with a 

viable plan.  They get to do the work of soul searching and characterizing their problems 
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as separate from their identities.  The Narrative Therapy technique will aid to boost self-

regard and hope for the future. 
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CHAPTER 4 
 

METHODOLOGY 
 
 
 

Review 

 Chapter Two examined reasons people in the Bible committed suicide.  Suicides 

from the Old and New Testaments were identified and probed to discover that shame, 

fear, revenge, pride, and regret were reasons individuals terminated their existence on 

earth.  In terms of whether suicide is permissible by God, a study revealed that the word 

suicide is never used in the Bible.  Therefore, no condemnation against suicide is 

expressed in the Scriptures directly, though the Bible is heavily themed with messages of 

human life and hope.  Chapter Two explored experiences in the Scriptures that highlight 

theological concepts, such as faith and tribulation.  Jesus addressed the problems people 

are facing, and taught their minds can be renewed so that their issues do not rule their 

lives.  Jesus invited individuals in the Scriptures to reflect on their perilous predicaments 

and how faith in Christ will lead to hope and freedom from worry associated with 

previous and present struggles.  Job is presented as one whose losses and physical 

ailments aroused strong desires of wanting to die.  Job’s resilience during his torment, 

which included God’s extended silence towards him, was inspected to determine the 

factors that prevented Job from completely losing hope and from killing himself.   

 It was important to provide a brief history of how perspectives on suicide shaped 

the rejection and acceptance of the act in religion.  Throughout history, persons of the
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Christian faith differed in their perspectives on whether suicide was permissible.  Some 

believed suicide is never an option.  Others thought dying for Christian beliefs as a 

martyr—willing to sacrifice one’s life—is acceptable.  Individuals of Judaism considered 

suicide a sin.  This study will not treat suicide as a wrong or acceptable decision.  Rather, 

suicide will be presented as a mental health issue. 

Objectives 

The purpose of this study is to identify the impact of one’s religion or spirituality 

in recovering from suicide ideations.  The purpose of this survey is a response to the 

escalated suicide problem among the Veteran (U.S. Military) population.  The problem 

seems to be growing amid the initiatives made through medicine and suicide awareness 

programs.  This project is important because spirituality is relevant to healing.  Medicine 

is a critical intervention that should not be minimized.  Yet, one could argue that 

medicine alone, does not alleviate spiritual destitution.  Restoration from suicide 

ideations requires spiritual fortitude and medicine.  An epiphany is a revelation that life 

can become better or that God is able to strengthen one during difficult times. 

The random sample for this project will consist of fifteen Spiritually Driven 

Narrative Therapy surveys completed by veterans of the Operation Iraqi Freedom (OIF) 

and Operation Enduring Freedom (OEF) eras who were suicidal, admittedly, within thirty 

days prior to completing the survey.  Some anticipated demographics are as follows:  age 

(25-60), sex (75% male/25% female), ethnic background (various ethnicities), state of 

health (recent suicide ideations).  While no veteran willing to complete the survey will be 

turned away, only surveys completed by OIF/OEF veterans will be pooled for results. 
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Rationale 

 Arguably, everyone has a spirituality.  According to the Veterans Health 

Administration Directive 1111: 

Spiritual means that which is related to the “Spirit of Life.” Spirituality may be 
used in a general sense to refer to that which gives meaning, purpose, and hope in 
life, or the term may be used more specifically to refer to the practice of a 
philosophy, religion, or way of living. The word “Spiritual” is derived from the 
Old Latin word “spiritus.” The English words “inspire,” meaning to breathe in, 
and “expire” meaning to breathe out, come from the same Latin root. The concept 
of breathing captures the meaning of the word “spiritual” in relation to that which 
is or is not “life giving;” therefore, spirituality may positively or negatively affect 
one’s overall health and quality of life.  (Veterans Health Administration, 2016) 

Although religion is always spiritual, spirituality is not always religious.  Normally, one’s 

spiritual practices—whatever they may be—are one’s point of reference for overcoming 

challenges and finding purpose in life.  In this study, the survey will consist of questions 

related to the presence of spiritual practices or thoughts, and the roles of the practices and 

thoughts in how a participant sees oneself.  The survey is composed of questions which 

query the source of resiliency for each participant, and whether suggesting these sources 

will influence each participant to be hopeful.  The therapeutic goals are to increase self-

awareness about challenges in one’s narrative, and to promote inner healing by asking 

questions about ways in which a person’s spiritual practices can be helpful during 

difficult times.  The beliefs of each participant will be honored and respected and 

discussed only with permission granted by the participant.   

Rationale for Using the Qualitative Survey Research Design 

 The survey research design is appropriate for Narrative Therapy because a survey 

will enable the student researcher to learn specific and important details regarding a 
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veteran’s past suicide ideation, which the veteran may be comfortable answering on 

paper anonymously.  A survey is a non-intimidating approach to acquiring answers about 

thoughts of suicide, which is a sensitive topic for many.  The qualitative survey for this 

project is comprised of demographic, multiple choice (checking all that apply), 

dichotomous, and open-ended questions.  The use of variety questions adheres to the 

Doctor of Ministry Research:  Seminar III Manual (Oral Roberts University, 2012).  

Qualitative questions will give participants the space to be specific in their responses.  

Being specific will offer greater insight into a participant’s thoughts, behaviors, and 

experiences.  Conversely, asking Likert scale questions can be ambiguous and can limit 

precise data.       

  
Procedures 

Recruitment and Consent 

 To recruit participants, the student researcher sought permission from 

organizations to post flyers and to offer the survey at each organization’s facility on a 

day convenient for the organization.  One organization, the Wheeler Avenue Baptist 

Church in Houston, Texas, agreed to inform their veteran population of the opportunity 

to complete the survey at the church facility.  The Reverend who oversees the ministry to 

the veterans of the church sent emails to the veterans who are members of the Wheeler 

Avenue Baptist Church.  Each email invitation was accompanied with a flyer explaining 

the survey purpose, rationale for the survey, and information about the questions, consent 

to participate, confidentiality, risk level and mitigation for risk.   None of the Wheeler 
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Avenue Baptist Church veterans replied to the email invitation.  Thus, no surveys were 

completed at the church’s facility.   

Secondly, veterans were recruited to complete an online version of the survey via 

social media (Facebook, LinkedIn, and Group Me) using the invitation flyer and the link 

to the online survey.  The online survey was posted on the Qualtrics website 

(www.qualtrics.com).  The online survey is a replica of the survey prepared to present as 

a handout at facilities.  A sample of sixteen surveys completed by OIF and OEF veterans 

were analyzed for the study.   

 Veterans were not allowed to complete the survey without first completing a 

consent form to participate.  The consent form identified the purpose of the research, 

study procedures, and information regarding confidentiality, benefits, risk, and 

compensation.  The survey took an average of 15 minutes to complete by the sample 

population.  Veterans had the option to skip a question by proceeding to the next question  

Assessment Tool 

 The Spiritually-Driven Narrative Therapy Survey, which consisted of 47 

questions, was structured after steps of the Narrative Therapy Process.  The first step of 

the Narrative Therapy Process, deconstruct the problem, was shaped in questions 9-15.  

Participants answered questions asking them to name the problem and to identify reasons 

for their suicide ideations.  Step 2 of the Narrative Therapy Process, externalize the 

problem, is framed in questions 16-30.  These questions intended to separate the person 

from the problem and to map the influence of the problems on a person and that 

individual’s relationships.  Questions 31-38 explored unique outcomes by seeking to find 
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occasions when problems did not have negative effects on the participants.  Discussing 

alternative stories by gaining a reflexive perspective on life and discussing new options 

available was the goal of step 4 of the Narrative Therapy Process.  The last step of the 

Narrative Therapy Process used in the survey is reflected through questions 42-45, which 

inquire about developing a new story with specific details by reflecting on their values, 

goals, and aspirations. 

Potential Risks and Mitigation 

The risk level for the survey was low.  However, if a veteran were to experience 

emotional distress while completing the survey, the risk would have been mitigated by 

offering resources veterans could have consulted for assistance or safety.  Literature on 

suicide prevention was available to veterans during the survey.  The literature consisted 

of a Veterans Crisis Line Fact Sheet, a list of Suicide Prevention Coordinators, 

recognizing the signs of suicide risk cards, Be Safe:  Prevent Self-harm information, and 

Department of Veterans Affairs enrollment forms.  Additionally, the student researcher, a 

mental health chaplain at a Veterans Affairs (VA) Medical Center, was available to 

provide counseling if requested via email.  Acute stress was unlikely while completing 

the survey.  The survey did not include questions which were considered offensive, 

threatening, or degrading. 

Potential Benefits 

Each participant may have benefited from the study in at least two ways.  First, 

participants had the opportunity to identify spiritual practices and sources of consolation 

which can serve as a spring of strength and resiliency should they experience 
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hopelessness in the future.  Secondly, by completing a survey, participants reflected on 

the source of their suicide ideations.  A new outlook on themselves could mean an 

eradication of suicide ideations, and this would be great. 

Data Analysis 

 Data was analyzed by evaluating the statistics collected from the surveys.  The 

student researcher inspected the surveys for similarities in reported problems and sources 

of consolation which led to recovery from suicide ideations.  Statistics from the surveys 

were documented.  Data was measured by computing percentages to identify trends for a 

particular question.  Though only surveys completed by OIF/OEF veterans were pooled 

for analyses, the student researcher annotated the demographics reported by veterans of 

other military eras.  The online survey engine provided the advantage of tools, such as 

tabulating data as data was being reported, and creating charts to include sub-groups. 

Summary 

The study concluded with a written presentation of the data and data analysis. 

Upon request by participants in the study, information on how to obtain the overall 

results of the survey was provided.  Participants who requested the results were guided to 

the ProQuest site to view the results of the survey.
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CHAPTER 5 
 

Results 
 
 
 

The objective of this project was to determine the role of one’s spirituality in 

overcoming suicide ideations.  The hypothesis for this study is that Spirituality is a 

healing agent for suicidal veterans, namely of the OIF and OEF eras.  The goal was to ask 

questions structured after the Narrative Therapy process in order to highlight the role of 

faith in the recovery from thoughts of suicide towards a positive mindset about life.  The 

survey was a means to extract the impact of one’s spirituality/religion throughout a 

participant’s narrative of suicidality. 

 
The Survey 

Population and Sample 

There were 128 participants who attempted the survey.  Sixteen participants did 

not complete the survey, leaving a status of in progress.  The researcher collected 112 

completed surveys, offered to random participants via the internet (Facebook and 

LinkedIn) using a link to the survey located on the Qualtrics management platform.  

Also, the survey was offered to veterans of the Wheeler Avenue Baptist Church in 

Houston, Texas.  Of the 112 veterans who completed the survey, 16 (14.29%) veterans 

served during the OEF/OIF eras, and 12 (10.1%) of the 16 veterans served abroad in the 

OEF/OIF conflicts.  Nine (8.04%) of the 12 veterans served in both conflicts.  One
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 veteran attempted suicide. The demographics of participants who completed the survey 

are captured in Tables 1 and 2.  Each participant of the OEF/OIF era who was suicidal 

within the last 30 days was assigned a number which corresponds to the order in which 

each veteran completed the survey.  Shaded areas of tables represent a separation of data, 

such as in Table 1, or signifies no response was received by the participant. 

Table 1 

Demographics:  Participants not Suicidal in the Previous 30 days 

 

 

 

 

 

 

 

Military Branch Army Marines Navy Air Force 

71 1 13 13 

     
Military  
Conflict 

OND OIF Persian Gulf Vietnam Korean No Conflict 

12 37 14 1 1 28 
       
Race/Ethnicity White African 

American 
Am Indian Hispanic Other 

2 82 1 2 4 
      
Age 26-30 31-35 36-40 41-45 46-50 51-Over 

10 11 15 21 18 19 
       
Civil Status Single Married Separated 

28 40 26 
    
View of Self Spiritual Religious Neither spiritual 

or Religious 
Other 

58 31 3 2 
     
Religion Spirituality 
Preference 

Catholic Christian Islamic Protestant Unknown Other 
5 69 2 4 5 8 
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Table 2 

Demographics:  OEF/OIF Participants Suicidal in the Previous 30 days 

V= 
Veteran 

Military 
Branch 

Military 
Conflict 

Race/ 
Ethnicity 

Age Civil 
Status 

View of Self Religion 
Spirituality 
Preference 

V1 Navy OEF/OIF African  
American 

41-45 Separated/ 
Divorced 

Spiritual Christian 

V2 Marines No Conflict African  
American 

46-50 Single Neither  
Spiritual/ 
Religious 

Unknown/ 
No Preference 

V3 Army OND/OEF/OIF/
Persian Gulf 

African  
American 

51-Over Single Spiritual Other:  Non 
Denomination 

V4 Army OND/OEF/OIF African  
American 

41-45 Separated/ 
Divorced 

Spiritual Other:  Baptist 

V5 Army OEF/OIF African  
American 

41-45 Single Spiritual Christian 

V6 Army OEF/OIF African  
American 

31-35 Married Religious Christian 

V7 Air Force No Conflict 
(OEF era) 

African  
American 

26-30 Single Spiritual Islamic 

V8 Army Persian Gulf African 
American 

51-Over Married Religious Christian 

V9 Navy No Conflict 
(OEF era) 

Other:  Mixed 
Race 

21-25 Married Neither 
Spiritual/ 
Religious 

Unknown/ 
No Preference 

V10 Army OEF/OIF African 
American 

31-35 Single Religious Christian 

V11 Air Force OEF/OIF Prefer not to 
answer 

36-40 Single Religious Christian 

V12 Army OND/OEF/OIF African  
American 

41-45 Married Spiritual Christian 

V13 Air Force No Conflict 
(OEF era) 

African  
American 

31-35 Separated/ 
Divorced 

Spiritual Unknown/ 
No Preference 

V14 Navy OEF/OIF African 
American 

41-45 Separated/ 
Divorced 

Neither 
Spiritual/ 
Religious 

Christian 

V15 Army OIF African  
American 

46-50 Single Religious Christian 

V16 Army OIF African 
American 

31-35 Married Religious Christian 

V17 Marines No Conflict 
(OEF era) 

White 31-35 Separated/ 
Divorced 

Spiritual Other 

V18 Army OIF African  
American 

41-45 Separated/ 
Divorced 

Religious Christian 
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Questions 9-15:  Deconstruct the Problem   

 Questions 9-15 focus on naming the problem and describing the reasons for the 

suicide ideations.  Of the 16 OEF/OIF veterans who experienced thoughts of suicide 

within the last 30 days, more than 30% (5) of participants stated they were suicidal for 

more than a year.  Seven veterans (43.75%) claimed religion or a spirituality belief 

prevented them from killing themselves.  Nine (56.25%) participants indicated thoughts 

of how suicide would affect family and friends persuaded them not to follow through 

with suicide.  Veteran 12 stated children as a reason for not killing self.  See Tables 3-5. 

Fifteen (93.75%) veterans attributed their thoughts of suicide to depression.   

Seven (43.75%) veterans stated memories of combat prompted their thoughts.  

Seven veterans identified sexual abuse and fear as contributors to their suicide ideations.  

Intense emotional pain, feeling unloved, and low self-esteem were selected by 9 (56.2%) 

veterans each.  Fifty percent (8) of the veterans selected loss of hope as a reason for their 

thoughts of suicide.  The reasons of suicide with the lowest percentages are a 

philosophical desire (6.25%), terminal illness (6.25%), bullying (6.25%), legal issues 

(6.25%), and paranoia (6.25%), which equate to 1 veteran per reason.  Additionally, 

veteran 2 stated that being a homosexual veteran and dealing with his own war while 

serving over 20 years to hide his sexual identity made him suicidal.  Veteran 12 stated 

children as reason for not killing self.  See Table 6.   

 Nine veterans (56.25%) viewed suicide as a feasible option because they believed 

life would not get better.  Seven (43.75%) veterans wanted to end agony immediately.  
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Only 2 (12.5%) veterans looked at suicide as feasible because all other potential 

resolutions failed.  No one selected suicide as being the only choice.  See Table 7. 

Table 3 

Q11.  What prevented you from killing yourself?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Counseling from a 
Professional 

            x  x  2 12.5 

Talking to a Family 
Member or a Friend 

  x     x     x    3 18.75 

Calling Veterans 
Hotline 

            x  x  2 12.5 

Hospital Admittance               x  1 6.25 
Religion/Spirituality 
Belief 

 x  x x   x x    x x   7 43.75 

Thoughts of how 
suicide would affect 
family/friends 

x  x x x  x    x  x x  x 9 56.25 

Thoughts subsided 
without help from 
others 

  x   x       x    3 18.75 

Other          x  x     2 12.5 

 
Table 4 

 
Q12.  Which applied closely to you?  I was suicidal because:  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
I was 
depressed. 

x x x x x x x x  x x x x x x x 15 93.75 

I was crying 
out for help. 

        x x x  x    4 25 

I had a 
philosophical 
desire to die. 

            x    1 6.25 

I made a 
mistake. 

   x       x  x    3 18.75 

Other          x       1 6.25 

 
 

Table 5 
 

Q13.  How long were you experiencing thoughts of suicide?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

<30 days x  x  x            3 18.75 
1-3 months    x    x  x  x  x   5 31.25 
4-6 months      x           1 6.25 
10-12 months         x    x    2 12.5 
>year  x     x    x    x x 5 31.25 
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Table 6 

Q14.  Circle the reasons/problems which prompted your thoughts of suicide. 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Memories of 
Combat 

 x x     x x x   x   x 7 43.75 

Sexual Abuse  x     x  x x   x  x x 7 43.75 
Financial Crises  x  x     x  x      4 25.00 
Divorce  x       x  x    x  4 25.00 

Terminal Illness         x        1 6.25 
Depression x x x x x x x x x x x x x x  x 14 87.50 
Loneliness  x x  x  x x x x  x x  x x 11 68.75 
Fear  x x    x  x  x x    x 7 43.75 
Don’t know 
how to get help 

  x      x        2 12.50 

Mood disorder  x x x  x x  x x x      8 50.00 
Bullying         x        1 6.25 
Breakup of a 
relationship 

  x     x    x   x  4 25.00 

Intense 
emotional pain 

 x x  x x x  x  x  x  x  9 56.25 

Discrimination         x    x    2 12.50 
Feeling Trapped   x     x x  x x  x x  7 43.75 
Self-hate       x x   x  x  x  5 31.25 
Regret   x   x   x x x    x  6 37.50 
Inner voice 
telling you to 
end your life 

     x     x      2 12.50 

Rejection  x x  x   x    x   x  6 37.5 
Abandonment     x     x  x   x  4 25.00 
Loss of a loved 
one 

  x x  x x    x      5 31.25 

Chronic 
physical pain 

 x x    x x x  x      6 37.5 

Legal issues         x        1 6.25 
Disappointment  x x     x x  x x x    7 43.75 
Paranoia  x               1 6.25 
Feeling unloved  x x  x   x x x  x x  x  9 56.25 
Low self-
esteem 

 x x x   x x  x x  x  x  9 56.25 

Loss of hope  x x     x x x x x   x  8 50.00 
Intense anger 
about past 
events or people 

     x x  x  x  x  x  6 3.75 

Domestic 
violence 

       x    x   x  3 18.75 
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Table 7 

Q15.  Why did you feel suicide was a feasible option for you?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
I did not 
believe life 
will get better. 

x   x   x x x x x  x   x 9 56.25 

I wanted to 
escape 
isolation. 

    x x x x  x       5 31.25 

I wanted to 
rejoin a loved 
one. 

     x       x    2 12.50 

I wanted to 
end agony 
immediately. 

      x  x x x x   x x 7 43.75 

All other 
potential 
resolutions 
failed. 

          x   x   2 12.50 

Other  x x              2 12.50 
 

Questions 16-30:  Externalize the Problem   

 Questions 16-30 separates the person from the problem by mapping the influence 

of problems on a person and relationships.  Ten veterans (75%) indicated their problems 

caused them to worry excessively.  Ten (62.5%) veterans stated their problems led to 

health problems, and 10 (62.5%) veterans selected loss of hope.  Three (18.75%) 

veterans pointed out they lost a job or a career as a result of their problems.  Veteran 5 

expressed that the problem caused him to be absent excessively from work (Q16).  See 

Table 8.    

Eleven (68.75%) of the participants specified their problems caused isolation 

from family and friends.  Eleven (68.75%) veterans stated their problems led to poor 

communication.  Two (12.5%) participants marked that their problems strained finances 

shared with another person.  See Table 9. 
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Ten (62.5%) veterans indicated family and friends used their faith/religion to 

respond to problems of the veterans by focusing on positive things.  Ten (62.5%) 

veterans marked that family and friends used prayer to cope with the problems.  Family 

and friends of 7 (43.75%) veterans trusted in their God/Higher Power.  Three (18.75%) 

veterans admitted they had family or friends who spent time apart from them in order to 

cope with the veteran’s problems.  Only 3 (18.75%) veterans sought support/guidance 

from a spiritual leader or a community organization.  Veteran 3 listed counseling as 

another tool members of his family or close friends used to respond to their problems 

(Q18).  Veteran 6 stated he has never told anyone about his problems (Q18).  See Table 

10. 

Table 8 

Q16.  How did your problem(s) affect you?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Health 
Problems 

 x  x x x x x x x x x     10 62.50 

Excessive 
worry 

x x  x x  x x  x x x x x  x 12 75.00 

Loss of hope x x    x x x x x x x x    10 62.50 
Loss of 
job/career 

 x         x  x    3 18.75 

Retirement, 
due to stress 

 x        x   x   x 4 25.00 

Other   x x      x     x  4 25.00 
 

Table 9 

Q17.  How did your problem(s) affect your relationships?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Caused divorce 
or relationship 
breakup 

       x x  x x   x  5 31.25 

Isolated me 
from my 
family or 
friends 

x   x  x  x x x x x x x  x 11 68.75 

Loss of 
friendship 

        x  x x x    4 25 



153 
 

 
 

Led to poor 
communication 

  x x  x x  x x x x  x x x 11 68.75 

Strained 
finances shared 
with another 
person 

        x   x     2 12.50 

Caused conflict 
consistently 

       x x x x      4 25 

Led to distrust   x   x  x x x x x   x x 9 56.25 
Other  x        x       2 12.50 

 

Table 10 

Q18.  How have members of your family or close friends used their faith/religion to respond to your problem(s)?  
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Trusted in their 
God/Higher 
Power 

 x  x  x  x x x    x   7 43.75 

Focused on 
positive things 

x x x x   x x x x x    x  10 62.50 

Sought 
support/guidance 
from spiritual 
leader or a 
community 
organization 

        x x      x 3 18.75 

Prayer  x  x  x x x x x x   x  x 10 62.50 

Made new 
decisions 

  x      x  x      3 18.75 

Time apart from 
you 

     x   x     x   3 18.75 

Other  x   x            2 12.50 
I do not know       x     x x    3 18.75 

 

 Seven (43.75%) veterans indicated they did not feel abandoned by their Higher 

Power during thoughts of suicide.  Three (18.75%) veterans believed they were 

abandoned.  Five (31.25%) veterans were not sure if they were abandoned.  Only 1 

veteran indicated having no Higher Power.  See Table 11. 

 All veterans who responded to question 20 pointed out they did not blame their 

suicide ideations on beliefs associated with their spirituality/religion.  Fifty percent (8) of 

participants stated their beliefs tell them suffering builds character.  Fifty percent selected 
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their beliefs teach them that bad things happen to good people.  Twenty five percent (4) 

indicated their beliefs regard suffering as punishments for sin.  For question 21, veteran 1 

selected other and explained his beliefs say suffering is temporary.  See Tables 12 and 

13.   

Table 11 

Q19.  During thoughts of suicide, did you feel your Higher Power abandoned you? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Yes      x     x  x    3 18.75 
No x x x  x         x x x 7 43.75 
Not sure    x    x x x  x     5 31.25 
Does not apply 
(no Higher 
Power) 

      x          1 6.25 

 

Table 12 

 

 

Table 13 

Q21.  What do your beliefs say about suffering or experiencing problems? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Bad things 
happen to good 
people. 

  x x     x  x x x x x  8 50.00 

Suffering is 
punishment for 
sin. 

     x     x x  x   4 25.00 

Everyone must 
suffer. 

    x   x x x  x  x   6 37.50 

Suffering builds 
character. 

  x x x   x x   x  x x  8 50.00 

Other x x               2 12.50 
I do not know   x    x         x 3 18.75 

 

Q20.  Did you blame your suicide ideations on beliefs associated with your spirituality/religion? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Yes                   
No x x x x x x x x x x x x  x x x 15 93.75 
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Fourteen (87.5%) participants said their problems provoked them to withdraw and 

to isolate, both responses being contrary to their spirituality/religion or beliefs.  Seven 

(43.75%) responded to their problems impulsively and 7 veterans responded with anger.  

Three of the seven veterans who responded with anger also reacted with self-harm.  Only 

1 veteran responded with harm towards others.  See Table 14. 

 After responding to the problem, 12 (75%) veterans felt discouraged, and 11 

veterans (68.75%) felt lonely.  Eleven veterans felt sad, and 10 (62.5%) felt ashamed.  

Five veterans (31.25%) felt fearful.  See Table 15. 

 Nine (56.25%) veterans stated they maintained faith in their God/Higher Power or 

spirituality/religion while experiencing their problems.  Three (18.75%) veterans lost 

faith in their Higher Power or spirituality/religion.  Two (12.5%) veterans do not know 

whether they lost faith or not.  See Table 16. 

Table 14 

Q22.  How did the problem(s) provoke you to respond contrary to the guidance of your spirituality/religion or 
beliefs?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Impulsive 
responses 

  x x  x    x x   x x  7 43.75 

Anger      x    x x x x x x  7 43.75 

Self-harm          x x    x  3 18.75 
Harm towards 
others 

              x  1 6.25 

Withdrawal/ 
Isolation 

x x x x x x  x x x x x x x x  14 87.50 

Self-blame  x x x  x  x  x x x x x x  11 68.75 
I do not know       x         x 2 12.50 

 

 

 

 



156 
 

 
 

Table 15 

 

Table 16 

Q24.  How did the problem(s) affect your faith in your God/Higher Power, or your spirituality/religion?   
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
I lost faith in my 
God/Higher 
Power, or my 
spirituality/ 
religion. 

     x      x x    3 18.75 

I maintained my 
faith in my 
God/Higher 
Power, or my 
spirituality/ 
religion. 

x x x  x   x x     x x x 9 56.25 

I do not know.       x   x       2 12.5 
 

 Of 16 participants, 12 (75%) cited trust as a moral/value challenged by their 

problems.  Eleven (69.75%) cited love as their moral/value confronted by their problems.  

Six (37.5%) and five (31.25%) veterans identified spirituality.  Veteran 1 did not answer 

question 25. Veteran 9 admitted to having no religion (Q29) and no faith (Q30). 

Q23.  How did you feel after you responded to the problem?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Resentful  x  x   x   x x    x  6 37.5 
Sad x x x x  x x  x x x  x  x  11 68.75 
Angry   x x  x x   x x  x  x x 9 56.25 

Fearful  x  x   x   x x      5 31.25 
Ashamed  x x x   x x x x x    x x 10 62.50 
Self-pity   x x   x   x  x   x  6 37.50 

Regretful  x  x  x  x  x x    x  7 43.75 

Guilty  x  x    x  x x  x   x 7 43.75 

Helpless   x   x x x  x x x x  x  9 56.25 
Confused   x x  x  x  x x    x  7 43.75 
Lonely  x x x  x x x  x x x x  x  11 68.75 

Hostile    x   x    x  x  x  5 31.25 
Irritated  x x x   x   x x  x   x 8 50.00 

Discouraged  x x x x x x   x x x x x x  12 75.00 
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See Table 17. 

 There were 75% of the participants who pointed out their spirituality/religion 

rejects the idea of suicide.  Two (12.5%) claimed their spirituality/religion neither 

accepts nor rejects the idea of suicide, and 2 veterans indicated they do not know the 

stance of their religion/spirituality.  No one recorded that their spirituality/religion 

accepts the idea of suicide.  See Table 18. 

 The problems of 3 (18.75%) veterans persuaded them to discontinue spiritual 

practices they may have enjoyed during the absence of the problem by convincing them 

that their God/Higher Power did not hear their prayers.  Three veterans ceased to follow 

spiritual practices because they were convinced their God/Higher Power would not 

forgive them for something they felt they did wrong.  Three veterans disconnected from 

spiritual practices because they had or have a problem that has a greater influence on 

them than their spirituality/religion.  See Table 19. 

Table 17 

Q25.  What moral/values did your problem(s) challenge?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Compassion  x  x      x x     x 5 31.25 

Respect  x x x x  x   x x x x  x  10 62.50 
Freedom       x      x    2 12.50 
Patriotism             x    1 6.25 
Love  x x   x  x x x x x x  x x 11 68.75 
Honesty  x x      x  x x x  x  7 43.75 
Generosity  x       x x   x    4 2.50 
Equality    x      x   x    3 18.75 
Patience  x x    x  x x x x x x   9 56.25 
Endurance  x x x  x x   x x  x    8 50.00 
Courage  x  x x   x  x x x     7 43.75 
Trust  x x  x x x  x x x x x  x x 12 75.00 

Responsibility  x  x     x x x x     6 37.50 
Family time  x    x    x x      4 2.50 
Faith  x    x  x  x  x x    6 37.50 
Achievement           x x     2 12.50 
Justice         x x   x  x  4 25.00 
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Loyalty  x x   x   x x x x x   x 9 56.25 
Economic 
security 

      x       x   2 12.5 

Spirituality  x    x    x  x x    5 31.25 
Success  x x      x x x x     6 37.50 
Service    x             1 6.25 

 

Table 18 

Q26.  What does your spirituality/religion say about suicide?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 1

4 
15 16 17 18 Total % 

Rejects the 
idea of suicide 

x x x x x x  x  x x  x x  x 12 75.00 

Neither 
accepts or 
rejects the idea 
of suicide 

           x   x  2 12.5 

I do not know.       x  x        2 12.5 
 

Table 19 

Q27.  How did your problem(s) persuade you to discontinue spirituality practice you may have enjoyed during the 
absence of the problem?   (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 1

4 
15 16 17 18 Total % 

I was 
convinced my 
God/Higher 
Power did not 
hear my 
prayers. 

     x    x   x    3 18.75 

I believed my 
God/Higher 
Power would 
not forgive me 
for something 
I felt I did 
wrong. 

       x  x x      3 18.75 

I had or have a 
problem that 
has a greater 
influence on 
me than my 
spirituality/reli
gion practices. 

  x      x      x  3 18.75 

Other    x             1 6.25 
I do not know x x     x         x 4 25.00 
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 Seven (43.75%) veterans marked there are stories in their faith traditions of 

individuals who experienced a problem similar to the problem they experienced.  Nine 

(56.25%) veterans said individuals in their faith tradition experienced loss of hope as a 

result of their problems.  Six (37.5%) veterans stated individuals in their faith traditions 

worried excessively.  Two (12.5%) veterans said the individuals experienced health 

problems.  See Tables 20 and 21.   

 Eleven (68.75%) veterans pointed out the relationships of those individuals in 

their faith tradition with similar problems as their problems isolated them from their 

family or friends.  Eight (50%) veterans said the relationship of individuals in their faith 

traditions experienced conflict consistently.  Two (12.5%) veterans said the relationships 

of others in their faith traditions ended in divorce or a relationship breakup as a result of 

their problems.  See Table 22. 

Table 20 

Q28.  Are there stories in your faith tradition of individuals who experienced a problem similar to the one your 
experienced?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Yes   x x x x   x   x x    7 43.75 
No x x     x x   x   x x x 8 50.00 

 
 

Table 21 
 

Q29.  How did the similar problem affect the individuals in your faith tradition? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Health 
problems 

        x  x      2 12.50 

Excessive 
worry 

  x x x x     x     x 6 37.50 

Loss of hope   x x x x  x x  x x x    9 56.25 
Loss of 
job/career 

  x      x  x      3 18.75 

Retirement  x               1 6.25 
Other    x   x       x x  4 25.00 
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Table 22 
 

Q30.  How did the similar problem affect the relationships of those individuals in your faith tradition?   
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Divorce or 
relationship 
breakup 

        x   x     2 12.5
0 

Isolated them 
from their family 
or friends 

 x  x x x  x x x x x x   x 11 68.7
5 

Loss of 
friendship 

  x      x  x x     4 25.0
0 

Led to poor 
communication 

 x x x     x x x x     7 43.7
5 

Prevented 
intimacy 

 x x x        x     4 25.0
0 

Strained finances 
shared with 
another person 

        x x       2 12.5
0 

Caused conflict 
consistently 

 x  x x x  x x x  x     8 50.0
0 

Led to distrust   x  x x   x x x x     7 43.7
5 

Other       x       x x  3 18.7
5 

 

Questions 31-38:  Explore Unique Outcomes 

 Questions 31-38 seek to find occasions when problems did not have negative 

effects.  Twelve (75%) veterans believed they have a purpose for living while four (25%) 

veterans believed they did not have a purpose.  See Table 23. 

Eleven (68.75%) veterans believed their purpose for living is to help others during 

challenges.  Eight (50%) veterans said their purpose is to love.  Two (12.5%) veterans 

said they have a purpose but they did not list their purposes.  Veteran 9 stated he does not 

have a purpose.  See Table 24. 

Socializing was the leading cause for spiritual freedom or happiness among the 

choices provided, with 10 (62.5%) veterans making the choice.  Seven (43.75%) veterans 
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selected the choice, making guilt free decisions as the cause to their happiness prior to 

the existence of the problem.  One veteran selected sobriety.  See Table 25. 

Table 23 

Q31.  Do you believe you have a purpose for living?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Yes x x x x x x  x x    x x x x 12 75 
No       x   x x x     4 25 

 

Table 24 

Q32.  If you believe you have a purpose for living, what do you believe is your purpose? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

To help others 
during 
challenges 

x x x x  x  x x    x x x x 11 31.25 

To teach x x    x        x x  5 31.25 
To love x x  x x x  x      x x  8 50.00 

Other       x     x     2 12.50 
 

Table 25 

Q33.  Prior to the problem(s), what did you experience as spiritual freedom, or what made you happy?   
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans  by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Socializing x  x  x x x x  x x  x  x  10 62.5 
Making guilt-
free decisions 

  x x x    x x x    x  7 43.75 

Freedom from 
the bondage of 
control 

    x     x    x x  4 25.00 

Sobriety           x      1 6.25 

Seeking 
spiritual 
knowledge 

x x    x  x  x    x  x 7 43.75 

Other            x     1 6.25 

Ten (62.5%) veterans stated they were able to resist or ignore their problems at 

some point.  Veteran 5 stated he was able to resist or ignore the problem when busy and 

filling time with activities. Veteran 6 admitted to resisting or ignoring the problem by 
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pushing through the present and by not allowing the problem to consume him.  Veteran 7 

wrote that he buried himself in his work and consumed a lot of alcohol in order to resist 

and to ignore the problem. Veteran 8 documented, “I have been ignoring the problem for 

years and now I find that it is slowly trying to take over but by faith I will not let it.” 

Veteran 13 stated that while around his children, he was able to resist or ignore the 

problem. Veteran 14 mentioned he resisted or ignored the problem while working, and 

that working served as a spiritual or religious event for the veteran.  See Table 26. 

Nine (56.25%) participants stated they forgot about their problems during a 

spiritual/religious event. Veteran 1 stated he forgot about his problem while at a church 

worship service.  Veteran 5 expressed he forgot about his problems while focusing on 

life’s worth.  Veteran 6 wrote that he forgot about his problem during times of happiness. 

Veteran 8 stated he forgets about his problems when he thinks about how his faith has 

helped him to endure. Veteran 10 identified worship service as the religion event which 

allowed the veteran to forget about problems. Veteran 12 was able to forget about 

problems when busy doing other things.  Veteran 18 wrote, “My focus was on hearing 

the word and being around the church that I didn’t focus on my issue.”  See Table 27. 

Music is the source of consolation that prevented the problems from antagonizing 

10 (62.5%) veterans. Spending time with family came in second, with 9 (56.25%) 

veterans. Praying alone with others was third, with 6 (37.5%).  Interestingly, only 1 

veteran said encouragement from a spiritual leader was a source of consolation.  Two 

(12.5%) veterans stated they do not have a source of consolation.  See Table 28. 
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Table 26 

Q34.  After the problem(s) surfaced, was there a time when you resisted or ignored the problem(s)? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Yes   x x x x  x  x x x  x x  10 62.50 

No x x     x  x    x   x 6 37.50 

 

Table 27 

Q35.  Were there times when you forgot about your problem(s) during a spirituality/religion event?   
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Yes x  x x x   x  x  x  x  x 9 56.25 
No      x x  x  x    x  5 31.25 

 

Table 28 

Q36.  What sources of consolation prevented the problems(s) from antagonizing you? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Spending time 
with family 

x x x x x x   x x x      9 56.25 

Praying alone 
or with others 

 x  x x    x     x  x 6 37.50 

Support from 
an organization 

 x      x      x x x 5 31.25 

Encouragement 
from a spiritual 
leader 

       x         1 6.25 

Reading   x      x x     x  4 25.00 
Music  x  x  x x x x  x   x x x 10 62.5 

I do not have a 
source of 
consolation 

           x x    2 12.5 

 

Nine (56.25%) veterans named prayer as a spirituality practice which helped them 

to fight the negative feeling brought on by the problem.  Eight (50%) veterans selected 

meditation, and 5 (31.25%) veterans selected community worship.  Veteran 2 stated that 
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in the absence of spirituality practices in his life, breathing helps him to fight the negative 

feelings brought on by the problem.  See Table 29. 

When asked how one’s spirituality/religion practices helped them, 9 (56.25%) 

veterans identified their practices gave them peace.  Nine veterans said they were 

comforted by their practices.  Nine veterans said their practices gave them a sense of 

God’s/Higher Power’s presence, and 9 veterans identified their practices helped them to 

focus on strength in God/Higher Power.  See Table 30. 

Table 29 
 

Q37.  What spirituality practices helped you to fight the negative feelings brought on by the problem(s)?   
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Prayer x x x x x   x x     x  x 9 56.25 

Meditation  x x x  x   x  x  x  x  8 50.00 
Home Ritual      x           1 6.25 
Community 
worship 

   x    x x     x  x 5 31.25 

Fasting              x x  2 12.50 
Music  x  x x x  x x  x    x x 9 56.25 
Study of a 
sacred text 

    x         x   2 12.50 

Rite or 
sacrament 

             x   1 6.25 

I do not have 
spirituality 
practices. 

      x     x     2 12.5 

 
 

Table 30 
 

Q38.  How did your spirituality/religion practices help you?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Gave me 
peace 

 x x x x x  x     x x  x 9 56.25 

Calming  x x  x x       x x  x 7 43.75 

Comforting x x x x x   x     x x  x 9 56.25 
Sense of 
God’s/Higher 
Power’s 
presence 

 x x x x   x x    x x x  9 56.25 

Reduced 
tension 

 x x   x   x    x x   6 37.50 
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Helped me to 
focus on 
strength in 
God/Higher 
Power 

 x x x x   x     x x x x 9 56.25 

Helped me to 
cope with 
separation 
from family 

 x x              2 12.50 

I do not know       x   x x x     4 25.00 

 

Questions 39-41:  Discuss Alternative Stories   

 Questions 39-41 target each participant’s new perspective on life.  The questions 

address new options for living.  Concerning what their spirituality/religion says about 

new beginnings, 12 (75%) veterans said each day is a new beginning.  Eleven (68.75%) 

veterans said their God/Higher Power forgives sins.  No participants stated their 

spirituality/religion claims that new beginnings are nonexistent.  Two (12.5%) veterans 

did not know what their spirituality/religion says about new beginnings.  See Table 31.   

  Pertaining to restoration, 12 (75%) participants said their spirituality/religion 

teaches God/Higher Power will restore their losses.  One veteran said his 

spirituality/religion teaches losses will never be regained.  See Table 32.   

Most participants (68.75%) believe that in life, problems will come and go.  Nine 

(56.25%) veterans believe most any situation can be repaired.  Three (18.75%) veterans 

believe life should be free from problems.  See Table 33. 

Table 31 

Q39.  What does your spirituality/religion say about new beginnings?   
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Each day is a new 
beginning. 

x x  x x x  x x  x  x x x x 12 75.00 

God/Higher 
Power forgives 
sins. 

x x x x x x  x x x    x  x 11 68.75 

I do not know.       x     x     2 12.5 
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          Table 32 
 

Q40.  What does your spirituality/religion say about restoration?  (Veterans 2 and 8 omitted due to non-OEF/OIF 
status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

God/Higher Power 
will restore my 
losses. 

x x x x x x  x x    x x x x 12 75.00 

I become a better 
person when I 
experience loss. 

    x x           2 12.50 

I will never regain 
what I have lost. 

           x     1 6.25 

Other       x     x     2 12.5 
 

Table 33 
 

Q41.  What is your perspective on how life should be?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Free from 
problems 

      x  x      x  3 18.75 

Problems will 
come and go 

x  x x x x  x x x   x x  x 11 68.75 

Most any 
situation can 
be repaired 

 x x x x x  x   x x  x   9 56.25 

 

Questions 42-46:  Develop a New Story   

 Questions 42-46 examine specific details related to a new story.  Values, goals 

and aspirations were explored.  While 8 (50%) veterans claimed to have spirituality 

goals, only two veterans listed their goals.  Seven (43.75%) veterans indicated they have 

no spirituality goals.  One veteran did not respond to the question.  See Tables 34 and 35.   

 When asked what they will be most grateful for after achieving their spirituality 

goals, 6 (37.5%) veterans chose courage and strength to overcome their challenges.  

Three (18.75%) participants selected they will be most grateful for not giving up.  No 

one selected support from family and friends or leaving a new outlook on life as 

achievements for which they will be most grateful.  See Table 36. 
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Table 34 

Q42.  Do you have spirituality goals?  (Veterans 2 and 8 omitted due to non-OEF/OIF status) 
Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 

Yes x x x x x x x x 8 50.00 
No x x x x x x x 7 43.75 

Table 35 

Q43.  If you have spirituality goals, please list your goals. 
(Only Veterans who provided goals are listed) 

V=Veteran Goal #1 Goal #2 Goal #3 

V1 Become more knowledgeable 
about the word of God. 

Seek God at all times, especially 
when I feel I can’t go on. 

Raise my children up in the word 
of God. 

V5 Participate regularly regardless 
of circumstance 

Maintain focus with study and 
prayer time 

Forgive others speedily whether 
they ask for forgiveness or not; 
benefit my own spiritual freedom 

V6 Be more connected to and 
reliant on God and less on 
people in my life 

Table 36 

Q44.  For what will you be most grateful after achieving your spirituality goals? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Having the 
courage and 
strength to 
overcome my 
challenges 

x x x x x x 6 37.50 

Not giving up x x x 3 18.75 

Ten (62.50%) veterans believe their involvement in a spiritual community can 

empower/improve their relationships with their God/Higher Power.  Of the 10 veterans 

who believe the latter, 6 (37.5%) veterans believed involvement in a spiritual community 

can help them to discover their purpose.  Seven (43.75%) veterans believed involvement 
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will facilitate spiritual healing.  Two (12.5%) veterans reported they were not certain of 

how a spirituality community can help them.  See Table 37. 

At the conclusion of the survey, 13 (81.25%) of the participants indicated they 

were not experiencing thoughts of suicide at the present time.  Only 1 veteran marked the 

presence of suicide ideations at the end of the survey.  Veteran 2 did not state whether he 

was experiencing thoughts of suicide while completing the survey.  See Table 38. 

Table 37 

Q45.  In what ways do you believe your involvement in a spiritual community can help you? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Receive guidance x x x x x x x x x 9 56.25 
Make friends x x x x x x 6 37.5 

Fellowship x x x x x x x x x 9 56.25 
Accountability x x x x x x x 7 43.75 
Empowers/improves 
my relationship with 
God/Higher Power 

x x x x x x x x x x 10 62.50 

Shows me how to 
work through 
conflict 

x x x x x x x x x x 10 62.50 

Helps to meet my 
needs 

x x x 3 18.75 

Cares for me 
emotionally 

x x x x 4 25.00 

Helps me to 
discover my 
purpose 

x x x x x x x 7 43.75 

Facilitates spiritual 
healing in my life 

x x x x x x x 7 43.75 

I am not certain at 
this time. 

x x 2 12.50 

Table 38 

Q46.  Are you experiencing thoughts of suicide at the present time? 
(Veterans 2 and 8 omitted due to non-OEF/OIF status) 

Veterans by # 1 3 4 5 6 7 9 10 11 12 13 14 15 16 17 18 Total % 
Yes x 1 6.25 
No x x x x x x x x x x x x x 13 81.25 
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Question 47:  Comments 

 The final question of the survey was an opportunity for participants to provide 

comment.  Five veterans rendered comments.  Veteran 3, who annotated he was having 

thoughts of suicide while completing the survey, stated that although he thinks about 

suicide, he does not want to act upon his thoughts or harm himself.  Veteran 5 

commented a belief that God will make provision for every situation and that he can 

endure.  Veteran 12 stated that “no one gets it no matter who you talk to.  You are alone.”  

Veteran 13 commented, “I lost a child in 2008 and it still hurts me to this day.  Losing 

my job and trying to keep a hold of my babies and not lose our home now is so stressful 

and I feel maybe they could live better without me.”  Veteran 17 commented, “[I am] a 

MST (military sexual trauma) survivor.  PTSD from MST affects relationships and life 

and causes SI (suicide ideations).”  
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CHAPTER 6 

RESPONSES TO THE FINDINGS 

Interpretation of Results 

 The results of this project on determining the role of one’s spirituality in 

overcoming suicide ideations rendered helpful and interesting data.  Seven questions of 

the Spiritually-Driven Narrative Therapy Survey consisted of demographic questions. 

Seven questions were designed to deconstruct, or break down, the problem.  Fifteen 

questions separated the person from the problem while outlining the influence of 

problems on a person and relationships.  Eight questions explored times when a 

veteran’s problems did not affect the veteran negatively.  Three questions concentrated 

on a veteran’s new perspective on life.  Four questions invited each veteran to determine 

a new story for their lives moving forward.  One question prompted participants to 

indicate if they were experiencing thoughts of suicide while completing the survey. The 

last question welcomed participants to provide additional comments related to their 

narratives associated with suicidality and spirituality.  The demographic, 

religion/spirituality preference, authenticated the assumption that most participants in 

this study possess a spirituality or religion.    The information collected through this 

survey affirmed there is a link between a person’s recovery from suicide ideations and 

that individual’s spirituality. 
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 The first observation, which seems contradictory to spirituality’s potential influence 

on ideation recovery, is that although 87.5% (14) recently suicidal veterans stated they 

have a spirituality or a religion, only half (7) of those participants list 

religion/spirituality as a reason they chose not to kill themselves. Yet, none of the 

participants blamed their suicide ideations on their spirituality/religion.  This could 

mean the 7 veterans who did not select spirituality/religion as a reason for not killing 

themselves were preoccupied with other important values in the presence of their 

stressors.  For example, 3 of the 7 veterans selected thoughts of how suicide would affect 

family/friends, another veteran selected reasons associated with receiving professional 

help, and two veterans selected other as a choice without naming the reason.  The 

researcher suspects the values of family and receiving help when in need are morals 

connected in some way with the veterans’ spirituality/religion beliefs.  Unfortunately, 

and interestingly, the veteran who received professional help identified as being suicidal 

at the end of this survey.   The remaining veteran (number 7) who did not select 

spirituality/religion as a reason for not killing self, selected thoughts subsided without 

help from others as the only reason for not committing suicide.  Though this veteran 

admitted to losing faith in God/Higher Power or spirituality/religion, and was convinced 

God/Higher Power did not hear prayers offered by the veteran, the veteran yet believed 

in having a purpose for living — to help others during challenges, to teach, and to love. 

The veteran claimed to meditate and practice a home ritual which brought peace, calmed 

the veteran, and reduced tension.   Yet, the veteran documented having thoughts of 

suicide at the completion of the survey.  This veteran was experiencing thoughts of 
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suicide for 4-6 months because of depression, a mood disorder, the loss of a loved one, 

and because of intense anger about past events or people.  This veteran (number 7) had 

health problems.  It is possible veteran 7 was taking medications which caused the 

thoughts of suicide to subside, then discontinued the medications, leading to anxiety that 

made the thoughts of suicide return.  There is no evidence in this survey the veteran, or 

any other veteran, was taking a medication prescribed to them for issues they identified 

in the survey. 

 The researcher observed that the spirituality/religion of most participants inform 

them that suffering builds character (50% participants) and bad things happen to good 

people (50% participants).  Perhaps these spirituality/religious ideas played a role in 

redeeming participants from suicide ideations by normalizing hardships as inevitabilities 

in life, and leading to the radical acceptance necessary for them to move forward with 

hope, as opposed to focusing on their afflictions only.   It is feasible that 

spirituality/religious ideas reframe suffering from a bad condition, to a necessary and 

temporary state.  It is likely the veterans who made these selections were impacted by 

their beliefs to accept their challenges without giving up by killing themselves, although 

they wanted to die previously. 

 After responding to their problems, most veterans felt discouraged, lonely, sad, or 

ashamed, as indicated in question 23.  Though not indicated in the survey, these feelings 

may have surfaced as a result of participants not adhering to one or more tenets of their 

faith, which question 22 queried.  If indeed the feelings came because of non-

compliance to spirituality/religion doctrine, this could imply the beliefs of the 
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participants are important enough to them to produce a conviction or an impression upon 

them.  With 75% veterans claiming their spirituality/religion rejects the idea of suicide, 

it is probable this rejection contributed to their decisions to choose life.   

       The data shows the participants relied on spirituality/religious practices to cope with 

problems.  Responses from participants insinuate they receive a warm affection, 

pleasure, or satisfaction from sources of consolation connected with their 

spirituality/religion.  By attending a spirituality/religious event, participants (62.5%) did 

not focus on the problem.  There were 37.5% of participants who prayed alone or with 

others, which prevented them from antagonizing them, at least during that time.  Also, 

prayer helped 57.25% participants to fight negative feelings.  Half the participants 

meditated for relief from their problems.  Participants (12.5%) studied their sacred texts 

and other veterans (6.25%) received encouragement from their spiritual leader.  Reliance 

on spiritual disciplines and practices suggest the participants became resilient by doing 

them, and this seeking for resiliency likely led to recovery from suicide ideations.  As a 

matter of fact, more than half of participants (56.25%) verified their spirituality/religion 

practices gave them peace, calmed them, gave them a sense of God’s/Higher Power’s 

presence, and they focused on strength in God/Higher Power.  This information supports 

the idea that most participants were surviving their challenges using their faith.  The 

researcher ascertained that in the absence of spiritual/religious practices, the outcome of 

experiencing suicide ideations may have been different.  If there were no positive 

impacts of a participant’s spirituality on that person, that individual may have remained 
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in a suicidal state or completed suicide.  The data shows that active involvement in one’s 

source of faith makes a difference.   

  More than half of the participants expressed positive declarations made by their 

spirituality/religion.  Seventy five percent of veterans relayed each day is a new 

beginning, according to their beliefs.  The same percentage of veterans said their beliefs 

teach that their God/Higher Power will restore their losses.  There were 68.75% of the 

participants who said their God/Higher Power forgives sins and that problems will come 

and go, and veterans (56.25%) who professed most any situation can be repaired.  It is 

easy to envision that knowledge with this kind of positive connotation can make one 

hopeful and not give up.  Understanding of the affirmations must have been helpful, and 

unlikely damaging.  Three of the participants identified spirituality goals which pertain 

to building their relationships with their Higher Power.  They want to know God by 

seeking God, teach their children to know God, forgive those who hurt them in order to 

obtain spiritual freedom, pray, or rely more on God than humankind.  They conveyed 

that achieving their spirituality goals will make them grateful for having the courage and 

strength to overcome their challenges or for not giving up.  If spirituality/religion had no 

favorable impact on participants deciding not to kill themselves, then participants would 

not make future plans to connect more to the God/Higher Power they worship. 

        Participants seemed to place great value on how they believe a spiritual community 

can help them.  The top three selected benefits of a spiritual community include:  a 

spirituality community empowers/improves one’s relationship with God/Higher Power 

(62.5%); a spirituality community offers the opportunity to fellowship with others; and a 
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person can receive guidance through a spirituality community.  Confessing to know the 

advantages of belonging to a spiritual community must mean participants experienced 

gain as partakers of such a community. 

Conclusions 

This project echoes the need to address suicide prevention for veterans, 

specifically of the OEF/OIF eras.  Data revealed that 14.29% of the surveys completed 

were accomplished by veterans who were suicidal in the previous 30 days.  That works 

out to a statistic of 1 out of every 7 veterans who completed the survey for this project 

wanted to kill themselves recently.  The desire to die was a strong symptom that each 

suicidal veteran was experiencing distress to a great degree. 

 This project disclosed spirituality/religion as a believable source of resiliency for 

recovering from suicide ideations.  Participants highlighted the understanding they have 

of their spirituality and their engagements with their beliefs after the onset of their suicide 

ideations.  They expressed their spirituality/religion has been helpful to them.  Practicing 

their spirituality/religion added value to their lives.  Thus, the researcher concluded one’s 

spirituality/religion plays a meaningful role in recovering from suicide ideations even if 

the problem(s) still exist. 

 Completing a survey was a start to addressing the correlation between suicide 

ideations and recovery when a component of spirituality/religion is present.  Yet, the 

survey was not an intervention.  Therefore, the project did not offer practical solutions to 

eradicating the troublesome problems experienced by the participants.  Furthermore, 
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because participants completed the survey via the internet, the researcher had no contact 

with any of the participants, which did not allow the occasion for counseling or 

processing one’s narrative further.  With this in mind, it is needful for participants to 

connect to resources which offer pastoral care counseling in order to increase or maintain 

their resiliency.  The researcher provided a list of suicide prevention resources to each 

participant.  The list of resources occurred at the end of the survey.  

 Based on the responses provided by the participants, it is not far-fetched to 

believe that a Spiritually-Driven Narrative Therapy intervention model will be effective 

in working with suicidal veterans.  The essence of narrative therapy is to distinguish the 

person from their problems.  In this project, participants, recently suicidal, admitted to 

struggling with self-hate, regret, and other emotions that have made them depressed and 

feeling like dying.  Their problems convinced them their circumstances were beyond 

repair.  Who the person is, became overshadowed by problems, and when that happened, 

the person lost hope and purpose.  A Spiritually-Driven Narrative Therapy intervention 

can coach suicidal veterans to disassociate themselves from the problem through setting 

goals to prevent the problems from reoccurring or hindering their progress in life.  It will 

take a therapist with attentive listening to provide feedback regarding challenges within a 

veteran’s narrative.  The feedback by the therapist can mentor a suicidal veteran to 

overcome the obstacles in their lives by reflecting on and implementing healthy and 

intentional plans. 
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Recommendations 

To Improve the Project 

         The survey for this project has limitations.  The research design prevented veterans 

who were not suicidal in the last thirty days from advancing beyond question nine.  If the 

survey included a question allowing each participant to select a time frame of the most 

recent episode of suicide ideations, the researcher may have obtained additional useful 

information.  For example, instead of asking if participants were suicidal in the previous 

thirty days, the question could have included multiple choices, such as:  last 30 days, last 

3 months, last 6 months, last year.  Likely, more participants would have selected one of 

the four responses, enabling a greater number of participants to complete the full survey.  

Although the researcher achieved the minimum sample of fifteen surveys, valuable 

information which could have been provided by other OEF/OIF participants who may 

have been suicidal within the last year at some point, was not reported.  

 Throughout the survey, the researcher implied there are distinctions and 

similarities between the terms, spirituality and religion, and spiritual and religious.  

Definitions for the terms were not provided to the participants.  Possibly, participants 

assumed the words have the same meanings.  Explaining each term could have assisted 

participants with clarity in determining if they are spiritual or religious (questions 7).  In 

questions (27, 37, 42, 43, 44, and 45), where the words spirituality or spiritual were used 

alone, participants would have understood what the terms meant in the absence of the 

words religion or religious, based on the definitions. 
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 The project can be improved by advancing from the survey to a Spiritually-Driven 

Narrative Therapy Intervention.  The intervention can be offered to hospitalized OEF/OIF 

veterans who are receiving proper care in a safe environment for suicide ideations.  

Through a therapeutic intervention, the researcher can observe and measure the changes 

in a veteran’s attitude about life over a six-week period.  The Spiritually-Driven Narrative 

Therapy Intervention can include the following structure: 

 

 (White & Epston, 1990, except the Spirituality Approach) 
Sessions Session Goals Spirituality Approach 
1. Orientation To orient participants to the program:  What to 

expect 
To complete initial questionnaires  
To complete consent form 

Complete spiritual assessment  

2. Deconstruct the 
problem 

To describe the problem 
To map influence of the problem on life and 
relationships 
  

To identify the reasons for suicide ideations 
Discuss spiritual practices, meaning of spirituality/religion, and 
sources of consolation present/absent 

3. Externalize the 
problem 

To map the influence of the problems on a 
person/relationships 
To separate person and problem 
To discuss self-identity 

Discuss spiritual practices, meaning of spirituality/religion, and 
sources of consolation present/absent 

4. Explore unique 
outcomes 

To identify occasions when problems did not 
have negative effects 
To discuss person’s influence in relation to the 
problem 
To discuss unique outcomes that occur 
between sessions 
To identify resistance to the problem and its 
requirements 
To revise relationship with the problem 

Discuss spiritual practices, meaning of spirituality/religion, and 
sources of consolation present/absent 

5. Discuss 
alternative stories 

To gain a reflexive perspective on life 
To discuss new options available 

Discuss spiritual practices, meaning of spirituality/religion, and 
sources of consolation present/absent 

6. Develop a new 
story 

To build new story with specific details 
To discuss values, goals and aspirations 

Discuss spiritual practices, meaning of spirituality/religion, and 
sources of consolation present/absent 

7. Definitional 
ceremony 

To receive validating feedback from a fellow 
participant  
To complete final questionnaires 

Discuss spiritual practices, meaning of spirituality/religion, and 
sources of consolation present/absent 
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For Further Research          

 The researcher did not locate adequate research related to both narrative therapy 

and spirituality for suicidal veterans.  Projects were conducted to measure the suicide 

rates of veterans, but not studies addressing the impact of spirituality within a suicidal 

veteran’s narrative.  Research in the future should purposely hone in on OEF/OIF 

veterans who embrace spirituality/religion as a way to overcome thoughts of suicide. 

 Suggestively, research which surveys the same suicidal veterans annually over a 

five or seven-year period will be helpful to identify the reoccurrence of thoughts of 

suicide and times when hope was embraced.  The repetition of suicide ideations could 

reveal how one’s spirituality changes the impact on a person’s decision to live.  The 

researcher could determine if veterans are using the sources of consolation they reported 

using during the most recent Spiritually-Driven Narrative Therapy Survey they 

completed.   

 The participants in this study admitted to belonging to either the Christianity or 

Islamic religions.  Research data to identify how these religions prepare to deal with 

suicide and information on the effectiveness of that preparation, could have added insight 

as to which resources are available to the participants by their religious organizations. 

Also, this information may have indicated if the positive impact on a participant’s 

decision to not commit suicide was due mostly to the participant’s involvement with 

resources offered through a religious organization’s suicide prevention tool box. 

 Research related to healing over the mind can present other therapies available to 

remedy suicidal mindsets.  Perhaps there are studies which indicate interventions other 
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than narrative therapy that have been effective for suicidal persons.  Studies on treating 

the whole person may provide ways in which caring for the body and spirit impact the 

health of the mind.  Such studies may offer insight into how the parts of a person’s being 

are connected, and the information may relay practical ways of strengthening the entire 

person. 

 In the study, it was not clear how closely or loosely connected the participants 

were to their religions.  Also, it was unclear which component of one’s religion is more 

important to them.  During further research, some questions to ask are: 

 (1) How often are you practicing your religion?  
  (a) Daily 
  (b) Once weekly 
  (c) Once a month 
  (d) Occasionally 
  (e) Only in crises 
  (f) Special occasions 
  (g) Major holidays 
 

(2) On a scale of 1-10, with 1 being less important and 10 being the most 
important, how important is each of the following components of your 
spirituality/religion? 

  (a) Beliefs 
  (b) Behaviors 
  (c) Belonging 
    
For Implementation in Ministry 

          Whether in a medical center or a worship center, veterans experience thoughts of 

suicide at high rates.  Implementing the Spiritually-Driven Narrative Therapy Survey 

could assist chaplains and local clergy first with determining the presence of veterans 

having thoughts of suicide, and secondly, with incorporating or sustaining resources and 

tools expressed in the surveys which veterans find helpful in maintaining hope.  In a 
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medical center, a chaplain could utilize the survey to determine if there is a need to 

implement a Spiritually-Driven Narrative Therapy Intervention.  Also, a chaplain could 

begin a group which addresses hope and perseverance.  The subject of suicide prevention 

could be one of several discussions for the group.   

           Many church congregations consist of veterans, which probably means there are 

veterans who have had thoughts of suicide, given the steady, high rates of suicide among 

individuals who served in the United States Armed Forces.  In a worship center, a 

spiritual leader could gauge whether to employ professionals equipped with the skills to 

offer services to veterans experiencing thoughts of killing themselves.  During this study 

in an attempt to offer the survey to as many veterans as possible, the researcher attempted 

to connect with approximately 30 worship centers for permission to make the survey 

available to their veterans.  Only one church welcomed the administration of the survey.  

Some spiritual leaders and clergy responded that they are doubtful veterans in their 

congregations are having thoughts of suicide since they are receiving the Word of God 

and attend worship services faithfully.  The mindset of many spiritual leaders is that their 

veteran parishioners could not be suicidal. 

Theological Reflections 

           The themes discussed in chapter two are:  suffering of the righteous, lamentation, 

human suffering, faith, patience, impatience, doubt, hopelessness, death, grace, and hope.  

The survey alludes to all of the aforementioned themes.  A new theme emerged during 

the survey.  The theme, misunderstanding, is echoed in a comment given by veteran 12, a 

Christian.  The veteran commented, “No one gets it no matter who you talk to.” 
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Jesus knows how it feels to be misunderstood.  Men did not understand the 

personhood of Jesus.  When Jesus asked Peter who the people claimed him to be, Peter 

responded by saying some people claimed Jesus to be John the Baptist, Elijah, or 

Jeremiah or one of the prophets (Matt. 16:14).  Peter, who said Jesus was “Christ, the Son 

of the living God” (v. 16), responded in this manner only because God revealed the 

answer to him (v. 17).  Otherwise, Peter would not have understood Jesus either. 

  Jesus went to his own, but his own did not receive him (John 1:11).  Jesus was 

misunderstood by his own people, who stated he had a demon and is mad (John 10:20) 

because Jesus said he was the good shepherd and that he will lay his life down for the 

sheep.  They thought he came to destroy the law of the prophets (Matthew 5:17).  

Contrarily, Jesus came to fulfill the law (v. 17).  When Jesus told the Sanhedrin that he 

was Christ and that He would sit at the right hand of the Father (Mark 14:62), the High 

Priest accused Jesus of blasphemy (v. 63).  Thus, Jesus was condemned to death.  So to 

the veterans who believe, “No one gets it no matter who you talk to,” Jesus gets it. 

         Jesus gets it.  Jesus, who understands, would probably respond to misunderstood 

veterans by saying, “[I] am near those who have a broken heart and save such as have a 

contrite spirit (Psalm 34:18).  Jesus would likely invite misunderstood veterans to “draw 

near to God and He will draw near to [them]” (James 4:8).  Conceivably, Jesus would 

explain that He sympathize with their weaknesses, and was tempted in every way 

possible, but He did not sin (Hebrews 4:15).  Maybe, Jesus would assure veterans that if 

they approach God’s throne, they will be loved and they will find help (Hebrews 14:16).   
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        God is the one who fully understands the individual experiences, emotions, 

thoughts, and desires of mankind.  No person can feel the burden of another being’s pain 

except the Creator.  Even if one professes to understand, the acknowledgement or 

empathy does not reach the depth of God’s sensitivity to the heart.  Only God knows the 

secrets of the heart (Psalm 44:21).  David, a soldier in God’s Army, expressed his 

understanding of God in this way: 

 “O Lord, You have searched me and know me.  You know my sitting down and    
            my rising up; You understand my thoughts afar off.  You comprehend my path     
            and my lying down, and are acquainted with all my ways.  For there is not a word   
            on my tongue, but behold, O Lord, You know it altogether” (Psalm 139:1-4). 
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    You are cordially invited to complete an online survey.  
    
Title of Survey:  Spiritually-Driven Narrative Therapy Survey  
 
Purpose of Survey:  The purpose of this survey is to find out more about a Veteran’s story related to suicide ideations and how 
one’s spirituality and/or religion may have led to recovery from those suicide ideations.  Your input will help the researcher to 
know the relationship between suicide ideations and a Veteran’s spirituality and/or religion. 
 
Study Length:  The survey should take 15-20 minutes to complete.  Veterans can choose to skip any question after consenting to 
participate in the survey. 
 
Confidentiality:  Veterans will complete the survey and consent form anonymously.  The link to the survey is unable to track 
identifying information of respondents via social media.  Veterans should not annotate their names or other personal identifiable 
information as a part of their responses.  

Benefits:  Participants can benefit by identifying spirituality practices and sources of consolation which could serve as a spring 
of strength and resiliency should they experience hopelessness in the future.  Helpful resources are available at the end of the 
survey.   
 
Risk:  The risk of the survey is low.  Please contact the Veterans Crisis Line at 1-800-273-8255 if you have thoughts of 
suicide now or if you become suicidal in the future. 
 
Special Groups:  Cognitively impaired Veterans should not take the survey.   
 
Compensation:  Participants in this survey will not receive any compensation.   
 

The online survey will be available: 
February 25, 2018 – March 25, 2018 

 
Web Link to the Survey: 

https://survey.az1.qualtrics.com/jfe/form/SV_9GojhfxG0JBlJg9 

Completing the survey is voluntary, and Veterans (Retired, Reserve, National Guard) should not feel obligated in any 
way to attempt the survey.  The survey is not a product of the Veterans Health Administration or of any branch of the 
United States Military.  The survey was approved by the Oral Roberts University Institutional Review Board.  
 

About the Researcher: 
  

Tammie Elfadili serves as a Mental Health Chaplain within the Veterans Health Administration.  She is 
a Chaplain in the United States Army Reserve.  She is pursuing a Doctor of Ministry degree in Pastoral 
Care and Counseling with an emphasis on Suicide Prevention from Oral Roberts University.  Chaplain 
Tammie is a Board Certified Chaplain with the Association of Professional Chaplains. 
 
Contact Information:   
Email:  tammieelfadili@oru.edu 
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The design of this project is a survey organized with questions related to each phase of 
the Spiritually-Driven Narrative Therapy Process, and are as follows:  
  
(1) Consent Form – Survey Question:  1 
 
(2) Demographics – Survey Questions:  2-8 
 
(3) Deconstruct the problem – Describe and name the problem and identify the reasons 
for the suicide ideations.  Survey Questions:  9-15 
 
(4) Externalize the problem – Separate the person from the problem and map the 
influence of the problems on a person/relationships.  Survey Questions:  16-30 
 
(5) Explore unique outcomes – Seek to find occasions when problems did not have 
negative effects on the participant.  Discuss unique outcomes.  Survey Questions:  31-38 
 
(6) Discuss alternative stories:  Gain a reflexive perspective on life.  Discuss new options 
available.  Survey Questions:  39-41 
 
(7) Develop a new story:  Build new story with specific details.  Discuss values, goals 
and aspirations.  Survey Questions:  42-45 
 
(8) Are you experiencing thoughts of suicide at the present time – Survey Question:  46 
 
(9) Comments – Survey Question:  47 
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Q1  
CONSENT TO PARTICIPATE  
Welcome to a Spiritually-Driven Narrative Therapy Survey.  This survey is a 
response to the escalated suicide problem among the Veteran (U.S. Military) 
population.  The problem of suicide seems to be growing amid the initiatives made 
through medicine and suicide awareness programs.  This study is important because 
arguably, spirituality is relevant to recovery from suicide ideations.   
   
 Purpose of Survey:   The purpose of this survey is to find out more about a Veteran’s 
story related to suicide ideations and how one’s spirituality and/or religion may have led 
to recovery from those suicide ideations.  Your input will help the researcher learn the 
relationship between suicide ideations and a Veteran’s spirituality and/or 
religion.     
    
Survey Length:  The survey should take 15-20 minutes to complete.  You may choose to 
skip any question after consenting to participate in the survey.      
  
 Confidentiality:  Veterans will complete the survey anonymously.  The link to the survey 
is unable to track identifying information of respondents via social media.  Veterans 
should not annotate their names or other personal identifiable information as a part of 
their responses.   
  
 Benefit:  Participants can benefit by identifying spiritual practices and sources of 
consolation which could serve as a spring of strength and resiliency should they 
experience hopelessness in the future.  Helpful resources are available at the end of the 
survey.  
  
 Risk:  The risk of this survey is low.  Please contact the Veterans Crisis Line at  
1-800-273-8255 if you have thoughts of suicide now or if you become suicidal in the 
future. 
   
 Special Groups:  Cognitively impaired Veterans should not take the survey.  
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Compensation:  Participants in this survey will not receive any compensation. 
 
Who to contact with questions:      
 
Student Investigator:   
Tammie L. Elfadili, M.Div., BCC   
Oral Roberts University   
Doctor of Ministry Program   
Email:  tammieelfadili@oru.edu      
 
Faculty Advisor:  Dr. Bill Buker, Ph.D.   
Oral Roberts University College of Theology & Ministry   
7777 South Lewis Avenue   
Tulsa, OK  74171   
Email:  bbuker@oru.edu      
 
If you have questions regarding your rights as a research subject, or if problems arise 
which you do not feel you can discuss with the Investigators, please contact the Oral 
Roberts Institutional Review Board (IRB) at (918) 495-6669, or email abaker@oru.edu.      
 
By consenting to complete the survey, I understand the information presented above 
and I agree that:      
 
A.  My participation is voluntary, and I can withdraw my consent by discontinuing 
my participation in the survey at any time.     
 
B.  I am 18 years of age or older.    
 
C.  I am mentally (cognitively) able to complete the survey.   
 
D.  I understand I can contact the Veterans Crisis Line at  1-800-273-8255 if I am having 
thoughts of suicide now or if I become suicidal in the future.                                              

o I consent.  (Begin survey.)  (1)  

o I do not consent to participate in the survey. (Please exit. Thank you for your 
time.)  (2)  

 
Skip To: End of Survey If CONSENT TO PARTICIPATE Welcome to a Spirituality-Driven Narrative Therapy 
Survey.  This survey is... = I do not consent to participate in the survey. (Please exit. Thank you for your 
time.) 
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Q2 I served in the following branch(es) of the United States Military:  (Check all that 
apply.) 

▢ Army  (1)  

▢ Marine Corps  (2)  

▢ Navy  (3)  

▢ Air Force  (4)  

▢ Coast Guard  (5)  
 
Q3 In which of the following military conflicts did you serve?  (Check all that apply.) 

▢ Operation New Dawn (OND)  (1)  

▢ Operation Enduring Freedom (OEF)  (2)  

▢ Operation Iraqi Freedom (OIF)  (3)  

▢ Persian Gulf War  (4)  

▢ Vietnam War  (5)  

▢ Korean War  (6)  

▢ I never deployed to a conflict.  (7)  
 
Q4 Race/Ethnicity 

o White  (1)  

o Black or African American  (2)  

o American Indian or Alaska Native  (3)  

o Asian  (4)  

o Native Hawaiian or Pacific Islander  (5)  

o Hispanic or Latino  (6)  

o Other  (7) ________________________________________________ 
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o I prefer not to answer this question.  (8)  
 
Q5 Age 

o 18-20  (1)  

o 21-25  (2)  

o 26-30  (3)  

o 31-35  (4)  

o 36-40  (5)  

o 41-45  (6)  

o 46-50  (7)  

o 51 - Over  (8)  
 
Q6 Civil Status 

o Single  (1)  

o Married  (2)  

o Widowed  (3)  

o Separated or Divorced  (4)  
 
Q7 How do you view yourself? 

o Spiritual  (1)  

o Religious  (2)  

o Neither spiritual or religious  (3)  

o Other  (4) ________________________________________________ 
 
Q8 Religion/Spirituality Preference 

o Agnostic  (1)  

o Atheist  (2)  

o Catholic  (3)  
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o Christian  (4)  

o Islamic  (5)  

o Jewish  (6)  

o Protestant  (7)  

o Unknown/No Preference  (8)  

o Other  (9) ________________________________________________ 
 
Q9 Have you had thoughts of suicide in the last 30 days?  (Thoughts of suicide means 
thinking about or planning suicide.) 
  (If yes, please complete the remainder of the survey.)  (If no, please discontinue the 
survey.  Thank you for your time.) 

o Yes  (1)  

o No  (2) 

 
Skip To: End of Survey If Have you had thoughts of suicide in the last 30 days?  (Thoughts of suicide means 
thinking about... = No 
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Q10 Did you attempt suicide? 

o Yes  (1)  

o No  (2)  
 
Q11 What prevented you from killing yourself?  (Check all that apply.) 

▢ Counseling from a Professional  (1)  

▢ Talking to a family member or a friend  (2)  

▢ Calling the Veterans Hotline  (3)  

▢ Hospital admittance  (4)  

▢ Religion or spirituality belief  (5)  

▢ Thoughts of how suicide would affect family/friends  (6)  

▢ Thoughts of suicide subsided without help from others  (7)  

▢ Other  (8) ________________________________________________ 
 
Q12 Which applied closely to you?  I was suicidal because:  (Check all that apply.) 

▢ I was depressed.  (1)  

▢ I was crying out for help.  (2)  

▢ I had a philosophical desire to die (terminal illness, religious 
understanding, a desire to join a deceased family member, etc.).  (3)  

▢ I made a mistake.  (4)  

▢ Other  (5) ________________________________________________  
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Q13 How long were you experiencing thoughts of suicide? 

o <30 days  (1)  

o 1-3 months  (2)  

o 4-6 months  (3)  

o 10-12 months  (4)  

o >year  (5)  
Q14 Circle the reasons/problems which prompted your thoughts of suicide.  (Check all 
that apply.)  (Suicide causes from www.suicide.org) 

▢ Memories of Combat  (1)  

▢ Sexual Abuse  (2)  

▢ Financial Crises  (3)  

▢ Divorce  (4)  

▢ Terminal Illness  (5)  

▢ Depression  (6)  

▢ Loneliness  (7)  

▢ Fear  (8)  

▢ Don't know how to get help  (9)  

▢ Spiritual/Philosophical Reason (terminal illness, religious understanding, a 
desire to join a deceased family member, etc.)  (10)  

▢ Mood Disorder  (11)  

▢ Bullying  (12)  

▢ Breakup of a relationship  (13)  

▢ Intense emotional pain  (14)  
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▢ Discrimination  (15)  

▢ Feeling Trapped  (16)  

▢ Self-hate  (17)  

▢ Regret  (18)  

▢ Inner voices telling you to end your life  (19)  

▢ Rejection  (20)  

▢ Abandonment  (21)  

▢ Loss of a loved one  (22)  

▢ Chronic physical pain  (23)  

▢ Drug/Alcohol Abuse  (24)  

▢ Legal Issues  (25)  

▢ Disappointment  (26)  

▢ Paranoia  (27)  

▢ Feeling Unloved  (28)  

▢ Low Self-esteem  (29)  

▢ Loss of hope  (30)  

▢ Intense anger about past events or people  (31)  

▢ Domestic violence  (32)  

▢ Serious Accident  (33)  

▢ Other  (34) ________________________________________________ 
 
Q15 Why did you feel suicide was a feasible option for you?  (Check all that apply.) 
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▢ I did not believe life will get better.  (1)  

▢ I wanted to escape isolation.  (2)  

▢ I wanted to rejoin a loved one.  (3)  

▢ I wanted to end agony immediately.  (4)  

▢ It was my only choice.  (5)  

▢ I believed it was my time to die.  (6)  

▢ Help was not available to solve my problems.  (7)  

▢ All other potential resolutions failed.  (8)  

▢ Other  (9) ________________________________________________ 
 
Q16 How did your problem(s) affect you?  (Check all that apply.) 

▢ Health problems  (1)  

▢ Excessive worry  (2)  

▢ Loss of hope  (3)  

▢ Loss of job/career  (4)  

▢ Retirement, due to stress  (5)  

▢ Other  (6) ________________________________________________ 
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Q17 How did your problem(s) affect your relationships?  (Check all that apply.) 

▢ Caused divorce or relationship breakup  (1)  

▢ Isolated me from my family or friends  (2)  

▢ Loss of friendship  (3)  

▢ Led to poor communication  (4)  

▢ Strained finances shared with another person  (5)  

▢ Caused conflict consistently  (6)  

▢ Led to distrust  (7)  

▢ Other  (8) ________________________________________________ 
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Q18 How have members of your family or close friends used their faith/religion to 
respond to your  problem(s)?  (Check all that apply.) 

▢ Trusted in their God/Higher Power  (1)  

▢ Focused on positive things  (2)  

▢ Sought support/guidance from spiritual leader or a community 
organization  (3)  

▢ Prayer  (4)  

▢ Made new decisions  (5)  

▢ Time apart from you  (6)  

▢ Other  (7) ________________________________________________ 

▢ I do not know.  (8)  
 
Q19 During thoughts of suicide, did you feel your Higher Power abandoned you? 

o Yes  (1)  

o No  (2)  

o Not sure  (3)  

o Does not apply (no Higher Power)  (4)  
 
Q20 Did you blame your suicide ideations on beliefs associated with your 
spirituality/religion? 

o Yes  (1)  

o No  (2)  
 

Q21 What do your beliefs say about suffering or experiencing problems?  (Check all that 
apply.) 

▢ Bad things happen to good people.  (1)  

▢ Suffering is punishment for sin.  (2)  
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▢ Everyone must suffer.  (3) 

▢ Suffering builds character.  (4) 

▢ Other  (5) ________________________________________________ 

▢ I do not know.  (6) 

Q22 How did the problem(s) provoke you to respond contrary to the guidance of your 
spirituality/religion or beliefs?  (Check all that apply.) 

▢ Impulsive responses  (1) 

▢ Anger  (2) 

▢ Self-harm  (3) 

▢ Harm towards others  (4) 

▢ Withdrawal/Isolation  (5) 

▢ Self-blame  (6) 

▢ Other  (7) ________________________________________________ 

▢ I do not know.  (8) 

Q23 How did you feel after you responded to the problem(s)?  (Check all that apply.) 

▢ Resentful  (1) 

▢ Sad  (2) 

▢ Angry  (3) 

▢ Fearful  (4) 

▢ ashamed  (5) 

▢ Self-pity  (6) 
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▢ Regretful  (7)  

▢ Guilty  (8)  

▢ Helpless  (9)  

▢ Confused  (10)  

▢ Lonely  (11)  

▢ Hostile  (12)  

▢ Irritated  (13)  

▢ Discouraged  (14)  

▢ Other  (15) ________________________________________________ 
 
Q24 How did the problem(s) affect your faith in your God/Higher Power, or your 
spirituality/religion.  

o I lost faith in my God/Higher Power, or my spirituality/religion.  (1)  

o I maintained my faith in my God/Higher Power, or my spirituality/religion.  (2)  

o I do not know.  (3)  
 
Q25 What morals/values did your problem(s) challenge?  (Check all that apply.) 

▢ Compassion  (1)  

▢ Respect  (2)  

▢ Freedom  (3)  

▢ Patriotism  (4)  

▢ Love  (5)  

▢ Honesty  (6)  

▢ Generosity  (7)  
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▢ Equality  (8)  

▢ Education  (9)  

▢ Patience  (10)  

▢ Endurance  (11)  

▢ Courage  (12)  

▢ Trust  (13)  

▢ Responsibility  (14)  

▢ Family Time  (15)  

▢ Faith  (16)  

▢ Achievement  (17)  

▢ Justice  (18)  

▢ Loyalty  (19)  

▢ Economic Security  (20)  

▢ Spirituality  (21)  

▢ Success  (22)  

▢ Service  (23)  

▢ Other  (24) ________________________________________________ 
 
Q26 What does your spirituality/religion say about suicide? 

o Accepts the idea of suicide  (1)  

o Rejects the idea of suicide  (2)  

o Neither accepts or rejects the idea of suicide.  (3)  
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o I do not know.  (4)  
 
Q27 How did your problem(s) persuade you to discontinue spirituality practices you may 
have enjoyed during the absence of the problem?  (Check all that apply.) 

▢ I was convinced my God/Higher Power did not hear my prayers.  (1)  

▢ I believed my God/Higher Power would not forgive me for something I 
felt I did wrong.  (2)  

▢ I had or have a problem that has a greater influence on me than my 
spirituality/religion practices.  (3)  

▢ other  (4) ________________________________________________ 

▢ I do not know.  (5)  
 
Q28 Are there stories in your faith tradition (from holy book, family history, etc.) of 
individuals who experienced a problem similar to the one you experienced? 

o Yes  (1)  

o No  (2)  
 

Q29 How did the similar problem affect the individuals in your faith tradition (from holy 
book, family history, etc.)?  (Check all that apply.) 

▢ Health problems  (1)  

▢ Excessive worry  (2)  

▢ Loss of hope  (3)  

▢ Loss of job/career  (4)  

▢ Retirement  (5)  

▢ Other  (6) ________________________________________________ 
 
Q30 How did the similar problem affect the relationships of those individuals in your 
faith tradition (from holy book, family history, etc.)?  (Check all that apply.) 



 

 

204 

▢ Divorce or relationship breakup  (1)  

▢ Isolated them from their family or friends  (2)  

▢ Loss of friendship  (3)  

▢ Led to poor communication  (4)  

▢ Prevented intimacy  (5)  

▢ Strained finances shared with another person  (6)  

▢ Caused conflict consistently  (7)  

▢ Led to distrust  (8)  

▢ Other  (9) ________________________________________________ 
 
Q31 Do you believe you have a purpose for living? 

o Yes  (1)  

o No  (2)  
 
Q32 If you believe you have a purpose for living, what do you believe is your purpose?   
 (Check all that apply.) 

▢ To help others during challenges  (1)  

▢ To teach  (2)  

▢ To love  (3)  

▢ Other  (4) ________________________________________________ 
 
Q33 Prior to the problem(s), what did you experience as spiritual freedom, or what made 
you happy?  (Check all that apply.) 

▢ Socializing  (1)  

▢ Making guilt-free decisions  (2)  
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▢ Freedom from the bondage of control  (3)  

▢ Sobriety  (4)  

▢ Seeking spiritual knowledge  (5)  

▢ Other  (6) ________________________________________________ 
 
Q34 After the problem(s) surfaced, was there a time when you resisted or ignored the 
problem(s)  
(during a busy time of work, while helping others, etc.)?  

o Yes. (Please explain.)  (1) 
________________________________________________ 

o No  (2)  
 

Q35 Were there times when you forgot about your problem(s) during a 
spirituality/religion event (at a worship service, during a time of celebration, etc.)? 

o Yes. (Pleas explain.)  (1) 
________________________________________________ 

o No  (2)  
 
Q36 What sources of consolation prevented the problem(s) from antagonizing 
you?  (Check all that apply.) 

▢ Spending time with family  (1)  

▢ Praying alone or with others  (2)  

▢ Support from an organization  (3)  

▢ Encouragement from a spiritual leader.  (4)  

▢ Reading  (5)  

▢ Music  (6)  

▢ Other  (7) ________________________________________________ 
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▢ I do not have a source of consolation.  (8)  
 
Q37 What spirituality practices helped you to fight the negative feelings brought on by 
the problem(s)?  (Check all that apply.) 

▢ Prayer  (1)  

▢ Meditation  (2)  

▢ Home ritual (house blessing, teaching children/grandchildren, etc.)  (3)  

▢ Community worship  (4)  

▢ Fasting  (5)  

▢ Music  (6)  

▢ Study of a sacred text (ex. Bible, Qu'ran, etc.)  (7)  

▢ Rite or Sacrament (baptism, confession, Eucharist or Holy Communion, 
etc.)  (8)  

▢ Other  (9) ________________________________________________ 

▢ I do not have spirituality practices.  (10)  
 
Q38 How did your spirituality/religion practices help you?  (Check all that apply.) 

▢ Gave me peace  (1)  

▢ Calming  (2)  

▢ Comforting  (3)  

▢ Sense of God's/Higher Power's presence  (4)  

▢ Reduced tension  (5)  

▢ Helped me to focus on strength in God/Higher Power  (6)  

▢ Helped me to cope with separation from family  (7)  
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▢ Other  (8) ________________________________________________ 

▢ I do not know.  (9)  
 
Q39 What does your spirituality/religion say about new beginnings?  (Check all that 
apply.) 

▢ Each day is a new beginning.  (1)  

▢ God/Higher Power forgives sins.  (2)  

▢ New beginnings do not exist.  (3)  

▢ Other  (4) ________________________________________________ 

▢ I do not know.  (5)  
 
Q40 What does your spirituality/religion say about restoration?  (Check all that apply.) 

▢ God/Higher Power will restore my losses.  (1)  

▢ I become a better person when I experience loss.  (2)  

▢ I will never regain what I have lost.  (3)  

▢ Other  (4) ________________________________________________ 
 
Q41 What is your perspective on how life should be?  (Check all that apply.) 

▢ Free from problems  (1)  

▢ Problems will come and go  (2)  

▢ Most any situation can be repaired.  (3)  

▢ Other  (4) ________________________________________________ 
 
Q42 Do you have spirituality goals (for example, to find peace, to join a spiritual 
community, etc.)? 

o Yes  (1)  
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o No  (2)  
 
Q43 If you have spirituality goals, please list your goals. 

▢ Goal #1  (1) ________________________________________________ 

▢ Goal #2  (2) ________________________________________________ 

▢ Goal #3  (3) ________________________________________________ 

▢ I do not have spirituality goals at this time.  (4)  
 
Q44 For what will you be most grateful after achieving your spirituality goals? 

o New outlook on life  (1)  

o Receiving support from family and friends  (2)  

o Having the courage and strength to overcome my challenges  (3)  

o Not giving up  (4)  

o Other  (5) ________________________________________________ 
 
Q45 In what ways do you believe your involvement in a spiritual community can help 
you?  (Check all that apply.) 

▢ Receive guidance  (1)  

▢ Make friends  (2)  

▢ Fellowship  (3)  

▢ Accountability  (4)  

▢ Empowers/improves my relationship with God/Higher Power  (5)  

▢ Shows me how to work through conflict  (6)  

▢ Helps to meet my needs  (7)  

▢ Cares for me emotionally  (8)  
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▢ Helps me to discover my purpose  (9)  

▢ Facilitates spiritual healing in my life  (10)  

▢ Other  (11) ________________________________________________ 

▢ I am not certain at this time.  (12)  
 
Q46 Are you experiencing thoughts of suicide at the present time?   

▢ Yes   (Please call the Veterans Hotline immediately.  The Veterans Crisis 
Line can be reached at  1-800-273-8255.)  (1)  

▢ No  (2)  
 
Q47 Please feel free to leave additional comments related to your past or present suicide 
ideations and/or the importance of your spirituality/religion in overcoming challenges. 

o Comments:  (1) ________________________________________________ 
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