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After a Suicide Attempt in Taiwan: An Ethnographic Study

Wen-Chii Tzeng

Suicide has become a critical mental health issue in Taiwan. This study explored and

described experiences following a suicide attempt from the perspectives of patients, their

family members, and health care providers in sociocultural context in a regional hospital

in Taipei. Participant observation, formal and informal interviews, and review of

documents uncovered patterns and variations of suicide experiences from patients’

hospitalization, outpatient care, or emergency care through their return to the community.

Patients, families and health care providers’ experiences were shaped by explanatory

models of suicide based in Taiwanese traditional and modern cultures and Western

biomedical models. After patients returned home, nine themes characterized their

experiences of stigma and discovery of ways of coping. Post-suicide stigma suffered by

patients and their families was based on such beliefs as suicide as bu-hsiao (non-filial

piety), inherited and resulting in inability to transmigrate the soul. Families explained

suicide attempts by such themes as “ill luck,” “a kan-huo (hot energy) problem,” or “not

a true suicide.” Patients were still full of fan after they had attempted suicide, a concept

that is explored in detail. The hospital’s psychiatric team understood suicidal behaviors

in terms of psychotic symptoms, IQ or educational levels, or lethality of method. Patients

expected their health care providers to respect and support them as human beings and to

take care of them rather than judging or controlling them. These differing perspectives

and the gap between the care expected by patients and their families and the services

provided by health professionals suggest guidelines for enhancing culturally sensitive

9.4.2%---- RNAD
Juliene G. Lipson, RN, PhD

care and directing future research.
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CHAPTER 1: INTRODUCTION

In 2001, suicide took 2,781 lives (12.45 per 100,000 population) and was the 9"

leading cause of death in Taiwan (Internet: Department of Health, R.O.C., 2002). On

average, one person dies every four hours in Taiwan because of suicide. However,

mental health care in Taiwan has traditionally been hospital-based, and community-based

care is still in development. Hospital beds are not available for all those who have strong

suicidal tendencies and the interventions provided by health care providers end when

patients leave the health care system.

A cohort study in Sweden showed that 90 of the 172 deaths in 1,573 suicidal patients

who had been referred to a psychiatric emergency room between 1981 and 1988 were due

to suicide, and 43 of the 90 patients (48%) completed suicide during the first year after a

suicide attempt (Nordstroem, Samuelsson, & Asberg, 1995). This indicates that

emergency care may only temporarily suppress patients’ impulsive self-harming behavior,

but does not resolve the roots of their problems.

While receiving inpatient psychiatric care, suicidal patients in Taiwan revealed that

they were still bothered by the problems that existed before their suicide attempts (Tzeng,

2001). Moore's (1997) study showed that patients in Canada experienced emotional

suffering, the feeling that nobody cared for them, and loss of power, control, and

independence. Another study in Sweden described patients’ experiences in being

psychiatric patients and that they perceived both positive and negative care from health

care providers (Samuelsson, Wiklander, Asberg, & Saveman, 2000). From this

perspective, because of suffering with problems that exist before and after their suicide

attempts, these patients have the potential for self-destructive behaviors again after they

return to the community.



Most previous and current suicide research focuses on suicide rates, assessment and

diagnosis, suicide methods, and risk factors for suicidal behaviors. All of these studies

view suicide as only an event, not a continuing process (Buchanan, 1991). In addition,

most studies explore phenomena that precede suicide-related behaviors from a

retrospective approach. Although these findings help health care providers identify those

who are at highest risk for suicide, the reports include too many individuals who have

little likelihood of considering suicide or only focus on certain populations but miss

others. For instance, after a four-year follow-up of 25 adult deaths by suicide in a sample

of 954 patients with affective disorders in the U.S., Fawcett and his coworkers (1987)

found that 32% of those who died by suicide had no prior history of a suicide attempt.

Therefore, providing information about what happened before suicide attempts is not

sufficient for health professionals to understand phenomena that occur after suicidal

behaviors.

There is very little qualitative research on suicide, and few ethnographic studies. The

classic ethnographic research on suicide done in the U.S. was conducted by Reynolds and

Farberow (1976). Dr. Reynolds spent two weeks inside a psychiatric hospital in the role

of a depressed, suicidal patient. Their experiential accounts, along with their

observations of the social settings in which they lived, help health care providers

understand how a suicidal patient views his or her world in an institution. Other

ethnographic studies on suicide include Miller's (1995) exploration of suicidal behaviors

among seven women across four generations in one family, Buelow (1994) described the

impact of a group member's suicide on group interaction, and Pine (1981) reviewed

materials on the tradition, motives and methods of Native American suicide.



However, these data cannot be directly utilized in Taiwan because each culture has its

own ways of understanding and explaining the experience of suicide. Therefore, health

care providers in Taiwan need to understand what suicidal patients’ lives are like after

their suicide attempts, their beliefs about suicide in the current cultural context, and in

what ways suicidal patients constrain their care or health-seeking behaviors because of

cultural values in order to provide better care.

Purpose and Aims of the Study

The purpose of this study was to explore and describe the experience of suicide

attempt and ways of coping from the point of view of patients, their family members, and

health care providers that reflects cultural, structural, and ideological circumstances in

one regional hospital in Taipei, Taiwan. Specifically, this study sought to answer the

following questions:

1. What were the experiences of suicide attempt among patients and their families?

2. What was the nature and subculture of the health services available for patients

and their families in this regional hospital?

3. What were health care expectations of patients and their families?

4. What cultural beliefs of patients and their families influenced their experiences?

5. What strategies did patients and their families use to construct life after a suicide

attempt?

Significance of the Study

Suicide occurs when one ends one’s life by one’s own hands; however, it is strongly

influenced by culture. Although epidemiological data have shown similar or different

suicide scenes among diverse Chinese societies (Ho, Chao, & Yip, 1997; Shiang, Barron,

Xiao, Blinn, & Tam, 1998; Yip, 1996) or between the Chinese and other ethnic groups
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(Desjarlais, Eisenberg, Good, & Kleinman, 1995; La Vecchia, 1994; Li & Baker, 1991;

Weissman et al., 1999), only one study has been done using Chinese suicidal patients’

own voices. The phenomenon of concern, including such cultural values as “mientze”

(saving face) and “hsiao” (filial piety), distinguishes suicidal patients’ experiences in

Taiwan from those of other ethnic groups (Tzeng, 2001). From this perspective, although

the Chinese make up more than one-fifth of the world’s population of 6 billion people

(Internet: Census Bureau, 2000), there remains a major gap in knowledge about how

Chinese culture influences persons with suicide-related behaviors and their treatment *****

-
** º

experiences. º-º-º:
--~■

This study provides a better understanding of the subjective experiences of persons ---*...*
■ - * -

with suicide-related behaviors through discovering and describing the cultural meanings ºº
of suicide and their observed relationships in Taiwan. By collecting data in a regional

-

º
-**

teaching hospital and suicidal patients’ real social environments, the cultural knowledge
!----

- - - - - -

--
on suicide generated by the community should also help health care providers work more - º

** *
sensitively and appropriately with Chinese suicidal patients and their families. Regarding º~"

assº º -

policy, the findings of this study also have the potential to facilitate improvements in the -***

community-based mental health care in Taiwan.

The dissertation is arranged as follows. Chapter two reviews the literature on

explanatory models of illness, types of suicide, and suicide research in Chinese societies.

Chapter three describes the methodology used to collect data from patients, their family

members, friends/colleagues, and health care providers in one regional hospital, the

participants’ homes, and/or work places. Chapter four presents a case to illustrate what

life was like after a suicide attempt because this case typifies many themes in the

patients’ experiences. It also illustrates daily life in the hospital. Chapter five interprets
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the meaning of fan by using the method of concept analysis to give this ineffable feeling

a voice. Chapter six describes the cultural context that framed the experience of suicide.

Chapter seven delineates what care was provided and how the health care providers used

their understanding to care for patients and their families in this hospital. Chapter eight

highlights how Confucian Ethics and Western medicine shaped post-suicide lives and

explores what strategies patients used to live with the experience of suicide. The final

chapter describes the study’s limitations and implications for nursing and mental health

research, practice, and policy. *** se
º

*
sºsº º

º º

*********
º

sº ergºsººs-º
º

*****
******

---**
!---"
*****

º

**

º
****
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*** es”
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CHAPTER 2: REVIEW OF THE LITERATURE

The purpose of reviewing the literature is to understand the current issues and

empirical research related to Chinese suicide. The literature provides a background for

this study and covers cultural construction of illness experiences and behaviors, different

types of suicide, and suicide research in Chinese societies.

Explanatory Models of Illness

Culture is a shared, learned behavior transmitted from one generation to another,

having both external (beliefs, laws, traditions, customs, morals, and habits) and internal

(norms, rules, standards, ideas, and values) components, which are expressed by a

designated group (Lu, Lim, & Mezzich, 1995). Each culture has, among many

characteristics, its own communication style, eating behaviors, family roles, beliefs and

rituals, and ways of regulating aggressive and sexual drives. Culture helps to construct

how individuals, families, and social groups understand and explain their symptoms and

what they should do about them. When one encounters an illness, one knows how to

behave as a patient, what the illness means, and who makes the decisions about

treatments based on one’s cultural values (Hartog & Hartog, 1983). In Chinese societies,

people usually seek family members’ or friends' advice and access health care that family

members or friends have used, which are somewhat different from those of Western

cultures.

Kleinman's (1980) explanatory models (EMs) are used to understand how people in

different cultures experience, interpret, and express their illness in different ways.

Kleinman (1980) stated that the explanation of illness consists of five dimensions: (1)

etiology; (2) time and mode of onset of symptoms; (3) pathophysiology; (4) course of

sickness; and (5) treatment. Although two patients may be diagnosed with the same
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disease or illness category, their EMs for pathophysiology, the course of sickness, and

treatment expectations may not be the same. These differences may lead these two

patients to use different available services. In this way, these two patients may use

divergent criteria for evaluating treatment outcome. When persons take on the sick role,

their family and friends may attribute different EMs to the same illness and their own

EMs may be merged with different EMs of their family or friends during the illness.

Health care providers’ explanations of illnesses are often different from those of

patients and their families (Kleinman, 1988). Thus, health care providers suggest that

individuals receive interventions based only on their own EMs. In some conditions,

health care providers may help the individual understand these interventions by

explaining part of the providers' EM, but individuals still may misinterpret the providers'

explanations. Or, when the health care providers fail to comprehend part or all of

individuals' EM, individuals may seek health care from other sources or reject providers’

interventions. This failing to understand each individual’s EMs keeps health care

providers from recognizing and responding to individuals’ needs.

Types of Suicide

Suicide is defined as “the result of an act deliberately initiated and performed by a

person in the full knowledge or expectation of its fatal outcomes” (World Health

Organization, 2001, p. 37). The word suicide is derived from the Latin “suicidium,” in

which “suist” means “self,” and “cidide” means o kill” (Farberow, 1975; Shneidman,

1985). In the Middle Ages, people viewed suicide as wrong, evil, against the law, and a

sin. Since the late 1800s and early 1900s, suicide has been viewed as a mental disorder

and placed into the scope of mental health care. Through the psychodynamic perspective

of Sigmund Freud (1856-1939), suicide moved from the realm of a sin or a crime into the
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locus of the unconscious mind. Suicide was seen as a self-destructive tendency

composed of two factors, an aggressive factor - the wish to kill, and a submissive factor -

the wish to be killed (Menninger, 1933).

In 1897, the French sociologist Émile Durkheim first described suicide as a reflection

of specific societal values and proposed three types of suicide: altruistic suicide, anomic

suicide, and egoistic suicide (Durkheim, 1951). Altruistic suicide is defined as occurring

when one wishes to sacrifice one’s life in honor of the community. Anomic suicide

happens when a person fails to adjust to social change. For instance, a tide of suicide

deaths occurred in Taiwan from 1952 to 1954 during the closing era of the civil war,

when many Chinese refugees moved to Taiwan and faced a new living environment, new

customs, and new languages (Rin, 1975). The third type, egoistic suicide, occurs when

the individual feels alienated and disconnected from family, friends, or community.

Farberow (1975) divided suicide into two main types: social or institutional suicide

and individual or personal suicide. Farberow’s social suicide seems to correspond to the

altruistic suicide that Durkheim described, and Durkheim’s egoistic suicide resembles

Farberow’s personal suicide. If the reason for suicide is related to social conditions, this

self-destructive behavior may be demanded or expected by the society. For instance, in

traditional Chinese thinking, a man who killed himself to avoid being captured and to

proclaim his loyalty or duty to a deceased or defeated emperor was respected by the

community.

If the reason for suicide is personal, it may be related to a psychotic condition or

emotional frustration (Farberow, 1975). For instance, a patient with schizophrenia may

comply with an auditory hallucination commanding him or her to commit suicide. In the

dimension of emotional frustration, one may suffer different degrees of pressure from

º **

=
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cultural values and carry out acts of self-inflicted behavior for following reasons: (1) to

escape from the stress of frustration; (2) to eliminate feelings of hopelessness; (3) to end

prolonged physical or psychological suffering; (4) to act out personal disappointment or

anger; (5) to cry out for help or attention; or (6) to be reunited with some deceased loved

one (Tseng & McDermott, 1981). However, whether the causes of suicidal behaviors

come from either personal or social sources, suicide is tied to sociocultural context

because humans live in Societies.

O'Carroll and his coworkers (1996) used two axes to define suicide-related behaviors.

One axis is based on the intent before suicide (e.g., with injuries, without injuries, or with

fatal outcome) and outcomes after suicide (e.g., no injury, nonfatal injury or death), and

the other axis is focused on instrumental behaviors (e.g., suicide threat and accidental

death associated with instrumental suicide-related behaviors) and suicidal acts (consisting

of suicide attempts and completed suicide). Beyond suicide-related behaviors, three

categories in suicide research include (1) completed suicide (the injury is self-inflicted

and the intent of the victim is to kill oneself); (2) suicide attempt (a potential self

injurious action that intending at some level to kill oneself, but with a nonfatal outcome);

and (3) suicidal ideation (any self-reported thought of engaging in suicide-related

behaviors) (O'Carroll et al., 1996). Within these categories, this study focuses on persons

with nonfatal injury suicide.

Suicide Research in Chinese Societies

Suicide-related behaviors have been associated with unmarried status, weak social

support, unemployment, major role losses and conflicts, serious mental illnesses, and

biochemical imbalances. These findings reveal that individuals’ problems are primarily

in biospsychosocial realms. The following sections will integrate previous suicide

9



research in order to understand the issues of suicide in Chinese societies through suicide

rates, risk factors associated with suicide, and mental illness and suicide.

Suicide Rates

According to the World Health Organization (2001), the standardized suicide death

rate was 15.1 per 100,000. In Taiwan, the suicide death rate was 12.45 per 100,000

(Internet: Department of Health, 2002), whereas it was 10.6 per 100,000 in Hong Kong

(Yip, 1996) and 23 per 100,000 in mainland China (Phillips, Li, & Zhang, 2002). These

data show that the Chinese suicide rate varies in different Chinese societies.

The World Health Organization (2001) also reported that the male to female suicide

death ratio was 3.5:1. This aggregate ratio was 2.16:1 in Taiwan (Internet: Department of

Health, 2002), 1.3:1 in Hong Kong (Yip, 1996), and 1.27:1 in Chinese Americans

(Shiang, 1998), whereas it was 1:1.3 in mainland China, making it the only country in

which female completed suicide exceeded male suicide in the world (Shiang et al., 1998).

Suicide was the first or second leading cause of death for both genders in the

population aged 15 to 34 years in the World Health Organization's (2001) report. In

Taiwan, suicide was the third leading cause of death among people 15 to 24 years of age

(Internet: Department of Health, 2002), whereas it was the leading cause of death in the

15 to 34 age group in mainland China (Phillips et al., 2002). Reasons for the increasing

teen suicide rate were associated with drug abuse problems, lack of family support, and

serious psychiatric disorder in Hong Kong (Yip, 1996) and interpersonal problems,

particularly with parents and boyfriends/girlfriends in Taiwan (Chen, Yeh, & Yu, 1993).

Availability of means to commit suicide has a major impact on actual suicides. The

common suicide methods in Taiwan were hanging, followed by poisoning, and jumping

from a high place (Internet: Department of Health, 2002). Similarly, hanging and

10



jumping were common methods in Hong Kong (Yip, 1996), poisoning in rural mainland

China (Phillips et al., 2002), and hanging among Chinese Americans (Ibrahim, 1995).

People in Hong Kong and Taiwan tended to choose jumping as the suicide method

because most people live in high-rise buildings (Yip, 1996), whereas hanging was a way

to convey great anger, resentment, or vengeance toward others in Chinese culture

(Bourne, 1973). All of the above methods were different from the common use of

firearms among Western people (World Health Organization, 2001).

Risk Factors Associated with Suicide

Risk factors for suicide have been explored in depth in recent research. The following

discussion describes risk factors for Chinese suicide through physical/biochemical,

psychological, and sociological/interpersonal dimensions.

Physical/biochemical dimension. Although suicide has been associated with

abnormalities of the serotonergic system, no significant correlation between attempted

suicide and polymorphism of the serotonin transporter gene (5-HTTLRP) was found in

Chinese patients with schizophrenia in Singapore (Chong et al., 2000).

A retrospective study of the association between suicide and medical disorders in

Taiwan found that an increasing suicide risk was seen in patients with malignant

neoplasms, neurological disease, and chronic obstructive pulmonary disease (COPD)

(Hung et al., 2000). In particular, COPD patients had the highest rate of suicidal

behavior and the highest fatality rate, which was not found in a meta-analysis study from

235 research reports published in English-language journals (Harris, 1994).

Psychological dimension. Clark and his coworkers (1987) reported that the presence

of depression alone is not an adequate indicator of suicide risk. Patients with major

depression who have higher hopelessness scores are reported to have a higher tendency to

11



commit suicide in the U.S. (Fawcett et al., 1987; Rifai, George, Stack, Mann, & Reynolds,

1994). However, a study in mainland China shows that there is no relationship between

hopelessness and suicidal behaviors among the Chinese population (Chiles et al., 1989).

Sociological/interpersonal dimension. Lester (1995) found that suicide rates were

positively associated with unemployment rates in Taiwan, which was similar to a report

in Sweden (Johansson & Sundquist, 1997). One possible reason is that poverty may

contribute to marriage and interpersonal problems. In Taiwan, the divorce rate was found

to be associated with the suicide rate (Yang, Lester, & Yang, 1992), which was similar to

results in Sweden, the U.K., and the U.S. (Charlton, 1995; Johansson, Sundquist,

Johansson, Qvist, & Bergman, 1997; Smith, Mercy, & Conn, 1988).

Mental Illness and Suicide

According to the World Health Organization (2001), the most common mental

disorders leading to suicide are depression, schizophrenia, and substance-related

disorders. In Taiwan, a case control study found that suicide victims often have a history

of previous suicide attempts and mental illness, particularly depression and alcoholism

(Cheng, 1995). Another retrospective study revealed that the most common diagnoses

for elder suicide attempters were depressive disorders, followed by delusional disorders

(Yang, Tsai, Chang, & Hwang, 2001). However, Phillips and his coworkers (2002)

suggested that severe stress from acute life events is a more important predictor of

suicidal behavior than the presence of a mental illness in mainland China.

Tsai and his coworkers (2002) further indicated that the first 7 to 12 years subsequent

to the onset of affective disorder, age less than 35 years, having a first-degree family

history of suicide, and more suicide attempts were the risk factors for suicide in patients

with affective disorders in Taiwan. One possible reason is that these patients are more

12



likely to have interpersonal problems with their spouses or partners and maladjustment or

frequently changing jobs (Tsai, Lee, & Chen, 1999). This indicates that the factor

triggering a suicide attempt is not only affective disorder itself, but also the patient’s

disrupted family or problematic occupational circumstances.

In summary, current suicide research provides knowledge to help health care

providers understand suicide rates, risk factors, and their relationship with mental illness

in Chinese societies. However, these retrospective data only provide statistics that

suggest some aspects of what life might have been like before a completed suicide.

These studies do not show the quality of life before and after a suicide attempt that might

lead to in depth understanding, both for research and clinical purposes, and they rarely

include the sociocultural context in which suicide is attempted and patients are treated.

Health care providers should not only to take a comprehensive history of suicide, but

also understand the patient’s real and current life to work with patients and their families.

They also need to examine patients’ explanatory models of suicide and distress in cultural

context. The necessity of exploring phenomena occurring after attempted suicide is not

only important in Chinese societies, but all countries, so as to improve care for suicidal

patients. This study provides qualitative data that suggest directions for clinical work as

well as for future research on the cultural context of suicide.
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CHAPTER 3: METHODOLOGY

“Ethnos,” a Greek term, means “a people, a race or cultural group,” and “graphy”

means “description” (Boyle, 1994; Vidich & Lyman, 1998). The word “ethnography”

literally means “writing about groups of people.” Ethnographic research is a method of

grasping the natives’ points of view; a way of thinking about subjective accounts as

representative patterns of behavior and meaning in a specific culture; and a mode of

writing what ethnographers experience in fieldwork (Bate, 1997; Van Maanen, 1995).

According to Lipson (1994), nurses usually do focused or problem-oriented ethnography,

rather than holistic village or group studies. Because the subjective experiences of

suicide are not well understood in Chinese societies, ethnography was chosen to uncover

regularities and variations of suicide experiences in Taipei, Taiwan.

In this study, the ethnographic method was used to discover cultural meanings of

suicide by exploring the experiences of persons with suicide-related behaviors through

the use of participant observation and formal and informal interviews in one regional

teaching hospital. Persons who had life-threatening behaviors were followed from the

point of their inpatient hospitalization, outpatient psychiatric care, or psychiatric

emergency care through their return to the community. In addition, family members and

health professionals, who were taking care of them, were interviewed in order to better

understand how sociocultural factors influenced subjective experiences of patients or

their family members. Review of documents was also used to collect data in this study.

In this chapter, I describe the research setting, data collection methods and procedures,

data analysis, and rigor in the ethnographic approach.
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Description of the Research Setting

The main setting of this study was one regional teaching hospital located in Ming

Shen Community in Taipei, Taiwan. This hospital has a 500-bed capacity and is

dedicated to caring for military personnel and their families, as well as the general public.

Outpatient, emergency, and inpatient care services are available in this hospital. In

addition, this hospital receives referrals from other military hospitals in offshore areas.

The Department of Psychiatry in this hospital was established in 1995. The

psychiatric team members included 2 psychiatrists, 12 nurses, a social worker, a

psychologist, an occupational therapist, 2 physician assistants, 2 nurse’s aides, and a clerk.

Six of 22 (27%) were male and 16 (73%) were female. They ranged in age from 20 to 50

years, with a mean age of 30 years. The average of their experience in general practice

was 5 years (ranging from 1 to 23 years) and 2 years (ranging from 1 to 11 years) in

mental health care. They provided inpatient psychiatric care, psychiatric emergency care,

outpatient care, and psychiatric consultation. However, because the two attending

psychiatrists could not handle all of the psychiatric treatment for patients in this hospital,

they rotated through 15-day-night shifts and paid four physicians from the Department of

Family Medicine to cover 15-day-night shifts every month. In addition, they only

provided psychiatric emergency care at night for patients who had continued treatment at

their psychiatric outpatient clinics.

Staff members described the usual care for patients who had attempted suicide in this

hospital as follows. According to the Nurse Manager of the emergency room (ER),

patients who attempted suicide by ingesting an overdose of drugs would return home

soon after their consciousness became clear. Some patients denied that they attempted

suicide, and instead stated that they had just taken wrong dose of their medicines.
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However, if patients had severe physical conditions, they would be admitted to the

Division of Nephrology.

According to the Head of the Division of Nephrology, medical physicians used to

allow patients who had ingested an overdose of pills to go home after their physical

conditions were stable. Medical physicians seldom consulted psychiatrists about treating

patients who had made suicide attempts, although they knew these patients usually had

psychological problems and came from problematic families. The Intensive Care Unit

(ICU) Nurse Manager stated that some patients who had attempted suicide were directly

discharged to home from her unit.

It appeared that the psychiatric team members in this hospital seldom got involved in

caring for suicidal patients who did not search for psychiatric care. If I intended to

recruit more patients or to understand how health care providers cared for these patients

and their families, I needed to broaden the areas in which I did participant observation,

including the psychiatric inpatient ward, psychiatric outpatient clinics, the ER, the ICU,

and medical-surgical wards.

In addition to this hospital, I included settings with which patients were familiar, such

as their homes, workplaces, or neighborhood. Prior to visiting patients who had returned

to the community, I made appointments with them and asked them where they would like

to participate in the face-to-face interviews. Most of the patients chose to meet at coffee

shops near their homes or workplaces. Some of the patients were interviewed in their

workplaces. Only one patient was interviewed in her home.

Data Collection Methods and Procedures

After obtaining approval from the Director of this regional teaching hospital, the

Directors of the Departments of Nursing and Psychiatry, and Committee on Human
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Research of UCSF, I went to this regional hospital to observe the clinical and

administrative practices. I lived at one of its family houses, which was only a 5-minute

walk from the hospital, from December 2000 to December 2001. The Director of the

Department of Psychiatry kindly offered me an office to share with another psychiatrist

when I was in the field.

I learned the history, relationships, structure, and language of this hospital, particularly

in the inpatient psychiatric ward and psychiatric emergency room. In my first three

months of fieldwork, I learned how to behave according to the unit norms. For example,

psychiatric team members usually used the same seats during meetings, but I did not

understand this rule when I began to observe their meetings. They politely waited for me

to select a seat. After two months, they started arranging a seat for me before any

meeting. Meanwhile, some health care providers started disclosing to me their distress

related to their work relationships. The most striking experience was when I said to an

ER doctor, “This is your hospital,” he simply corrected me, “Don’t forget that this is also

your hospital.” From then on, I knew that they had already begun to regard me as one of

the workers in this hospital.

After becoming acquainted with the health care providers and developing an

understanding of the characteristics of this hospital, I gradually began to focus on suicide

issues in terms of the research questions in my study. About six months later, my focus

gradually moved to patients who had returned to the community. I still attended morning

meetings, but spent more time following-up on patients in the community. However,

health care providers started confronting me, “Why are you not at the hospital?” “Where

do you go during work time?”
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Once, the ICU Nurse Manager called me because an agitated suicidal patient was

admitted to her unit. However, when I asked her whether this patient had been seen by a

psychiatrist, she said to me, “Not yet. Psychiatrists used to visit patients after patients

had left the ICU. So, I call you because we need your help.” After having “worked”

with them for eight months, I appreciated their help in referring patients to me. Yet, they

regarded me as a staff member in the hospital, which was awkward at times.

On September 17, 2001, a typhoon caused floods and this hospital was soaked in

water. All of the patients with mental illness were either taken back by their families or

transferred to other hospitals. Three weeks later, the hospital reopened the inpatient care

service, but the Department of Psychiatry started to remodel its offices and psychiatric

inpatient wards. Therefore, it was time for me to move out of “my office” and dedicate

my time to following-up on patients who had returned to the community. I will describe

how I obtained data from being with participants in the field through using myself as a

“human instrument:” participant observation, interviewing, and documents (Lipson,

1991).

The Human Instrument

A characteristic of ethnography is the use of the self to gather data in fieldwork, which

Fetterman (1998) called “the human instrument.” The “instrument” consists of the

researcher’s own eyes, ears, and experiences in interacting with the participants.

Observation, interviewing, and documenting are three central techniques among a

spectrum used to collect data in ethnography (Punch, 1998). Lipson (1991) also stated

that good interviewing skills, careful listening, keen observation, and astute interpretation

are requisite tools of an ethnographer. Yet, all of these methods are dependent on

researchers’ own perceptions of a situation at a given time.

s
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The researcher self. As a researcher, I am seen as an outsider within the realm of

suicide attempters. As a Han Chinese, I am an insider in Chinese societies. However,

there seems to be no clear line between insiders and outsiders (Wolf, 1996). In my

studies in Taipei and San Francisco, I found that I was able to easily conduct some

interviews, but not others. I could easily understand some participants’ expressions, but

not others. Similarly, some stories struck me more than others did. Therefore, although

all patients in this study had had traumatic experiences before or while interacting with

me, it was impossible for me to relate to all of the patients’ real life stories. I tried to

remember all the “battles” that I had encountered in my own life since I had decided to

conduct suicide research. In addition, reading novels and literature regarding life, death,

and suicide helped me better imagine what happened in the patients’ lives and broaden

my views and sensibility around the lived experiences of persons with suicide-related

behaviors, not only their suicidal events. I also took advantage of each chance to chat

with my friends, classmates, family members, neighbors, and my children’s classmates’

parents in order to sense the cultural context of suicide experiences in Taiwan.

While conducting the pilot study, I encountered a schoolmate with acute myelogenous

leukemia just after he arrived in San Francisco. I suddenly comprehended that both he

and the patients in my study were standing on parallel lines between life and death, but

heading in different directions. I realized that my research should not only be limited to

either life or death, but also should consider the meaning of life and death among persons

with suicide-related behaviors in Chinese societies. All of these experiences taught me

that I could not limit myself to capturing the participants’ words, but must also explore

the cultural meanings and contexts behind their accounts.
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Field relationships. Because an ethnographer has to spend a period of time with

members of the group, observing what goes on, taking notes, and asking questions based

on these observations and analysis, deciding how to present him or herself is a salient

factor in constructing relationships with people in the field. How an ethnographer

constructs field relationships influences what data he or she can obtain.

An ethnographer needs to alter his or her appearance and habits in order to reduce

sharp differences from the participants; one may adopt a specific role in order to be more

natural and help people in the field be more relaxed and comfortable (Hammersley &

Atkinson, 1995). For instance, Skoll (1992) conducted his ethnographic work from the

vantage point of a counselor in a treatment program for persons with substance abuse.

According to Adler & Adler (1998), ethnographers sometimes have to shift their roles

over the course of fieldwork. Yet, deciding which roles to adopt in a particular setting is

dependent on the purposes of the research and nature of the setting (Hammersley &

Atkinson, 1995). Most important, no matter what role(s) an ethnographer wants to

employ, he or she has to minimize interruptions through negotiating with people in the

setting as he or she plans to conduct research (Germain, 1979).

The executive administrators in this hospital suggested that I wear a white coat with

an employee’s identification badge as a “case manager” to actually conduct much of this

study. The reasons were: (a) they worried about the responses of the patients with mental

illnesses, particularly people with persecuting delusions, if they knew that they were

“being studied,” and (b) no one at this hospital was employed as a case manager, so that

patients and their families who were invited to participate in this study could identify my

research role. Fortunately, no patient appeared to feel bothered or persecuted because of

my fieldwork.
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The title of case manager helped me become involved in the life worlds of people in

the field and created the most of the research opportunities. However, it also seemed to

confuse some patients and their families. For instance, some mistook me for a physician

or a psychologist, and other military patients’ officers thought that I was from the

military inspection division to investigate suicide events that occurred in their troops.

After I described my personal background, they became relieved and would disclose their

feelings to me. Some patients, their families, or colleagues even expected me to resolve

their problems because they thought that I was an expert.

Although I explained that my role was to learn from their experiences, they still kept

asking for information. In most circumstances, I only facilitated communication among

patients, their families, and health care providers, but did not provide direct care.

However, to maintain my relationships with people in the field for several months during

my fieldwork, sometimes I acted as a consultant or as a nurse to help them resolve their

emotional reactions or conflicts with family members, friends, health care providers.

For instance, a patient told me that whenever he planned to quit his job, he

remembered the words of our prior conversation. Once, he returned to the hospital to ask

an Assistant Nurse Manager whether or not he could apply for a Major Illness/Injury

Certificate in order to save on his medical fees. The Assistant Nurse Manager turned her

head to ask for my opinion. I felt embarrassed and hesitantly replied to him, “Because

you have the ability to support yourself, why do you need to apply for a Major

Illness/Injury Certificate?” As a psychiatric nurse, I used to respond others’ questions by

asking them questions. Yet, in order to verify that he had the ability to support himself,

this patient kept his job and said to me in his final interview, “I won’t quit my job before

I find another one.”
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In order to gain more opportunities to meet the health care providers in this hospital

and increase the possibilities that they would inform me about possible participants, I

accepted invitations to give lectures for health care providers. I gave three lectures for

nurses: (a) Ethnography and Me, (b) Culture and Nursing, and (c) How to Write A Case

Report. I also gave a public presentation, “A Circle of Thinking,” through the

Department of Psychiatry, and another public presentation, “Psychiatric Emergency

Nursing,” through the ER. When I spoke, I carefully avoided addressing anything related

to life after a suicide attempt, in order to decrease my influence on their work. The only

exception was that I participated with two psychiatrists on a TV show, “Dialogues with

Physicians,” to discuss how to care for patients after their suicide attempts.

I tried to avoid getting involved in the clinical teaching situation when I was in the

field. However, the Director of the Department of Psychiatry frequently asked me to

provide comments during their conferences. In order not to damage my field

relationships, I carefully responded about a few cases that had happened in my past

clinical practice. In addition, when nursing students asked me questions, I usually

recommended that they ask for their teacher's guidance. However, a highly educated

person in Taiwan who is frequently reluctant to share his or her knowledge tends to be

seen as an arrogant person who only makes use of others’ experiences or advantages.

Therefore, it was very difficult for me to tell them why I did not actively give them

information.

As a researcher, I had more freedom than nurses in this hospital did or than I did in my

former practice because I did not have to abide by nursing regulations. However, my

actions might have increased health care providers’ workload or brought them

displeasure. For instance, one female patient had taken her three-year-daughter with her
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to attempt suicide. While she was rescued, she had killed her daughter. Therefore, she

was not only hospitalized in the inpatient psychiatric ward but also booked for homicide.

One day, she asked me to copy her indictment papers, which she refused to give to her

family. After discussing the issue with her social worker, we decided to use a hospital’s

copy machine to make two copies of her indictment papers. One copy was for her, and

the other was for her older brother.

However, this patient insisted on paying me copy fees when I returned her documents.

I felt very uncomfortable while she was putting NT$200 into my pocket in the corridor of

the ward, so that I deposited her money into her account at the nursing station. After she

discovered that NT$200 was still in her account, she asked the nurses to return the money

to me. Because I did not want to bother the health care providers, I finally told her that I

used a hospital’s copy machine to make the copies of her documents. If she wanted to

pay the fees, she could pay the fee to the nursing station. After the Assistant Nurse

Manager withdrew NT$50 from her account, nurses in the psychiatric inpatient ward

stopped their complaints about my actions.

Afterwards, this patient asked me again to help her mail two letters, which she would

finish writing the next day. One letter was to her lawyer, and the other was to her friend.

I did not know how to reject her request in order to avoid conflicts between her health

care providers and me, so that I told her that I would not be at the hospital the following

day. I thought that she would not need me to mail her letters after I heard her thank the

Director later. After reviewing the patients’ medical records in the conference room, I

planned to end my daily fieldwork. As I was leaving the ward, I found that she had been

waiting for me at the entrance of the ward for a while. She said that she wanted me to

help mail her letters.
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Although the Director had told her that she would ask the social worker to mail her

letters, the patient thought that the social worker stood with her older brother and would

never help her. I could sense her fear during her family interviews with the social worker.

I took her letters back to the office, but all of the staff members had already gone home.

Standing in front of postboxes, I was suddenly unsure which postbox, “LOCAL” or

“OUTGOING,” to drop her letters into because this was the first time I helped a patient

mail her letters, even though Taiwan had established the Mental Health Act to ensure

psychiatric patients’ correspondence privileges over ten years.

In conclusion, my past clinical, administrative, and teaching experiences taught me

how to build relationships with patients, families, and health care providers, but they also

guided me in how to behave as a researcher to learn participants’ suicide experiences

through participant observation, interviews, and review of documents.

Participant Observation

Observation is the key research strategy in ethnography, commonly supplemented by

interviews and other data sources (documents, photos, and so forth), which ethnographers

use to study the natural context of occurrences regularly and repeatedly, with a curiosity

incited by theoretical questions about human action, interaction, and society (Adler &

Adler, 1998). The goal of participant observation is to search for larger trends, patterns,

and styles of behaviors that appear meaningful to participants through participating as an

“insider” in the activities of groups and, at the same time, standing back as an “outsider”

to think about events that happen (Agar, 1996). However, participant observation may

make participants nervous, because it alters the natural flow of the interactions in the

setting. Thus, ethnographers also have to allow people in the field to watch their

behaviors for awhile (Agar, 1997).
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In this study, participant observation took place in a variety of settings, including the

hospital and participants’ homes and/or work places. First, I positioned myself in the

general areas to see what events unfolded in the hospital. For instance, I met patients,

their families, and health care providers by participating in their medical and nursing

rounds, individual and family therapeutic interviews, group and family therapies,

psychiatric liaison consultations, outpatient clinics, visiting hours, morning meetings,

department meetings, and continuing education programs. In addition to scheduled

activities, psychiatrists, ER doctors and nurses, and psychiatric nurses called me when

they saw a suicidal patient coming to seek their care, even at midnight. Overall, most

observation occurred in the inpatient psychiatric ward and the ER.

Additional locations of data gathering included medical-surgical wards, the ICU,

outpatient clinics, and the offices of other hospital department members. I observed and

recorded what actions occurred among persons with suicide-related behaviors in the

inpatient psychiatric ward, medical-surgical wards, or psychiatric emergency, which

family members visited or came with them, and how they interacted with their families,

other patients, and health care providers. Then, I decided how to situate myself in close

proximity to observe their interactions and/or informally conversed with them.

Before patients left the hospital, I made appointments with them in order to contact

them at the outpatient clinics or visit with them in their homes, workplaces, or

neighborhoods. According to the research findings of Nordstroem et al. (1995),

reattempted suicides occur during the first year after a suicide attempt. Hence, I planned

to visit patients during the first and sixth months after their suicide attempts. The goal of

the visits was to understand how patients lived day by day after returning to the

community.
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However, it was difficult to contact patients after they left the hospital. Some moved

to other places and others were busy with their work or finding a job. Therefore, I

usually visited patients when they were available to talk with me. A comment by a

colleague of one of the patients made me rethink how to apply the ethnographic approach.

After listening to my intentions in this study, this colleague stated, “It seems to me that

you tie a chain on a wild animal’s leg, and then go to observe its condition.” Although I

disagreed with his view and countered by describing my research process to him, he

further argued that, “You only can understand a part of [my colleague's] life by his verbal

statement. Most important, you have to experience his real life. For instance, he likes

street dance. If you do not go out with him, it is very difficult to understand what his life

is and why he comes here. Only seeing his workplace is not sufficient because he has

other life styles.”

Although his words inspired me to broaden my observations, another problem arose

from my personal life. Before I initiated this research proposal, I discussed data

collection procedures with some health care providers at this hospital. However, I forgot

to consult a key informant, my husband. After he reviewed my proposal, he felt that it

was not safe for me to visit patients alone, to say nothing of meeting them in their homes.

In addition, he did not want me to leave my phone number with the participants. He felt

angry because he thought that it was not wise not to leave a note for him or a health care

provider before I went out to visit a patient. After extensive negotiation, he finally

agreed to allow me to leave one of his cell phone numbers with my participants.

I had played down potential danger until a male patient asked me, “Do you think it is

dangerous to visit a psychiatric patient alone?” “Do you not fear that I will be violent?”

In his final interview, he told me that he had observed me while he was hospitalized at a
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surgical ward in this hospital. He sat in lobby, which was in front of the inpatient

psychiatric ward, and watched how I interacted with patients, their family members, and

health care providers. He concluded that I used different manners with patients than with

“my colleagues,” health care providers in the Department of Psychiatry. According to his

observations, I was able to joke with “my colleagues,” but not with patients. Instead, I

was reserved while interacting with patients.

As a researcher, I was supposed to observe participants, but was observed by

participants in the field. Even though I had perceived that people in the field were

curious about how I conducted my research, I did not anticipate that a patient would

observe and analyze my outward behaviors in this way. During this portion of the

interview, I sensed that my voice was trembling and tried to change the topic of my

manners, but on the other hand, I was eager to know what my image was in others’ minds.

Interviews

Interviewing is an important data-gathering technique because interviews help

ethnographers explain what they see and experience (Fetterman, 1998). Although

informal interviews are only one aspect of participant observation, they are unique in

ethnography because they elicit verbal data that enables the researcher to understand

cultures and subcultures through casual conversation (Hutchinson & Wilson, 1994;

Spradley, 1979). In addition, what people say in interviews may be different from what

ethnographers see during observations. Thus, combining interviews with participant

observation allows the data from each method to illuminate the other (Hammersley &

Atkinson, 1995).

In this study, I conducted sequential face-to-face, formal and/or informal interviews to

learn about participants’ subjective experiences from their hospitalization to their return
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to the community. Yet, the process of sequential interviews was varied based on

participants’ willingness to share their life stories with me. Thus, there was not a fixed

schedule or set of questions for each interview, although they occurred from 5 months to

8 months after the initial interview. In addition, interviewing occurred in both this

hospital and community.

Most of the initial interviews occurred in the hospital and were informal. I asked

patients or their family members to give me brief synopses of their life stories. These

interviews were intended to build rapport with participants and to understand their current

lives as well as educational, vocational, and family backgrounds. In subsequent

interviews, I encouraged participants to talk about their past and current lives while

hospitalized or their return to the community. The goals of subsequent interviews were

to learn what cultural beliefs influenced participants’ experiences and what strategies

they used to reconstruct their lives after their suicide attempts. In the final interview, I

asked them to share their lives after their return to the community, evaluate their health

care experiences, and discuss their views of the future, especially in relation to their

families, health care providers, peers, and communities.

Formal interviews were held in a quiet and private location, such as in an interviewing

room at the hospital, or in a location where we were not disturbed, such as in a coffee

shop. I conducted interviews in Mandarin and audiotape-recorded them if the participant

agreed. The structure of the early interviews came from existing literature, pilot study

experience, observations, and consultation with experts in the mental health field. Topics

included subjective experiences, cultural beliefs, coping strategies of patients and their

caregivers. As the study proceeded, I used more topical guidance generated from

participant observation and interviews in order to answer my research questions and look
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for areas of similarity and difference in participants’ stories. In sum, I conducted 154

scheduled interviews (93 with patients, 41 with family members, and 19 with friends or

colleagues) and 94 of 154 interviews were tape-recorded. If interviews could not be

conducted during visits due to privacy issues or a patient had moved from Taipei, a phone

interview was conducted. Twenty one phone interviews were conducted.

Previous studies indicated that the first year after a suicide attempt is a crisis stage for

suicidal patients (Nordstroem et al., 1995). In crisis situations, an individual may suffer

cognitive and emotional disequilibrium and have somatic or psychological symptoms,

lasting from four to six weeks (Caplan, 1961). While conducting my pilot study, some

participants cried or became agitated during interviews that were conducted within eight

weeks of their suicide attempts. Thus, interviewing is not only to gather information

related to participants’ subjective experiences, but also to assess if patients still present

with suicidal ideation and/or behaviors (Shea, 1999).

How to elicit the information and not harm suicidal patients was an important issue

that challenged me during the research process. In describing interviewing about a

painful experience, Cowles (1988) suggested that a 90 minute interview is extended an

additional 20 minutes for participants to describe their experiences around the sudden

violent death of a loved one. They frequently cried and this extra time was needed to

allow them to express their emotions. From this perspective, the purpose of the

interviews was not only to gather information from participants, but in some

circumstances, interviews could be therapeutic as well (Hutchinson & Wilson, 1994), or

at least, not detrimental.

In this study, I used an information consent form to let interviewees know before the

interviews that I had an obligation to report to their psychiatrists if they indicated a
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tendency to attempt suicide in order to protect them from self-harming behavior. In

addition, I was empathic and took all participants very seriously to sense their emotional

responses and tried to understand their experiences. I also carefully dealt with their

feelings about sensitive topics before forging ahead with another topic in the interview.

In a final interview, a female patient told me that she felt comfortable after she

disclosed her suffering to me. Because I tape-recorded her stories in her first interview,

she thought that the audiotape-record might help her when she had no one to talk with.

Hence, she used an audiotape to record her words and then listened to her pain whenever

she felt depressed. She felt relieved after she listened to her own suffering, even though

sometimes she felt that she was a fool when she discovered that she tried to get into a

blind alley.

In Taiwan, families usually stay in the medical-Surgical units with patients, but are

only allowed to visit patients with mental illness during visiting hours in most inpatient

psychiatric wards. Yet, most families accompanied patients to hospitals and helped

psychiatrists and nurses understand the patients’ condition. Most families visited patients

frequently when patients were hospitalized. To obtain reimbursement from the Bureau of

National Health Insurance, the social worker held family interviews soon after patients

were hospitalized in the psychiatric ward. Therefore, I had many ways to approach

family members for interviews to understand their experiences.

Because I participated in their clinical as well as administrative practices, and lived at

one of the family houses of this hospital, I had the opportunity to informally interact with

health care providers who worked there. My neighbor was one of the psychiatrists in the

Department of Psychiatry in this hospital. In addition, one of my schoolmates, who

became the Assistant Nurse Manager of the inpatient psychiatric ward four months after I
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arrived there, was a key informant in this study. We discussed some of my data and her

contributions helped me understand what health care providers thought or perceived

while they were caring for patients and their families.

According to Morgan (1988), group interviews are useful when the researcher is new

to an area or the study population has not been extensively studied in the past. Informal

group interviews were used in this study for three purposes: (a) to elicit participants’

questions about my study of the beginning of the research in order to reduce their

discomfort about this study, (b) to discover patients’ perspectives during group

interactions, and (c) to understand health care providers' knowledge, attitudes, or caring

skills toward persons with suicide-related behaviors. All group interviews were held in

morning meetings, department meetings, medical and nursing rounds as well as post

conferences of any interview or therapy, and were led by the nurse manager, psychiatrists,

or therapists. Sometimes I intentionally raised questions related to my research interests

to the health care providers, including nursing students during their group discussions, to

obtain needed information.

Documents

Quite a variety of documentary materials exist, ranging from “informal” sources such

as diaries, letters, newspapers, and fieldnotes; “formal” ones such as medical records,

incident reports, and work rosters; and “official” data such as health and vital statistics.

These sources help researchers trace information on settings that are not easily obtained

by first-hand observation, but which are an integral part of everyday life in the field

(Hammersley & Atkinson, 1995). In addition, because participants may not address their

feelings through face-to-face interviews or other data collection methods, diaries are

useful in eliciting information about personal and private matters (Hammersley &
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Atkinson, 1995). Furthermore, diaries can be used to pick up the details of day-to-day

social interaction and understood with new social or symbolic meanings. Some patients

agreed to share their diaries or letters with me.

If participants did not feel threatened, I used audiotape recording or continuous note

taking while I was an observer-as-participant in the field. Fieldnotes were written

immediately after the interview or observation when my memory was still sharp. In

addition, I was aware of when and how to take fieldnotes in order not to threaten

participants and others. For instance, one patient’s parents had different opinions on

being audiotape-recorded. After the patient’s mother stated that she would feel

uncomfortable if her speech was audiotape-recorded, I wrote my notes while the social

worker was interviewing this couple. While watching my note-taking, her husband said

to me that it did not matter if the interview was tape-recorded. Then he turned to his wife

and said, “Don’t make her (the researcher) work hard. It’s fine to be tape-recorded.”

Although his wife was forced to accept a tape-recorded interview, I felt sorry for her.

When I attended this patient’s family therapy later, I decided not to bring my tape

recorder or notebook into the interviewing room.

Sometimes I did not have sufficient time to take fieldnotes after participating in an

interview session because an interesting scene attracted my attention. Therefore, I took

notes routinely at the end of each day or tape-recorded my thoughts after a session of

participant observation. In conclusion, participant observation in this study was flexible

and interviewing allowed participants a chance to express their own views in the most

comfortable manner. A review of documents helped me reflect on events, conversations,

and observations that occurred in the field.
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In addition to medical records, incident reports, diaries, letters, newspapers, and

indictment papers, my part-time research assistant’s notes enriched my fieldwork. She

has her B.S. degree in Medical Technology in Taiwan, but is also interested in mental

health. She helped me transcribe almost every interview tape since my pilot study. After

transcribing a tape verbatim or typing my fieldnotes, she always shared her views with

me. In addition, she talked with me about some stories she encountered when she chatted

with someone in the Internet. She agreed to write some of her experiences, which also

became part of my data. Her viewpoints always acted as a mirror to show how I

performed in the field and what blind spots existed in Taiwan's mental health system. An

example of her input as follows:

Do [I] focus on recognizing “role” too much? Sometimes [I] feel that psychiatric
treatment is very subjective. If there is no DSM-IV, no JOMAC, the judgment of
patients’ symptoms will come from other people's subjective labels.

If there is no interchange of views, no experience of one’s talking from one’s
inner heart, all observations will be, in fact, very superficial. However, after
having mixed them together, one also fears to lose one’s objective positions.
Therefore, it is difficult for doctors and researchers to play their roles.

A fortuneteller, even though never knowing his or her client, is able to address the
client’s story. Is the participant’s feeling of trust the key point [in the
relationship]?

Description of Participants

In ethnographic research, the reality that the ethnographer has observed and recorded

is part of the data (Denzin, 1989). This means that data are collected in the contexts in

which a researcher interacts with participants. However, because there are many persons

in the field, the questions of who should be interviewed and how many participants

should be interviewed emerge. Johnson (1990) suggested choosing interviewees based

on the researcher’s own theoretically and experientially informed judgments.

º

Cº
º

º

33



After becoming acquainted with people in this hospital, I invited patients with suicide

related behaviors, their family members, and health care providers to participate in my

study based on their ability to describe their subjective experiences through formal or

informal interviews. I used a combination of convenience and purposive sampling

techniques to choose participants who seemed especially knowledgeable and also were

willing to reveal their life stories to help me understand and interpret the cultural

meanings within the current sociocultural context in Taiwan (DeSantis, 1990;

Hammersley & Atkinson, 1995).

The Characteristics of Patients

I selected persons who represented the variability and range of lived experiences of

persons with suicide-related behaviors. Inclusion criteria for patients were (a) older than

18 years, who came to this hospital for help, (b) able to communicate verbally, and (c)

willingness to participate in this study. Excluded were persons with acute psychotic

states who were unable to describe their life stories, or those with substance abuse or

personality disorder. When some patients were discharged from the Emergency Room or

the Department of Medicine without a psychiatric consultation, I accompanied them to

the psychiatric clinic if they agreed in order to confirm their diagnoses, and at the same

time, to learn how psychiatrists cared for these individuals.

After approaching 67 patients who were sent to this hospital because of their suicide

attempts, 34 of them consented to scheduled interviews. The main reasons that 33

patients could not participate were: (1) they were not capable of verbalizing their stories;

and (2) I had another appointment with another participant at the same time. Yet, I still

recorded what I had observed of their words and actions during the interaction. Twenty

of 34 patients (58%) completed subsequent interviews after they returned to the
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community within 5 to 8 months. Eight patients could not be reached and six patients

declined to talk about their experiences after they left the hospital. For a total of 67

patients, 46 (69%) were male and 21 (31%) were female. They ranged in age from 18 to

64 years, with a mean age of 29 years.

Of the 34 who participated in interviews, 21 (62%) were male and 13 (38%) were

female. They ranged in age from 19 to 64 years, with a mean age of 26 years; and in

education from six to 18 years, with a mean of 13 years. Regarding marital status, four

lived with their spouses or partners, two were divorced, and the others were single. *

Before a suicide attempt, 28 (82%) were employed, including 19 (56%) who served in the º
military. However, only eight of 19 military patients went back to the army. Eighteen º
patients (52%) were diagnosed with affective disorders, six (18%) with adjustment º
disorder, five (15%) with schizophrenia, one (3%) with anxiety disorder, and four t

patients (12%) only had medical diagnoses, such as aspiration pneumonia and drug -
overdose. º

Of the 34 patients, 22 (65%) had a history of suicide and 13 (38%) reported that they º
had at least one family member who had suicide-related behaviors. With respect to their º :
suicide methods, 16 (47%) ingested an overdose of pills or chemicals, 10 (29%) cut their

wrists, four (12%) jumped or attempted to jump from a high building, two (6%) were

rescued after drowning in the river, and two (6%) put themselves in front of moving cars.

Twenty seven patients received inpatient care in this hospital, 21 (62%) in the

Department of Psychiatry and six (18%) in the Department of Medicine. Six patients

were recruited from the ER and four patients only received psychiatric outpatient care.
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The Characteristics of Family and Colleagues

Family and colleagues inclusion criteria were (a) older than 18 years old, (b) able to

communicate verbally, (c) willingness to participate in this study, and (d) able to care for

suicidal patients after their return to the community. Thirty six family members (19

parents, seven siblings, two aunts, three daughters, and five partners) and 13 military

colleagues (three company leaders, two guidance officers, two group leaders, three

counsel officers, one military surgeon, and two soldiers) consented to individual or group

interviews. Of these 49 participants, 27 (55%) were male and 22 (45%) were female.

They ranged in age from 22 to 74 years, with a mean age of was 39 years; and in

education from 6 to 22 years, with a mean of 12 years. Five of this group had themselves

attempted suicide by cutting their wrists, ingesting an overdose of pills, and hanging.

Data Analysis

Ethnographers begin data analysis with data collection and continue throughout the

research process. Ethnographic analysis is a process of making sense of the “field” that

searches for the parts of a culture, the relationships among the parts, and their

relationships to the whole in order to help ethnographers describe what people believe

and how they behave in everyday life and/or develop future theory (Burawoy, 1991;

Spradley, 1979). Some research questions that ethnographers do not anticipate at the

beginning of the study come up and lead them to refine their research questions or

develop hypotheses to do other kinds of data collection and analysis (Spradley, 1979).

For example, psychiatric team members in this hospital discussed how to provide care

for psychiatric inpatients during morning meeting. Once, one male patient who had

attempted to jump from a high building three times was admitted to the inpatient

psychiatric ward. In the beginning, his psychiatrist convinced that this patient had a high
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tendency to commit suicide because he was a young man and also attempted suicide by

jumping. Yet, one week later, his psychiatrist suggested that this patient was not at risk

to commit suicide. Seeing that this psychiatrist had different attitudes toward this patient

in different stages, I generated a new research question, “What caused health care

providers to change their judgment,” to further explore health care providers’ perceptions

of suicide.

For the first-level coding, I began identifying patterns of thoughts and behaviors

through carefully reading the data (Fetterman, 1998). Similar settings, activities, events,

relationships and social structures, general perspectives, specific perspectives related to

the research questions, strategies, consequences, meanings, and repeated phases were

grouped together as codes labeled with terms (Roper & Shapira, 2000). For example, a

label, “I don’t want to...” represented patients’ wishes after they returned to the

** * *community. This included “not telling the reasons of suicide to others,” “not being asked

* * * *about my suicide attempts,” “not being escorted,” and “not being excluded by peers.”

The next step was to associate similar terms into a higher-order domain through a

process of constant comparison (Hammersley & Atkinson, 1995; Roper & Shapira, 2000;

Spradley, 1979). For instance, I organized a box diagram to understand what health care

patients and their families had experienced from different health care systems (see Table).

Or, I mapped a set of lines and nodes in order to clarify what caused patients to hide

themselves in corners and what interventions helped patients’ behaviors change (see

Figure).

Domains that were related to cultural meanings were then screened for further analysis.

Key events were used to provide a lens to clearly present each domain (Fetterman, 1998).

For instance, for understanding what the stigma of suicide meant to patients and their
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families, I intended to quote every family member's account while he or she was crying

when talking about patients’ suicide attempts. These events not only displayed family

members’ suicide experiences, but also represented the pain that had been deeply set in

their inner worlds.

Successively, a back-and-forth process was conducted to establish different categories:

searching for contrasts among these domains, grouping some together as dimensions, and

combining related dimensions as categories (Fetterman, 1998; Roper & Shapira, 2000;

Spradley, 1979). For example, patients, their families, and friends used different ways to

cover up the stigma of suicide. I carefully examined how participants explained their

suicide experiences, how they searched for available health services based on their

explanations, and what different strategies were used to construct their new lives among

patients, their families, and friends.

Next, I reread my proposal, reviewed the data and fieldnotes, talked with a group of

doctoral students who also conducted qualitative research, and worked with my graduate

advisor and my committee members in order to obtain cultural scenes of persons with

suicide-related behaviors. Throughout the process, I constructed a summary overview

and flowcharts for my preparatory writing. Several health care providers were then

invited to affirm the preliminary findings.

Rigor in the Ethnographic Approach

Validity helps the researcher claim that his or her text is from reliable evidence

(Lincoln & Denzin, 1998). From a postmodern perspective, there are multiple ways of

knowing and multiple truths. Kvale (1995) stated that, “knowledge is not a matter of

interaction with a nonhuman reality, but of communication between persons” (p.24). In

particular, relationality is the primary characteristic of qualitative research (Lincoln,
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1995). According to Kahn (1993), a text's authority is constructed around the

researcher’s three key relationships: with participants, the data, and the reader. I would

like to argue for another conceptualization of three relationships for the researcher: with

participants, the readers, and the self.

Ethnographers have to understand the research process, the changing relationship

between the researcher and participants, the researcher and the readers, and the researcher

and the self, and how these combine to influence the research findings. In addition to the

use of such triangulation of methods - observation, interviews, and review of documents -

I want to add two other dimensions - reflexivity and ethical considerations - in order to

illustrate how I, the researcher, use self-dialogue to examine the relationship among

participants, the readers, and the self in the research process.

Reflexivity

Reflexivity is utilizing self-awareness to examine the relationship between the

researcher and the researched (Lamb & Huttlinger, 1989). In ethnographic work,

researchers have to rely on their own perceptions to understand the setting. Yet, the

interaction between the researcher and the participant becomes part of the data because

the researcher is also one of the participants of the setting, context, and perhaps also the

culture that he or she is trying to understand and represent (Altheide & Johnson, 1994).

Similarly, the interaction between the research and the reader may also become part of

the report. Therefore, researchers must transcend the research process, observe

themselves, and understand the dynamics among participants, readers, and the self

reflexively.

First, I acknowledge that I may have gotten too close to the data at times during this

study. I employed some strategies to “distance” myself in order to handle uncertain and
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ambiguous situations or my emotional responses when I was faced with ideas or

behaviors contrary to my own values in the field. I wrote “situated” memos to

understand the relationships between others (participants and readers) and the self and

how my tacit knowledge possibly contributes to my interpretations of a situation before,

during, and after encounters in the field. This method also helped me to clarify the

relationships between what I know and how I know it, and what I observed and heard.

For instance, more than half the suicidal patients in this hospital were from the

military. Among these military patients, some had made suicide attempts before their

military service and others had not. In addition, most of them are male. No matter

whether their suicide attempts were related to their military service or not, they shared

many experiences about the military. Most of them tried to control their whirling

emotions and not shed tears or express their anger, although they did raise their voices,

choke down sobs, or grasp their hands during interviews.

I tried not to involve my own values in their stories when they talked about the

military, even though I, as a major in the military (none knew my military background

except the health care providers in this hospital), had had similar experiences in the past,

enduring sergeants' irrational requests while I was receiving doctrinal education eighteen

years ago. I usually asked myself during those interviews, “If I were a consultant in a

military unit, would I have the ability to help those suicidal soldiers go through this

process?” “How could I help them face their environment?” “Is it only an adjustment

problem or a structural or dynamic problem in the military system?”

In addition to situated memos, writing fieldnotes was a way to develop and maintain

self-awareness in this study. Supportive outsider(s), like my part-time research assistant,

also helped me see my blind spots in order to reduce unnecessary emotional involvement
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in participants’ lives as well as my own life. I shared my fieldnotes and communicated

my difficulties with my graduate advisor and dissertation committee members by e-mail

while I was in the field. In addition, two of my former research team members, Associate

Professor Hsien-Hsien Chiang and Lecturer Jeng-Yi Yang, supported me in recognizing

my biases in the field.

Ethical Considerations

Ethical issues in ethnography occur not only in fieldwork, but also in the writing and

reporting phases due to the fact that all of the research processes are based on human

interaction. Ethical issues in fieldwork include informed consent, deception, risk versus

benefits, trust and betrayal, and intervention; whereas issues in writing and reporting

phases consist of privacy, confidentiality, and anonymity (Cowles, 1988; Lipson, 1994;

Lipson, 1997; Punch, 1998).

With regard to deception, although obtaining informed consent is a very important

step, it may not be possible in some situations. Ethical issues were seriously considered

in the medical center in which I have been affiliated, but there is no Institutional Review gas º %º
Board in the hospital where I collected data for this study. The executive administrators sº | º,

in this hospital did not want me to reveal my researcher role to patients and families who

were not invited to participate in this study so it would not “bother” them. Thus, they º
*-

suggested that I used the title of “case manager” while I was collecting data. Yet, they |
Nº.

still wanted me to provide a thorough explanation about what I was doing there and why sº

in order to avoid harm to potential participants in this study. This is an example of º
cultural factors and the issue of openness about the researcher role. 9 || "

Being asked to read and sign consent form would have been unacceptable to patients, º,
their families, or colleagues, and perhaps culturally inappropriate. However, an ~
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information form describing the study, risks of participating and how they would be

handled was acceptable. According to Lipson & Meleis (1989), it is important to probe

interviewees’ understanding of the purpose of the study and the voluntary nature of

participation. Thus, I let all participants know that my work was to learn about suicide in

order to help hospital staff provide better care for persons with suicide-related behaviors

and their families.

I explained to participants that, “I am a case manager in this hospital and also a

doctoral student at the University of California, San Francisco in the U.S.A.. I am

conducting a study to learn about daily life experiences and ways of coping after suicide

related behaviors. The purpose of this study is to learn how to provide better care for

patients and their families. I will stay in contact with patients who have thought about or

intended to harm themselves from the time of their leaving the hospital to their return to

the community over six months.”

I checked with participants about what information could be recorded during

interviews by saying that, “You have the right to stop the interview, refuse to answer my

questions, or ask me to turn off the tape recorder if you do not want to talk about them.”

Most female participants would like to share their stories but refused to tape-record their

interviews. Even though I had informed them how I managed these interview tapes in

my study, they still worried that their voices would be revealed in public because

journalists used to display some others’ voices in TV or radio news without alteration. In

addition, while talking about privacy issues, interpersonal affairs, or legal problems,

participants would ask to turn off the tape recorder. Yet, every participant had different

reactions toward tape-recorded interviews
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On the other hand, because ethnographic research was conducted over a long period of

time and the setting is not static, it was difficult for me to inform participants, particularly

health care providers, about the research at all times. For instance, in some situations, it

was disruptive or damaging for me to make an announcement about conducting research

before gathering data. In other situations, health care providers thought that I used the

excuse of conducting a study to refuse to help them resolve their problems. Therefore, I

had to be constantly aware of whether my researcher’s stance could harm participants or

made them feel unhappy (Lipson, 1994).

Discussing suicide is not only seen as a taboo, but also a sensitive action that may

result in risks in Chinese societies. It was clear that the patients who had life-threatening

behaviors from the point of their inpatient hospitalization to their return to the community

were still at high risk for suicide (Nordstroem et al., 1995). Therefore, I collaborated

with physicians to screen patients before undertaking formal research interviews. I also

had informed patients beforehand that if they had any strong emotional reactions during

interviews, I informed their psychiatrists or shift nurses as needed. Whether or not to

continue the interview also depended on patients and on the judgment of the psychiatric

team after assessing their situation. After patients had returned to the community, I also

informed their caregivers when I thought that their suicide risk had increased.

Another issue is how to protect participants from harm during the research process.

One of the participants was an editor in a publishing company. She was more sensitive to

the issue of confidentiality than others due to her occupation. When I explained the

principles of confidentiality in my research to her, saying no one would know who

provided the data, she expanded the concept to say that the principles of confidentiality

should include information about school, home, and place. Her statements helped me to

43



understand further what confidentiality was and the purpose it served. That is,

confidentiality is not only meant to prevent her name from being revealed to others, but

also to prevent others from guessing her identity.

Although I do not state a participant’s name, which school he or she graduated from,

where he or she lives, what type of work he or she does, what day he or she seeks for

health services, and other clues may allow others to know who he or she is. Because of

this risk, Punch (1998) stated that researchers should not let participants suffer harm or

embarrassment as a consequence of research. Lipson (1997) also suggested that

researchers delay publication, omit or change details, create new identities or geographic

settings, and seek the approval of participants before publication in order to resolve issues

of privacy and confidentiality when writing for publication.

After gaining different viewpoints from patients and their significant others,

colleagues as well as health care providers, I perceived that they often had different, even

opposite, perspectives toward patients’ lives after they attempted suicide. Thus, any of

my actions could affect any party because I had a position in which I could examine

every party’s strengths and weakness. For example, this scenario happened while a male

military school student was going to drop out after his suicide attempt. His officers did

not appreciate his health problem, but only urged his mother to apply for his withdrawal

from school. However, because his guidance officer did not show up in a family

interview, his psychiatrist refused to issue a certificate to help him withdraw from school.

Without a certificate of his health problem, he would be regarded as a person who had in

trouble with the law and the police would investigate him once a month after he left the

military school.
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After a group interview with this patient, his mother, and a group leader, his mother

asked me if I had red ink paste for seals because she was going to hand in a document to

apply for her son’s withdrawal from school. I looked at this document and curiously

asked her, “Why did you not fill out the reason of withdrawing from school?” She told

me that her son's company leader requested that she leave this blank. I could not help

sharing my worry with her, “The company commander can easily kick your son out of

school by saying that his behaviors had violated a school regulation because you have

already signed your name.” Hence, she kept this document until the company

commander went to the hospital to visit with her son’s psychiatrist for a certificate.

Because there was no Institutional Review Board in this hospital, it really challenged

my sensitivity to ethical issues in this study. I always thoroughly considered participants’

positions before, during, and after the fieldwork in order not to harm them because of this

study. Therefore, I frequently asked myself, “If I or my family were the participant, what

would my expectations be in a certain situation or being presented in a research report?”

This practical method of self-reflection brought me closer to participants’ subjective

perspectives and avoided unnecessary harm to them because of this research.
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CHAPTER 4: I WANT MYSELF BACK: LAI-FU'S STORY

This chapter presents a case, Lai-Fu Chen', who illustrates the predominant

perspectives from which patients and their families in this study interpreted their lives

after suicide attempts, and a typical process by which I approached patients and their

families in the field. This case report is based on the thick interpretive description with

his and his mother’s accounts. How fan (jä) influenced his life after his suicide attempts

will be articulated in the next chapter. In addition, cultural contexts that emerged in this

case will be highlighted following this story.

Lai-Fu Chen, a twenty-year-old male, graduated from a vocational high school and

entered the military in December 2000. Taiwan’s military service law requires every

man to serve in the military for one year and ten months after the age of twenty. Before

going into the military, Lai-Fu had been a part time employee at a convenience store for

one year. After one month of enlistment exercises at Jin-liu-jié, he was assigned to an

armored division at Yilan. According to Lai-Fu and his mother, he did not experience

any psychological discomfort until he joined his company, an armored division.

He was sent to Hospital A for repeatedly attempted suicide by ingesting an overdose

of pills. After a month of acute psychiatric inpatient care, he was transferred to Hospital

B for ideation of jumping from a high building. Before he had been hospitalized, he had

been to Hospitals C and D for seeking psychiatric emergency care because of his suicide

attempts. I approached Lai-Fu during the initial psychiatric interview in Hospital B,

which was conducted by a new nurse and her Assistant Nurse Manager.

After obtaining Lai-Fu's consent, I conducted three sequential interviews with him,

recorded on audiotapes. Two were held in interviewing rooms in Hospital B and one at a

'Lai-Fu Chen and all other names as well as geographic names in this dissertation are pseudonyms.
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coffee shop near his home. The first interview was held while he was hospitalized in the

inpatient psychiatric ward of Hospital B and the other two were held after he was

discharged from Hospital B and had returned to his home.

In addition to formal interviews, I conducted two informal interviews with Lai-Fu and

his mother during his inpatient stay at Hospital B. After obtaining consent from the

psychiatric team members, I participated in their morning meetings as an observer to

record field notes on their discussions about Lai-Fu's condition in Hospital B. To gain a

further understanding Lai-Fu's past experiences of seeking help, I reviewed his medical

records at Hospitals A, B, and C. Lai-Fu's story is described in three phases: (1) his

attempts to commit suicide before hospitalization, (2) receiving psychiatric inpatient care,

and (3) returning to the community.

Attempting Suicide Before Hospitalization

After joining his company in February 2001, Lai-Fu thought that his officers and

senior soldiers racked their brains to observe and criticize his faults. According to his

mother, when Lai-Fu first arrived at his company, more than ten senior soldiers

surrounded him. After telling Lai-Fu their names one time, these senior soldiers

demanded that Lai-Fu speak out their names. If Lai-Fu could not remember one of their

names or named the wrong one, the senior soldiers would immediately punch him.

As Lai-Fu remembered, his performance was not bad in training exercises. However,

he felt that his squad leaders intended to obstruct him:

After they said, “You have to run to the end within 23 seconds,” I ran, ran, ran,
and only spent 22 seconds. But, the squad leader said to me, “Hey, did I not order
you to run to the end within 23 seconds? Why did you only spend 22 seconds?
You have to return a second to me, so go to run again.” They often played this
kind of game.
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A soldier calls those who enlist in the military earlier than him “seniors.” A senior

soldier tends to regulate a junior soldier's conduct behind the back of the officers,

although officially a senior soldier is not allowed to do this. Similarly, an officer tends to

accept a senior soldier's opinions or suggestions with greater weight than a junior's

because both the officer and the senior soldier try to maintain the hierarchical relationship

of the military. Lai-Fu related his experience:

Because I was the only junior soldier at that time, they (the senior soldiers) pulled
me down while I was sleeping. They grasped my feet, and then pulled me down.
I told the senior soldiers, “Seniors, do not do too much. If I have done something
wrong, you can tell me. We can discuss it.” However, the senior soldiers said it
to me, “What? Do you feel displeasure?” I said, “Seniors, you seem not to
consider me.” Later, they spoke to a squad leader in our group. The squad leader
said to me, “Hey, you start to teach your seniors. Don’t you know you are the
lowest rank soldier and those senior soldiers want to teach you?” Anyway, they
always give you no way to stand against them. It’s impossible to stand up to the
squad leaders. In the following weeks, similar incidents happened to [me] again
and again.

After having recognized his situation in the army, Lai-Fu tried to flatter these senior

soldiers in order to obtain their friendship. However, his plans failed and even resulted in

punishments from his officers. He said that:

When I just arrived at the troop, one senior soldier asked me to buy twelve packs
of cigarettes after I had a holiday. So, I brought cigarettes back and thought that
they might treat me better because I had flattered them. No, on the contrary, they
made more obstructions. They even said to me, “There is no way to flatter us.” A
group leader said to me that the number of cigarettes you purchased, the number
of push-ups you had to do. According to army regulations, soldiers are prohibited
from bringing anything back to the troop. The senior soldiers cheated me and
demanded that I bring cigarettes back. After I had brought cigarettes back, I was
punished, was unqualified, was scolded, and was obstructed.

Both Lai-Fu and his mother thought that he had bad “military luck,” as five of his

peers were all assigned to the same company, whereas he went alone. He felt lonely

because all the other persons in his company were senior to him. Afterward, he found

that the senior soldiers did not dare treat the junior soldiers who came after him the same
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way because those juniors had company. Therefore, Lai-Fu felt that the senior soldiers

harassed him because he was a junior soldier and alone. He said:

I just thought that I threw my body toward [them]. Whatever [they] wanted to
request was up to [them]. However, they were insatiable. I had already obeyed
[their] orders, but [they] regarded me as a toy, like a little mouse.

One of the incidents that traumatized Lai-Fu occurred while he was taking a shower.

Half a year later, he still felt angry when he recalled this event:

I can’t forget all of those events where I was humiliated. I have forgotten the
happiest events, but those events make me feel resentful. For example, when I
took a shower, they ordered me either to eat soap or to do some coarse manners.
They ordered me to choose between these two things. Of course, I chose soap.
While I was going to eat soap, we were called to muster; otherwise I had to eat
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soap. They also ordered me to do some very excessive behaviors, which were aerrº”
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After this event, Lai-Fu was afraid of taking a shower while he was in his company: ~.
=-3-3

I felt the incident in the shower was really excessive, and insulted me very much. º

I dared not to take a second shower in the military after that event. When I was at —º
the troop that month, I only took a shower once. I took other showers at home
when I had holidays. º

• *
However, Lai-Fu did not tell anyone about his being insulted, until his mother became :* º

- º- **
concerned about him. She stated: seasºs

ºsº"

In the beginning, he didn’t tell us what happened to him in the troop. After he
came home, he washed and washed, and didn’t come out for a long time.
Whenever he took a shower, he almost used half a bottle of body wash, so I felt
strange. One day, my younger sister asked him, “Is anyone gay in your troop?
Have you been sexually harassed?” He just told that while he was taking a
shower in the troop, the senior soldiers called him out to have a naked stage dance.
They even wantonly touched his body, touching his “little bird” (penis), and said,
“How come yours is so small? You see mine is very big.” They even demanded
that he have oral sexual intercourse with them. He was reluctant to do it, so they
threatened to make him run two turns around the drill ground naked. Afterwards,
he dared not to take a shower in the troop. He always took a shower after he
came home.

When Lai-Fu phoned home, he only wanted to talk to his mother, but not his father.

In the beginning, his mother thought that her son might be too timid and weak to adapt to
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the military, so that she ignored his calls for help. Later, she realized that there was no

reason to give up on him because her son was not a hooligan. Particularly, the incident in

the shower made her feel very angry. She stated that she had heard about similar sexual

harassment incidents in the past, but didn't anticipate that her son would be tortured like

this.

One time, Lai-Fu's father asked him, “Can't you report it to your officers?” Lai-Fu

replied them, “Don't force me. I want to take revenge on them. Don’t let me get hold of

a gun.” His response made his parents start worrying that he would attempt to commit

homicide. They were not only anxious about whether their son would commit suicide

one day, but also how to face other parents if their son really took revenge on these

soldiers.

Lai-Fu's mother said that she had lost six kilograms of weights since Lai-Fu attempted

suicide. She sought Legislator Wang's help to address the accusations that her son was

being sexually harassed in the military. However, Legislator Wang told her, “It’s

important to obtain the certificate of early discharge from the military now. If you

publicize this event, they will only transfer your son to another unit.” Legislator Wang

also told her that it was better not to let others know about her son’s situation.

In fact, Lai-Fu had tried to make an appeal regarding the unfair treatment he received,

but found that his efforts were ineffective. He described with disappointment how his

guidance officer responded to his appeal:

I did go to appeal it and report it to the guidance officer, but he didn’t deal with it.
He only comforted me for a while. That’s all. The guidance officer said it to me,
“You just endure it.” How long should I endure it? After I really had endured it
for a long time, he just suggested an early discharge from the military, but I
refused. After a period, he spoke to my mom. Then I felt if I insisted to stay at
that place, I seemed to have no... I just felt I had lost self-esteem. Staying there
was only to be humiliated and to let them play. Later, I was sent to the hospital
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after my mental status became bad, then he demanded that I should be discharged
early.

Both Lai-Fu and his mother stated that Lai-Fu felt uncomfortable since his arrival at

his company in February. He started thinking that he could not live as a human being.

Whenever he had a holiday, he ran to the drugstore. He made a joke about regarding the

drugstore as a twenty-four hour convenience store. He went to the drugstore to find pills

that would help him die, so that he would not have to face these things that were

bothering him. Once, when he planned to purchase two packs of aspirin, the pharmacist

asked him, “Why do you buy so many medicines?” He gave a lot of reasons, such as

helping other people buy medication, in order to persuade the pharmacist to sell the

aspirin to him.

According to his statement, he took an overdose of Tylenol and flu drugs at home, and

then was sent to Hospital C in March 2001. Yet, when I reviewed his medical record at

Hospital C, I found that both Lai-Fu and his mother told the triage nurse that he had

headache and dizziness. Therefore, he was sent to the medical emergency room. After

psychiatric consultation, neither medical doctors nor the psychiatrists had become aware

that he had ingested an intentional overdose of pills, although psychiatrists requested that

his mother sign a notice related to suicide prevention because of his bad mood.

Lai-Fu had also been sent to the emergency room of Hospital D because of an

overdose of antidepressant medications. When he went to the outpatient clinic of

Hospital D for follow up, a psychiatrist told him that he needed inpatient psychiatric care,

but no bed was available for him at Hospital D. He only remembered that both a squad

leader and a senior soldier kept directing comments toward him the day after he returned
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from Hospital D to his company, but woke up to find himself in bed restraints after being

sent to the ER at Hospital A.

There is a history of suicide in Lai-Fu's family. His uncle committed suicide by

ingesting an overdose of pills and one of his father’s cousins had an unsuccessful suicide.

Lai-Fu was first diagnosed with adjustment disorder when he sought help at the ER of

Hospital C. After more than a month of hospitalization, he was diagnosed with neurotic

depression in Hospital A. In Hospital B, his diagnosis was major depression with

psychosis.

Receiving Psychiatric Inpatient Care

According to Lai-Fu's mother, he received psychiatric inpatient care at Hospital A for

six weeks in the spring of 2001. He was hospitalized on one of the two acute psychiatric

inpatient wards of Hospital A, a 30-bed ward in Department of Psychiatry building. All

bedrooms surrounded the nursing station in this ward. All staff offices were located

behind the nursing station and included a conference room and interviewing rooms. Both

an outdoor yard and an occupational therapy room were next to the ward.

Although Hospital A is a military hospital, both military and civilian patients were

treated together. According to Lai-Fu, there was a strict visiting policy in Hospital A:

only patients’ parents, siblings, spouses, children, grandfather, and grandchildren were

allowed to visit patients. In addition, patients were not allowed to take leave during their

hospitalization. Because Lai-Fu's parents lived in another city, it usually took them two

hours to travel to visit Lai-Fu when he stayed in Hospital A. Lai-Fu said that his parents

only visited him once a week when he was hospitalized there.

According to Taiwan’s National Health insurance Act, every patient had to pay 10%

of the medical care fee for the first 30-days of hospitalization and 20% of the fee for the
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second 30-days of hospitalization for a stay on an acute unit. Some patients with chronic

mental illness, such as senile and pre-senile organic psychotic conditions, subacute

delirium, other organic psychotic conditions, schizophrenic disorders, affective psychoses,

paranoid states, and psychoses with origin specific to childhood, did not need to pay any

fee during their hospitalization. However, medical workers in most psychiatric units

were concerned that the Bureau of National Health Insurance would not reimburse all of

the patients’ medical care payments. Therefore, most hospitals encouraged patients with

mental illnesses to leave an acute psychiatric inpatient ward within the first thirty days.

Before February 1, 2001, the soldiers’ medical payments were not covered by

Taiwan’s National Health Insurance. A soldier was only allowed to seek medical care

from military hospitals. If a soldier with a mental illness was not able to serve in the

army after psychiatric inpatient care, social workers in most military hospitals would help

him transfer to Hospital D (a psychiatric institute belonging to Taiwan’s military). Since

February 1, 2001, a soldier had the right to choose his preferred hospital(s) for medical

treatment. However, if he needed a certificate to apply for early discharge from the

military, he should go to military hospitals to receive medical care. In addition, every

military hospital had its own disposition policy after February 1". Some military

hospitals still actively transferred psychiatric patients to Hospital D, but others let family

or troops arrange patients’ after care.

Lai-Fu was diagnosed with neurotic depression in Hospital A, but his mother told both

doctors and nurses in Hospital B that Lai-Fu was diagnosed with major depression in

Hospital A. According to Lai-Fu's medical record at Hospital A, his first certificate for

applying for early discharge was issued in April 2001. However, his guidance officer

told Lai-Fu's psychiatrist that he did not receive Lai-Fu's certificate and three weeks later
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asked the psychiatrist to reissue one. Yet, the guidance officer explained the reason to

Lai-Fu's mother that the psychiatrist issued the wrong certificate and that he could not

help Lai-Fu apply for his early discharge from the military until he obtained the right

certificate. Lai-Fu's mother did not understand the process, but wondered whether the

army intentionally delayed her son’s application for discharge from the military.

When the 30-days “deadline” for Lai-Fu's hospitalization in Hospital A was coming

up, the psychiatrist told his parents that Lai-Fu could be discharged from the hospital at

any time. Lai-Fu's officers demanded that Lai-Fu return to the army because they

wanted to observe his condition, but his parents wished that Lai-Fu would be transferred

to another military hospital for long-term care. His parents went to ask a psychiatrist in

Hospital B to let their son stay there because Hospital B was closer to their house.

Lai-Fu was taken back to his company and stayed there for one night. His personal

possessions, including medicines, were taken from him when he was discharged from

Hospital A. When his mother planned to take him from the troop to Hospital B the next

day, they were delayed because Lai-Fu's associate battalion chief insisted that Lai-Fu

complete all of the administrative procedures for taking leave before he left his company.

The bed that had been held for Lai-Fu in Hospital B was gone because he arrived there

too late. Lai-Fu's mother angrily called the guidance officer to say that the reason they

had missed a bed was due to the associate battalion chief's intentional delay. She refused

to send her son back to the troop because she did not believe that her son would be able

to leave earlier from his company next day. Lai-Fu stayed at his home one night and was

admitted to the psychiatric inpatient ward next day.

There was only one psychiatric inpatient ward in Hospital B. The ward was located

on the third floor of a five-level main building of Hospital B. The ward was remodeled
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from a medical-surgical ward six years ago. The nursing station was located at the

entrance of the ward and 30 beds were along the two sides of the only corridor in the

ward. At the end of the corridor were a dining room and an exit to the deck. All offices

were located outside the ward, including a family interviewing room and a psychological

testing room. Both military and civilian patients with mental illnesses were treated in the

same unit.

A long-term care unit was located opposite of the psychiatric ward. Most patients in

this unit had sustained injuries in their military service. An Assistant Nurse Manager

took care of these patients during the day shift. For evening and night shifts, ten nurses

rotated from the psychiatric inpatient ward. While I collected data in Hospital B, the

Director of the Department of Psychiatry proposed remodeling this long-term unit into a

chronic psychiatric ward. Psychiatrists often transferred patients with mental illness to

stay temporarily in this open ward before patients went home. Lai-Fu had been

transferred to this unit after a one-week stay on the inpatient psychiatric ward.

A Nurse Manager and two Assistant Nurse Managers were in charge of both the

psychiatric inpatient unit and the long-term care unit. In addition to these ten nurses in

the two units, a clerk helped with non-direct patient care affairs. A new group of ten

nursing students from a junior nursing college came to practice psychiatric nursing care

every month, and stayed on the unit between 7:30AM to 3:30PM, Monday to Friday. A

new group of two to three nursing students from another nursing college who were

studying nursing administration came every six weeks, and stayed on the unit during day

or evening shifts, Monday to Saturday.

Lai-Fu had totally different experiences in working with health care providers at

Hospitals A and B (both were regional teaching hospitals). From his point of view, a
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patient who attempted suicide expected health care providers to regard him as a human

being, not a horrible person; to take care of him; not judge him, not control him, but

support him.

I Am A Human Being, Not A Horrible Person

Because Lai-Fu was usually asked to stay some distance away from health care

providers in Hospital A, he felt that health care providers intentionally made a clear

distinction between patients and health care providers. Thus, he doubted whether he was

normal and further wondered if his friends also saw him as a crazy person:

Nurses always hid in the nursing station. Doctors also hid themselves in the
nursing station. They never came out to talk with [me] or to understand how
everything was going with [me]. I felt they thought that nurses were nurses, and
patients were patients. Both nurses and patients couldn’t get together. When [I]
met a nurse, wanting to speak to her, she said, “You step back.” That meant [I]
definitely had to keep a nurse at a certain distance. Then [I] would feel, “Why
should I chat with you?” When they wanted to talk to [me], they also did the
same thing. If [I] unintentionally moved forward a little, she would shout, “Move
back. Move back.” If [I] really wanted to speak to them, [I] should keep them at
a certain distance. I didn’t think that their manners would attain any therapeutic
effects. On the contrary, they saw us as very horrible, so that we had low esteem.
Perhaps, my friends also wouldn’t want to see me if they discovered my illness.
They might move back several steps when they saw me or pretend not to
recognize me. I have such a feeling. So they had given me wrong perceptions.

He also described his different perceptions of health care providers’ attitudes between

these two hospitals:

When I am here (Hospital B), both Drs. Cheng and Yang talk to me at close range.
It never happened in Hospital A. Like nurses in Hospital B, they contact you
directly at close range. Oh, it makes you feel very warm, feeling that this is a
place for you to regain your confidence as well as your health. None of this
happened to me when I was in Hospital A. Nobody accompanied [me], so that [I]
had to count how long [I] could be discharged from the hospital every day.
Nurses dared not chat with [me], and [I] couldn’t see a psychiatrist either.

A distance, which Lai-Fu had been requested to maintain between health care

providers and himself in Hospital A, represents that their differences are not only visible,
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such as role differences, but also invisible, such as in human or spiritual needs. As a

result, Lai-Fu was reluctant to relate any his suffering to his health care providers in

Hospital A because he thought health care providers could never understand his feelings.

In addition, those health care providers’ behaviors made Lai-Fu believe that his friends

would use similar patterns to distance themselves from him. Thus, the purpose of health

care providers’ attitudes is not only to build rapport with patients, but also to help patients

reshape their self-images during their periods of low self-esteem.

As a participant observer, I discovered that Lai-Fu's attending physician in Hospital B,

Dr. Cheng, typically visited his inpatients after their morning meetings or before he went

home in the evening. When he went around the ward, he stopped to listen to every

patient’s complaints, and so did Dr. Yang, a junior attending physician in Hospital B. If

Dr. Cheng had a holiday, Dr. Yang also took care of Dr. Cheng's patients in this way.

The Director of Hospital B valued medical workers’ attitudes toward patients and their

families. In November 2000, three government inspectors came to Hospital B and

pretended to be patients as a way to review hospital service. Hospital B had been

recognized for its excellent service under the Executive Yuan, which is similar to the U.S.

Cabinet. In addition, I discovered that psychiatric team members in Hospital B preferred

to speak South Fukienese dialect with patients and their families whose native language

was South Fukienese rather than the national language (Mandarin). After participating in

a family interview, Dr. Yang told me that, “I’m sorry for you because I intentionally

switch to South Fukienese dialect in order to shorten the distance between the angry

father and me, but you may not be familiar with South Fukienese dialect.”

:
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Please Care for Me, Not Judge Me

The only thing that Lai-Fu sensed that health care providers in Hospital A had done

for him was to evaluate whether or not he had a disease:

When [I] couldn’t sleep at night, [I] went outside and said, “Miss nurse, I feel
very fan right now. I need to talk to someone.” They wouldn’t [talk to me.]
Suddenly, they called several nurse’s aides to come over, give [me] an injection,
and make [me] fall asleep. Their management was either to give [me] an
injection or to tie [me] up. Anyway, they only thought [I] had something wrong.
That’s all. I felt they didn’t want to understand [my] feelings, but judged [me]
from beginning to end, and then kept giving both medicines and injections to [me].
They only cast [me] into the bed, judged that [I was] a patient, and then neglected
[me]. Anyway, they thought [I was] the craziest person.

In contrast, he addressed what the care he had received from health care providers in

Hospital B meant to him:

Nurses in this hospital are able to take me outside. The nurse talked to [me] first,
and then she took [me] out to contact others. Her surname is Chao, elder sister
Chao. She allowed me to call her elder sister Chao. Right, she talked to me every
day. She came to ask me how my condition was first, and then taught me how to
deal with it. Later, she introduced me to nursing students, then I talked to nursing
students, then nursing students again led me to contact other patients. Gradually,
I felt that I dared to interact with other people. I also find that other nurses in this
hospital lead other patients outside. I think this is a very good method.

His descriptions pointed out that the care he needed was individualized, not universal;

and proximal, not distant. He appreciated that the nurse was able to listen to him and led

him to connect with others. He felt that he had regained self-confidence through this

process. In addition, he called a nurse, “elder sister Chao” in Hospital B versus “Miss

Nurse” in Hospital A, which showed that the nurse-patient relationship was different

between these two hospitals. In Taiwan, when one respects a woman who is older than

he or she, one will call her “elder sister.” It is an informal and kind way to refer to

someone. However, when a patient only uses a nurse’s first name, some psychiatric
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nurses will reprimand the patient, “Please call me “Miss Nurse,” because those nurses

want to maintain a “professional” relationship.

Nurses in Hospital B usually made rounds on the ward every thirty minutes. They

also led two therapeutic groups every week: a medication education group and a

therapeutic community group. In addition, evening shift nurses held an evening TV

news-watching activity every day. The occupational therapist in Hospital B organized

most of the daytime recreational therapy or activities. Nurses helped the occupational

therapist wake up patients who slept after their breakfast to attend newspaper-reading

activity every morning. Some patients were recruited to attend a handcraft activity or

group therapy following the newspaper-reading activity. Another sixty- or ninety-minute

group therapy session was led by different therapists in the afternoon.

Before patients’ dining time, the occupational therapist invited patients to go out on

the deck to take care of their “garden in the air” together. Nurses also participated in

activities that were open to every patient. Lai-Fu was invited to attend almost every

therapy or activity in Hospital B. Although he was later transferred to an open ward, he

still requested to attend activities held on the inpatient psychiatric ward. From his

perspective, these activities provided important meaning to his life after his suicide

attempts.

Support Me, Not Control Me

Strict regulation, health care providers’ unfriendly facial expressions, and a jail-like

inpatient psychiatric ward made Lai-Fu feel that he lived on an isolated island where he

was being controlled by others while in Hospital A. In this situation, he felt fan and

repeatedly thought of attempting suicide. He stated:
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We were prohibited from taking a leave, being locked there from day to night, and
a short visiting time. It seemed that [I] lived alone on a small island. I felt very
terrible because I was isolated from others. Additionally, when nurse’s aides
thought [we] had something wrong, they immediately came over and took [us]
into the seclusion room with their brutish appearances. Although they had
outdoor activity and [we] could bask in the sunshine, [we] seemed to live in a jail
because [we] were surrounded with a cement wall. So, I felt fan, and attempted to
commit suicide. After [I] attempted suicide, [I] found that [I was] controlled [by
others]. That made [me] feel more fan. [My] emotions were worse than before
[my] suicide attempts. I didn’t know how to stop myself from feeling fan or make
myself feel more comfortable. From then on, [my] ideas were only death, death,
and death. Death was the priority, putting death at the first place. As if any
action [I] took would attain death, [I] would go for it, and conduct it as a matter of
COUITSC.

When Lai-Fu was out of control and asked for someone to help him, he felt that health

care providers in Hospital A could not resolve his problem, but controlled him. He

complained that:

It would be fine if they didn’t want to help. However, they... gave [me] an
injection to make [me] feel sleepy, and also spoke a lot of pretty words, such as
“A quick shot never takes your time. You won’t feel pain.” Later, [I] could sense
that they only used medicines to control [me], but not... but didn’t use guidance
to make [my] spirits feel better.

Lai-Fu had experienced being judged as a patient with depression and being controlled

by medicines and his health care providers in Hospital A. Lai-Fu preferred the health

care that had been provided by medical team members in Hospital B, such as listening to

his complaints, having close contact with him, encouraging him to interact with other

patients, and giving him more opportunity to interact with his family. Most important, he

said that this type of care was based on his individual needs.

In addition to health care providers, Lai-Fu's family, particularly his girlfriend,

supported him while he stayed in the hospital. First, he was grateful for their staying with

him after his suicide attempts.

Seeing my girlfriend, I felt very happy because she would talk with [me]. She
was my main prop. She didn’t dislike me or stay away from me while I was sick.
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On the contrary, she kept encouraging me. She said to me that we could return to
our former lives; we two played together and had fun together. She kept speaking
these words to me, so I became calmer and calmer. After feeling calm for a while,
[I] started to think about the future and drop the idea of suicide, drop it, drop it,
and drop it. Gradually, [I] didn’t have an idea of suicide. Having someone's
support is very important to me. When [I] feel [I] have a prop, [my] ideas of
suicide become weaker.

Some methods that Lai-Fu's family had used to help him, such as making him aware

of his obligation to his family as well as his girlfriend and recalling his past happiness,

were important to his life after suicide attempts. He said that:

[My girlfriend] said to me, “If you passed away, how could I manage?” Then [I]
started thinking, “Right, if I passed away, how would you be when you were
alone?” She also said that we would go out together after [I] have recovered from
[my] illness, just like we hung out in the past. Then [I] started recalling what
happened in the past. It’s said that [I] slowly flush [my] current pain by using
[my] past happiness. She used this method... invisibly using this method to make
me gradually drop my ideas of suicide. Right, the method I can sense is that a
person keeps speaking to [me]. [I] don’t need to depend on a psychologist. I feel
that the person who [I] put [my] faith in helps [me] forget that kind of thing, right.

Throughout this process, he felt that he would feel sorry for his family if he attempted

suicide again.

[My family] came to see [me] very often, so that it made me feel that I wasn’t
going to give up my life. Or, [I] will feel sorry for them if [I] attempt suicide
again because that means they have wasted all of their efforts. Additionally, they
said to me, “Your previous attempts to commit suicide have gone, and you don’t
have any idea of suicide right now. So, if you attempt suicide again, you will
waste all of your efforts.”

Comparing the types of caring demonstrated by his family and his health care

providers, it is clear that Lai-Fu decreased his ideas of suicide when his family became

involved in his recovery.

Returning to the Community

Lai-Fu had to stay in Hospital B because he was a soldier who was temporarily unable

to serve in the army. After having stayed in Hospital B for two weeks, his mother
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brought a copy of his certificate of early discharge from the military to Hospital B. Lai

Fu left the hospital as well as the military after two months of inpatient psychiatric

treatment.

Lai-Fu was interviewed twice after he returned to the community. In both interviews,

he complained that he often experienced poor sleep, nightmares, screaming at night, and

poor appetite. Although he denied that he would attempt suicide again, the idea of

“harming himself” came up when he felt that he had no way to resolve his problems.

Sometimes, he blanked out so that he did not realize what actions he had taken. He felt a

loss of direction in his life, but did not know how to deal with it, even though he had

anticipated that this situation might happen after he was discharged from the hospital. He

also had become accustomed to the pattern of “one order, and then one movement,” so

that he did not know how or what to do next. Ten themes characterized his experiences

after he returned home: bearing stigma, no one to talk with, no one believes in me, being

abandoned, hiding, finding an excuse for the illness, no way to open my mind, living in

the shadow of military, am I getting sick again, and helping myself.

Bearing Stigma

After Lai-Fu returned home, nothing was as terrible as bearing the stigma of being a

patient with mental illness and a man failing in his service to the army. He also believed

that, “No one has a good impression about psychiatric patients,” and therefore felt shame

and further lost his confidence after going back to the community. He feared that people

would look down on him, or not believe his words because he had been hospitalized in a

psychiatric ward.

It’s a feeling of being despised by others or a feeling of how other people will
look at [me]. It’s said that [I] start guessing how other people are looking at [me],
and then [I] continuously think, think, and think about their judgment. Also,
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Sometimes [I] feel that my parents have bad facial expressions toward me. Is it
because of my illness? Even my elder sister, I feel that she seems to look down
upon me because I haven’t completed my service in the military. In addition, [I]
never want to go out. After going out, it’s a feeling... because most [my]
neighbors know that [I] just have enlisted for a few months. Yet, [I'm] not
serving in the military now. So, [I] fear that someone will ask such a question. I
have a feeling of being... being discovered by a lot of people... Anyway, I feel
that many people will look down upon me. I have these problems in my mind.

No One to Talk With

Lai-Fu experienced distress after he returned to the community. However, he did not

know how to express his suffering to his family, his girlfriend, or his psychiatrist.

I still don’t know who I can talk with because I don’t know how to express my
distress. My dad is that kind of person who doesn’t know how to talk to his
children. After I left the hospital, I felt that I hadn’t talked to my family at home
for almost half a year. I was always quiet at home, and then my mom even
considered sending me back to the hospital again. Even my girlfriend, I did not
tell her what made me afraid.

Because he did not believe that medicines would work effectively to counteract his

bad dreams as well as his psychological trauma, he did not talk to his psychiatrist. In

contrast, he thought visiting his psychiatrist was only for gaining sleeping pills to help

him sleep.

I didn’t tell Doctor Cheng about this thing. When he asked me how my condition
was, I just said to him, “So-so.” I don’t know how to talk to Doctor Cheng. I
never talked to Doctor Cheng. When he asked me, “How is everything going
today?” I never told him because I wasn’t sure if medicines could help me. I feel
that some things can't be controlled by medicines. Like dreams, for example, I
believe that having a dream is my major mental problem, but it seems that there is
no relationship between dreams and medicines. Some can be treated by
medicines; for example, medicines can help me sleep, but others, like
psychological trauma, I feel that it’s impossible to use medicines to cure it. It
takes time to treat my problem.

On the contrary, he thought that both time and the situation could help him recover

from suffering. He explained that:

Who helps me a lot? After I was discharged from the hospital, the most help I got
was from the stereo set. It’s the broadcast that I listen to, music that I listen to. I
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have no interest in humans. I raise some plants, then listen to music, and become
like this now. The most help is from things, and seldom from humans. Humans
make me feel fearful, so that I keep people away from me.

No One Believes in Me

It was not easy for Lai-Fu to encounter his friends because he feared that his friends

would not respect him after his suicide attempts. One of his friends, also serving in the

army, had difficulty understanding Lai-Fu's situation:

One of my friends, who enlisted the same day, said, “Why are you discharged
early from the military?” He wasn’t concerned about me, but blamed me. I felt
very fan because he phoned me and kept scolding me. It was not my fault, but he
couldn’t understand my situation and kept scolding me. Am I such a person in his
mind? I didn’t tell him the real situation, but simply said that I got injuries and
couldn’t attend scheduled drills. However, he scolded me, “Why did you never
make an appeal for it?” I said, “Because I was humiliated by the senior soldiers, I
did appeal it, but it didn’t work.” I just felt, “Why do you not understand me for a
while?” He even said, “Are you pretending sickness?” I feel very fan. He didn’t
come to comfort me, but come to scold me.

Being Abandoned

Lai-Fu stated that he always felt that he had the ability to complete his military service

before he left the army. However, he did not anticipate that he would apply for early

discharge. In addition, he felt sad that he had even been suspected of pretending sickness.

Therefore, early discharge from the military was not his wish, but rather added a great

insult to his life. Obtaining a certificate of early discharge meant that he had been

excluded by the military and labeled as an unsuccessful person. He stated:

After leaving Hospital A, I returned to the troop and discovered that my name had
already been removed from the billboard. I felt that I had already been kicked out
from the troop. It’s not pleasurable. I felt pain, but no one could sense my pain.

Another scenario happened when I received my certificate of early discharge from
the military. When [I] received the certificate, [I] felt cheerful because [I] could
leave the hospital. However, I also felt sad because I used my former suffering to
earn this certificate. After [I] had been humiliated by those senior soldiers, the
only thing [I] received was this paper. I couldn’t believe that the certificate was
the only outcome that I had obtained. It’s a great insult to my life, an insult from
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the military. Yet, the insult is really... very difficult to describe, and also very...
it's... very painful.

Hiding

For fearing that he had to speak about his past or humiliated himself again, Lai-Fu

kept a distance from others and tried his best to hide or isolate himself. He vividly

described how he locked himself in his bedroom, hid in a corner, used pseudonyms to

interact with others in the Internet, and avoided contact with anyone, including his family,

in order to have a feeling of safety.

When [my family] went to sleep at midnight, I went out of my bedroom. When
they woke up, I ran into my room. As a matter of course, it’s a response, running
into my bedroom quickly. My mom even said that whenever I saw anyone, I hid
in my bedroom quickly. I dared not eat with them, and didn't let them watch me
eat either. When I felt hungry, I cooked a bowl of instant noodles and hid to eat it
in my bedroom. I became kind of “autistic.”

I like to hide in a corner, no one can find me, but I can see other people, watch
them, understand what they are doing outside, and try not to let them detect my
existence. I like to behave like this because someone may humiliate me
immediately, if he or she knows me. I have a kind of unsafe feeling. No matter
what I do, I would prevent other people from seeing me. I wish no one knows my
affairs. When I just left the hospital, I wished the relationship between my family
and I could be rebuilt by silence because they had known a lot of my affairs. I
wished those who had known my affairs could become strangers. If they knew
my affairs, I was afraid they would reveal it.

Sometimes I like to hide in my bedroom and use a pseudonym to chat with others
in the Internet. After keying in my annoyance, I send it out, but no one knows
who I am. I like to play this kind of hide-and-seek game because I don't want
anyone to know who I am. When a person knows me, I feel unsafe.

Through this process, Lai-Fu gradually sensed that hiding was the method to regain

his ability to control the environment, including his social relationships.

I just like to quietly hide myself inside a dark place and turn the light on a little...
My ears became very sharp. [I] have the ability to know [my] family’s every
movement. [I] don’t need to use [my] eyes, but know what happen outside. [I'm]
able to figure out what actions they are taking. When I heard the sounds of
boiling water, I knew my mom made this, my dad made that, and who made
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this... I perceived everything by the use of my ears, and always correctly guessed
the answer.

Finding An Excuse for The Illness

No matter how Lai-Fu hid from other people, he still had to face self-imposed stigma

as well as curious questions from others, such as “Why are you not serving in the

military?” Although he told them that he had a bone problem and also successfully used

this excuse to secure a job training opportunity, he still felt guilty for not telling others

the truth.

I am like an entertainer who is followed by journalists. I have to hide myself
because [I] worry about being asked questions, such as “Hey, are you not serving
in the military?” [I] don’t know how to respond it and just stand there, “Um...
um... early discharge from the military.” When I was in the hospital, the
psychologist taught me that I didn’t have to tell others the truth, but saying blah,
blah, and blah... If I tell them the truth, I feel more uncomfortable because of my
psychiatric problem. No one has a good impression about psychiatric patients,
and neither do I. I even feel that having a psychiatric problem is not a good thing.
So, I told them that I had a bone problem because my neighbors knew my bones
had been injured in a traffic accident before I enlisted. I don’t want to let them
know the real reason because I sense the stereotype of the psychiatric problem.
Because of the stereotype, a psychiatric patient is a kind of abnormal person.
When I took the examination of the Bureau of Job Training, I also used this
excuse during the job interview. Probably I have been accepted for this reason.
[However, I feel guilty, just like um... I lie to them. I feel that I haven’t told
them the truth, so I feel... it’s not so good.

No Way to Open My Mind

Lai-Fu felt that he had to change his patterns of interacting with others after his

suicide attempts. He also understood that his family and his girlfriend tried to help him

go out of his “bastion.”

I seem to close my mind. Although my parents and my girlfriend try to open
some aspects of my mind, I still close it. As they open the door, I close it
immediately. I don’t know how long it will take me to overcome this feeling. I
know they try to help me open the door and take me to become acquainted with
their friends. My parents call me to deliver goods because they want me to
become acquainted with their customers. [My girlfriend] also comes to see me
and asks me to go out, but I only reply her that I would consider it later.
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However, he still felt that he had no ability to step outside and interact with others

when they crossed the line that he had drawn to defend against outside invasion.

When I go out with [my girlfriend] and her friends, I still have no way to go with
social activities. I am thinking how to interact with them because that kind of
avoidance is not under my control. I don’t know what I am doing. I have no way
to interact with them. When similar affairs happen again and again, they become
a pattern. [I] feel that I always have a way to hide [myself] every time. The more
times [I] hide, the more [I] take it for granted. Yet, when [I] sit down to consider,
“What am I afraid of?” [I] speak to [myself], “What are you afraid of? Just go to
do it. If you fail, you still can come back.” Yet, I still fear. I don’t know what I
am afraid of. I feel that as long as I have to interact with other people, I can’t do
it successfully. This is my biggest obstacle.

Living in the Shadow of the Army

Lai-Fu felt having been treated unfairly, fear, anger, and hatred at what happened

during his military service. Starting with his hospitalization, he had difficulty falling

asleep, often woke with a startle, had distressing dreams related to the army, and re

experienced the traumatic events.

I frequently have nightmares, bad dreams of being humiliated in the military that
had occurred in my life before. I even had dreams of those senior soldiers’ faces
and their keeping following my tracks. Yesterday or the day before yesterday, my
mom told me that I even yelled at midnight.

I still have the shadow of the military. Whenever [I] wake up with a startle, [I]
have a feeling of hate because [I] dream about their deeds. After [I] get up, [I]
have a kind of hate. Why do they harm me so much? Why do they make me
become like this? I have tried not to think of them. Yet, whenever [I] have a
dream, [I] dream of them. Although I have received the certificate of early
discharge, I will never forget the shadow. I have already left the military for a
long time, but I still act like this.

Even though he had left his company five months ago, the shadow of the army still

existed in his mind and influenced his life.

As long as I’m with many people, like the current circumstance, I feel that they
are like senior soldiers. It seems to me that they are scolding me like the senior
soldiers did. They surround me and make me feel unsafe. I feel very terrible and
threatened. As long as I am taking a shower outside, I feel that someone stands
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behind my back. I feel unsafe, as if someone peeps at me while I’m taking a
shower. It’s because [the Senior soldiers] took my shoulder and dragged me out
when I took a shower. I just feel unsafe. It leaves pretty huge fear in me.

Am I Getting Sick Again?

After being hospitalized on an inpatient psychiatric ward, Lai-Fu was more sensitive

to changes in his living patterns than before. In addition, his habits of hiding in his

bedroom made his mother think of sending him back to the hospital. He also worried that

he might develop manic depressive disorder because he often felt fine even after nights of

poor sleep and had feelings of emotional disturbance.

If I go to sleep at eight to nine o’clock, I only sleep until about two o'clock. My
sleeping time is similar to that of my hospitalization. Sometimes I even hadn’t
had slept for a whole day, but still felt fine. Am I going to get a disease of manic
depressive disorder? I’m eager to ask my physician this question. In addition, I
have a desire to take vengeance on [the senior soldiers]. I'm wondering whether
or not there is a relationship between manic depressive disorder and my desire of
taking vengeance on them. When I was hospitalized, I had read a sheet of paper
about manic depressive disorder outside the ward. I remember that a patient with
manic depressive disorder has problems in sleeping, emotions, and getting easily
outraged.

Helping Myself

Because of Self-imposed stigma and living in the shadow of the army, Lai-Fu had

difficulty sharing his distress with others and seeking their help. He decided to keep a

diary to dialogue with himself after an occupational therapist in Hospital A suggested this

method to him.

I talked to [an occupational therapist] about everyone seeming to be afraid of me.
In addition, I was afraid that I couldn’t speak well. So I gradually dared not speak
any word, but rather swallow it into my belly, then felt suffocated. She said to me,
“How about you write down your words on the paper? You can write down all of
your words on the paper and read it later.” It’s said that [I] can talk to [myself.]
When [I] read it once, [I] speak to [myself] once. I wrote, wrote, and wrote all of
my words that I wanted to speak to others. After I wrote down my words, I felt
more comfortable. It’s said that if [I] wanted to say something, but no one would
like to listen to me, [I] can write it down.
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In addition to serving as a place to disclose his distress, this diary helped him expand

his viewpoints, realize his style in facing a problem, and most important, to discover that

he was still a useful man.

I think this is my way to live because my personality makes it easy to get myself
into a dead end alley. After passing through these affairs, I frequently ask myself,
“Why?” I don’t think about how to resolve it, but why it happens to me. I would
never forget this problem if I have no solution. After I had written down my
problems over a period of time, I spent a long time finding out the answer and
writing it down, and it became my own answer. The answer may be more than
one method. Although I still have problems, I have answers, different kinds of
answers. If I face similar problems in different situations, I have different
viewpoints and use different solutions to resolve them.

I feel I can speak out all of my words by keeping a diary. However, I feel I am
pretty picky on my writing. Writing till now, [I] want to create some new
methods, like writing something very special. It becomes different kinds of
writing, like writing poems. I don’t know why I have such a kind of talent. I
even had bad scores of Chinese language years ago. After writing it for a long
long time, I find that I really have some creativity, although I am a discard at most
of the time.

This case exemplifies many aspects of participants’ daily lived experience before and

after their suicide attempts in this study. In telling his life story, he shared subjective

experiences, his health care needs, and the strategies he used to construct a new life. He

also described the nature of Taiwan’s mental health services that were available for him.

In addition, his accounts vividly explained how his beliefs influence his experiences. For

further understanding participants’ lives, the concept fan created in this case together

with other participants’ experiences will be discussed in the next chapter.
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CHAPTER 5: A CONCEPT ANALYSIS OF FAN
IN PATIENTS WITH SUICIDE ATTEMPTS

Some patients in this study expressed that their lives were full of fan before and after

they had attempted suicide. However, fan is not only difficult to translate into English,

but also to portray in words, even in Chinese. The patients had difficulty expressing

their true inner feelings to their family members or health care providers; on the other

hand, family and health care providers tended to ignore or misinterpret patients’

experiences because they did not understand the meanings of fan. Although fan is often

used in conversation when people describe their anxious and worried feelings, few pieces

of literatures describe this word. Only Kleinman (1980) found that the non-specific term,

“fan-zao,” was used frequently by patients with mental illness in Taiwan. Yet, he did not

explore its meaning further. Therefore, this chapter illustrates the phenomenon of fan by

using excerpts from interviews in order to help patients give their feelings a voice and

assist their caregivers in becoming aware of their needs.

Fan (#) sometimes was used as a noun and at other times a verb in the patients’

accounts. The patients not only used fan to express their feelings, but also used idioms

with fan, such as hsin-fan, ma-fan, fan-lao, fan-men, fan-nao, fan-suo, fan-zao, and yan

fan, to represent their different perceptions or emotional states. For instance, when one

says hsin-fan, one’s life is full of worries; ma-fan means trouble or one is making trouble;

fan-lao means asking another person to do something and also wondering whether or not

he or she will be rejected; fan-men means one is unhappy; fan-nao means one feels vexed

or annoyed; fan-suo means things are trivial and/or it means things are complicated; fan

zao means one is fretful; and yan-fan means one feels bored.

* The patient(s) were those who sought health care in this hospital after they attempted suicide.
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Even though fan seems to be a mixture of hsin-fan, ma-fan, fan-men, fan-nao, fan-suo,

fan-zao, and yan-fan, it is still difficult to understand what real perceptions the patients

wanted to express when they used only the word fan. Since this concept has various

meanings in different contexts, it may be better to clarify it in advance, and then health

care providers would be more capable in dealing with patients’ problems when these

patients have difficulty expressing their crises for help. In the following sections, five

attributes of fan are first explored, then factors that make the patients feel fan are

described, and finally, strategies that the patients used to eliminate their fan are described.

Attributes of Fan

Five attributes are extracted from tape-recorded interviews with the patients in order

to illustrate what they experienced with fan. First of all, in most circumstances, fan is

difficult to understand, even by the patients themselves. The patients might feel nervous

or upset when they felt fan. However, while being asked to further describe his fan, one

patient explained why he had difficulty in figuring it out:

I don’t know what makes me feel fan either. I just feel fan and do not know how
to deal with it because I really don’t know what makes me feel fan. I feel it
comes up in me without any reasons. I feel there is no reason for it.

Secondly, some patients tried to seclude themselves in a quiet area and did not want to

be bothered when they felt fan. Lai-Fu explained the reason why he had to keep away

from others as follows:

Because I kept feeling fan, that fan, and did not know what fan it was. If it’s
related to my work, I knew my fan resulted from my work. Yet, it was not that
kind of fan at that time. When I sat down to watch TV, I suddenly felt fan but
didn’t know how to fight it. In addition, I felt I was tired of resisting it. So, when
someone called me, I just felt very fan and wanted to fight him back. If they kept
calling me, I had difficulty in controlling my mood.
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Unfortunately, with Lai-Fu's parents’ continually advising him to endure his suffering,

he felt more fan than he used to.

The third attribute of fan is seen when patients tried to maintain a superficial harmony

in their relationship with their family members or colleagues in an ambivalent situation.

For instance, one patient’s parents were divorced when he was a child. While his father

was his guardian by law, his two younger siblings were the responsibility of his mother.

In spite of his exceptional position, he still lived with his mother and his siblings, but

sometimes accepted his father's financial support after his parents’ divorce. Although he

appreciated his father’s help after his suicide attempts, his father’s constant expressing

his wish to become more involved in the care of his two younger siblings made him feel

fan. In addition, he worried that his mother and siblings would be convinced that he had

betrayed them if they discovered that he had become closer to his father. He stated:

I am always in between. I feel very fan, right. In the beginning, they didn’t get
along with each other. I had no ability to solve their problems either. Now I
come in between, that kind offeeling. He wants to contact my younger brother,
but they have warned me that I should not release any information, such as
address or telephone number, to my dad. Of course, I can't give him this
information; otherwise, I’m not allowed to go home forever after I give him this.
So, I’m in the middle. No way out.

Another patient also explained how he forced himself to follow his colleague's

directions in order to maintain their work relationship:

He may say to me, “That garbage can is full. Go throw it out first.” When he saw
it, he could have done it, but he never did that, he just called me to do it. I
probably was busy with another task at that time. As a result, a conflict came up.
He called me to do it, but I failed to finish my task. So, he made me feel fan.
Right, this becomes a source of my pressure. In fact, I wanted to scold him at that
time. After considering that we have to work at the same office, it’s better not to
return an evil look to each other every day. So, I just endure it, although I am
angry with him at what he has done to me.
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The fourth attribute of fan was that no one took seriously the patients’ problems

except the patients themselves. As one patient described his experience:

I have talked to my psychiatrist, my older brother, my dad, my aunt, and my
company commander about my affairs. All of them feel... Perhaps they don’t
think it is a problem. Even though they assume that I don’t have to fan those
affairs, I still care about them. I think those are my problems, but they do not
think so. Right, they think it’s not a problem at all. All of my problems are
because I think too much. They say to me, “Why do you have to think so much?”

As a result, because no one recognized his worry as a problem and was reluctant to get

involved in resolving his problems with him, this patient had to face his fan alone.

Finally, the fifth attribute of fan is that the patients had difficulty realizing what

actions they were taking because their brains were blank when they felt fan. Lai-Fu

stated:

If you understand what happens to you and what you are doing, but can't control
your outward behaviors, you will feel sad very much, and feel... Apparently, it’s
my body, but why do I have no ability to control it? When I was in Hospital A, I
knew I shouldn’t hit the glass [in front of the nursing station]. If I beat it, I will be
sent to the seclusion room. Yet, when [I] felt fan, someone kept talking and made
[me] feel very fan, [my] hands would hit him, although [I] understood that [I was]
forbidden to do this. After hitting him, [I] regretted doing that, and again felt very
sad. As a result, [I] felt more fan. Right, [I] wondered why [I] couldn’t control
[my] own body? In fact, when my disease occurred, my mind was very pained
because my outward behaviors were really strange. I also couldn’t figure out
some of my actions. Some actions were what I couldn’t know, and others were
what I had known but couldn’t control. I felt sad very much at that time.

Another patient stated that when he felt fan, he could not tell what he was doing or

what he had done:

For instance, I didn’t know I had taken a shower, so I took the second shower.
Sometimes it also occurred when I brushed my teeth or washed my face. I
repeatedly do the same thing. It’s because I forget... I have a severe forgetting
problem. So, you know I feel more fan than before because I make trouble for
others. How did I come to have this pattern?

These five attributes provide a more comprehensive view of fan in suicidal patients.

In this study, fan refers to some things that were beyond the patients’ expectations that
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they found difficult to describe or handle. While experiencing this, the patients could not

concentrate on their outward circumstances and gradually lost their ability to control their

behavior because they were totally occupied with fan and feared that they could make

another wrong move. As a result, the patients felt sad, were easily agitated, had a loss of

interest in anything surrounding them, could not get to sleep, and had thoughts of

attempting Suicide again.

Antecedents

Some events that occurred prior to fan can be grouped into two categories. One is

related to the patients’ pondering their previous suicide attempts, and the other is their

sociocultural environment. Some patients were bothered by how to explain their suicide

attempts to their family members, friends, colleagues, or neighbors, and others were

bothered by seeing the physical injuries that they had acquired through their suicide

attempts. From this perspective, the patients felt fan because they had to look at their

physical and psychological trauma again and again after their suicide attempts. One

patient stated regretfully that:

I feel that I shouldn’t attempt suicide. I shouldn’t do it. But... although I know
many people will feel sadness and grief if I commit suicide, I just... just didn’t
want to... because at that time, my brain was really... I couldn’t endure it. I
felt... it’s already out of the limits of my endurance. So, I thought I really didn’t
want to feel fan. But, if my suicide was because of this, I think I shouldn’t
attempt suicide.

After his suicide attempt, he not only blamed himself for his attempted suicide, but

also worried about how his friends saw his suicidal behavior:

In the beginning, when someone saw my hands and asked me about it, I just told
them, “I attempted suicide” or “That’s because of my suicide attempts.” “Oh, you
had attempted suicide! Why?” And then kept asking, kept asking. But now,
when someone asks, “What’s the matter with your hands?” I reply, “My head
was out of order.” Then someone says, “Your head was out of order,” and
doesn’t keep asking the same question. I don’t need to tell them many reasons
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either. If I have to explain again and again, I feel fan. Some of my close friends
asked me, “Why did you go to stay in the hospital before?” I just said... simply
pointed to my hands, “Suicide attempt.” They said, “You attempted suicide!”
How to say that? Suddenly, I don’t know how to say that. It’s already nonsense
to me. But for other people, I don’t know how other people see this matter. How
do they see my suicide attempt?

The other predisposing factor resulted from the social environment in which the

patients resided. Some patients worried about their families’ problems, and others were

concerned about their social relationships. After his father died by suicide, one patient

stated that his mother worked harder than before his father’s death and he never felt that

his mother had joy in her life because she was forced to make money for her family.

Although his mother did not complain to him, this patient felt fan because he had quit his

part-time job recently and could not find another one to relieve his mother’s burden. He

thought that he did not lessen his mother’s economic burden and also made trouble for

her after he attempted suicide.

Similarly, another soldier complained of fan because he was the only person in his

family to support his ill mother and younger sister; however, his serving in the military

obstructed his family’s economic resources. In the six months following his first suicide

attempt, he kept talking about death and had attempted suicide by ingesting an overdose,

putting himself in front of a moving car, and repeatedly bumping his head against the

wall. In addition to an economic issue, other family affairs made the patients feel fan.

For instance, one patient stated that his fiancée's attempted suicide made him feel fan:

My fiancée feels unhappy when I hang out with my friends late at night. So, she
doesn’t wish me to go out. She says to me that if I hang out, she is going to
attempt suicide. I feel very unhappy. Although I hang out with my friends in the
evening, I still think of her words. The only thing makes me really feel fan is my
fiancee's threatening me with attempting suicide. I feel very fan. She makes me
feel fan and I keep thinking of it, keep thinking of it.
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A common experience for many patients was that their family members, friends, or

colleagues were unable to recognize the patients’ successes, but picked up easily on their

faults. One patient cried when he addressed his painful experience:

I always feel fan. Also, I feel pain because I always put pressure on myself. I
always feel I have a bunch of pressure. (Crying.) That pressure is very huge.
Students who are one year higher than us do not believe we receive more pressure
than they had. They said they worked harder than we do. I admit they worked
harder than us. Yet, the problem is I have really done my best. I have really done
my best, but why can I not obtain any support?

Another patient related that he felt fan because he had discovered that he had no way

of completing his officers' assignments, but anticipated that he would receive their

critiques later:

Some things can’t be resolved immediately. Like one squad leader called me to
print some documents or send official documents to someone. However, no one
was at his office or the copying machine was broken. How can I get it done
immediately? Where could I make a copy? I was not a copying machine. Yet,
they requested to complete it immediately. So I felt fan.

These antecedents of fan reveal that when the patients found that they were going to

face an embarrassing or frustrating situation, they felt fan and wanted to get rid of it.

Unfortunately, attempting suicide became one of the patients’ choices to get away from

fan.

Consequences

The consequences are the events or incidents that occur as a result of experiencing fan.

“Hiding” and “seeking” were two completely different consequences that the patients

used to move their fan away from their lives. Hiding means the patients used some

strategies, ranging from hiding in the corner to looking for death, to get away from the

crowd and resolve their fan by themselves. They did so because they believed that no

one could understand their fan or that others would feel as sad as they did because their
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emotions were affected by the patients’ fan. Attempting to hide in the hereafter world by

suiciding was one of the methods that the patients used to hide themselves. Lai-Fu

explained why he attempted suicide after he had been bothered by fan:

In the beginning, I felt very fan and my moods were very bad. Finally, I felt as a
human being, why did I have to endure fan? And then, I began to be disgusted
with this person (myself). I didn’t want to be a man. In addition, I felt fearful
about other people, and also disgusted with myself. I truly didn’t want to be a
man, and think it’s better to be an animal. When I felt I didn't want to be a man,
the only method was to resolve (kill) my own life. That’s all. And then I started
searching for a method that could resolve (kill) my own life.

Some patients went to another place where no one recognized them, or no face-to-face

interaction was needed, in order to get away from people as well as their fan. They

moved away from their families, went abroad, quit their jobs, or became extremely

involved in playing make-believe roles in an internet game. For instance, after living in

an intensive parent-child relationship, one patient explained that her wish to leave home

was a way to eliminate the conflict between her and her parents.

Whenever they see me, they just keep nagging at me. They feel fan, and I feel fan
too. While I am looking around at my situation, I just feel they are the same. I
don’t want to stay there anymore. I feel all persons, affairs, and things are the
same. I can’t sense anything special. I feel my life is just like this.

Furthermore, she explained why she needed a space that only belonged to her:

I think every one needs his or her space. When people have to separate, they
definitely need to be separated. It’s better not to get together every day. I think
you can understand what I mean. When people look at each other every day,
sometimes they have a chance to have a few scrapes (conflicts) or something else.
It may burst out quickly. If everyone has a space or a period of time apart, the
friction won’t be so much. When you do not have so many frictions, some
problems will decrease as a matter of course. I think living at my home is like
this. I’m not saying that I want to escape from my family, my parents, my family
relationships, or anything else. I don’t mean that. I only feel that I want to live in
my own way. I don’t want to break up our parent-child relationship. I never have
this idea. I only feel that my personality is probably not suitable to live in a big
family. Perhaps, it’s because we have too many family members. So, I feel
living with them makes me feel fan. If today I move away, perhaps it will benefit
all of us. Yet, I don’t know how my parents will react to it when they hear about
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it. They may feel that after they have raised me to my age, how can I do such a
non-filial idea? Why can I not listen to them, not think about them, but want to
move away from them?

In most circumstances, it was not easy for the patients to find a space where they

could hide themselves when they felt fan. For instance, some patients in the military had

no chance to hide themselves when they felt fan because soldiers were always pushed to

complete a mission together. Therefore, it challenged these patients to find other coping

methods.

“Seeking,” another consequence occurred in the data, means the patients stretched out

their hands to reach for any assistance available after they had experienced fan. Some

patients stated that their friends, relatives, or health care providers helped them eliminate

their fan, and others relied on diaries, alcohol, or illegal drugs. Unexpectedly, both ways

of seeking help had a phenomenon in common - these patients did not search for help

from their nuclear family members. On the contrary, they usually had conflicts in their

nuclear family relationships. Moreover, they depended on the outsiders’ help for

resolving their conflicts. A typical example was Lai-Fu's illustration of how his aunt

improved their nuclear family relationships and also helped him resolve his fan:

[My auntie] treats me as if I am one of her friends while we are discussing my
distress. When she talks about the military, she doesn’t speak like my parents do.
For example, she said, “Of course, you felt very pained while you were in the
military because those senior soldiers always humiliated you.” Yet, how about
my parents? My mom, probably she was not good at speaking to me. She would
impatiently say to me, “You have to endure your suffering.” Blah, blah, and blah.
I had already endured my suffering and got sick after all. In contrast, my auntie
never spoke these words to me. She said, “You really felt pained. You really
want to hit them, don’t you?” After [I] said, “Yes, I do.” Then she said, “But you
dare not to hit them, do you?” Right, [I] dare not to hit them. I feel my auntie is
pretty smart. She is able to speak out all of [my] voices in an invisible way. Hey,
after my voices had been spoken out, I felt much more comfortable. Her methods
are different from those of my parents. When my parents spoke, they always
stood on the opposite side. On the contrary, my auntie stood by [my] side,
thinking the same thing together with [me]. Then [I] slowly dropped [my] hate
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and pain, slowly dropped them. [I] would never feel fan or attempt to commit
suicide again.

However, in some circumstances, the third party’s help came at the wrong time. As

one patient stated:

I asked them where was the psychologist? I had asked them several times, but
they were always perfunctory to me. Sometimes I want to look for a person to
talk with, but they take no notice of my words. Sometimes I feel very fan and
don’t want to say any word, but one nurse comes to see me or other patients come
to See me.

Sometimes, the third person's advice was not what patients really needed. One patient

shared his experiences as follows:

Because I felt very fan, I didn’t know how to deal with it. And then, the only
thing I could do was to make a phone call to ask other people about how to deal
with it. I phoned from this person to that person. I called my friends, “Hey, I feel
very fan now. I am thinking of suicide. What can I do?” I told them, “I felt fan.
I can’t puzzle it out. What can I do?” I asked them, but no one gave me a
specific answer. They just said, “You can’t stay in the bedroom. You have to go
out to attend activities, sort of that.” Everyone spoke to me like this.

When patients found no one to help them, they sought help from things, such as

alcohol, drugs, diaries, or depression-related books, instead of a person. Some patients in

this study revealed that they used wine and narcotic drugs to make them live in a daze, to

º
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sleep, and temporarily to forget their fan. However, they still felt fan after they became

conscious. In addition, these patients dared not tell their family members and health care

providers about their fan as well as the methods they used to decrease it. Consequently,

they got into deeper trouble because they tried to help themselves while pretending

everything was okay.

Some patients wrote down their past and current fan in their diaries. In one patient’s

diary, he stated that his “life voyage notes” became his best friend when he felt that he

was excluded from his peers:
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Papers, I have come back. I bring my body back.
Now I realize that you are the person who I can trust most.
Although you never express any idea, I like this feeling.
Words have different kinds of expression because of different feelings.
These expressions are all given by papers. Thank you.
Tonight, you help me again.
You keep me from feeling lonely.
Thank you.
Tomorrow I still need you.
Please. Thank you.

In addition to having a dialogue with the self through alcohol, drugs, and diaries, some

patients indicated that some books spoke to them about their fan. For instance, Lai-Fu

stated how a book - Keeping Away From Depression - mirrored his mind clearly:

I feel that it’s a good book. Um, as he writes - “If you don’t tell me, how can I
understand you?” The book describes a patient with depression who experienced
a process of sickness. I feel his writing makes sense to me. For example, when
we talk to our parents about... We patients with depression usually feel sort of fan.
When we talk to someone about our fan, he or she may think that we pretend
sickness... It’s hard to describe our suffering. However, that book portrays how
painful it is when we patients get this kind of disease. The author is able to
describe all [my] suffering, right. Sometimes [I] feel fan, but [I] don’t know what
makes [me] feel so fan. However, after reading this book, [I] can understand
what things fan [me]. Right, [I] can understand that [my] fan results from these
things. [I] feel fan because [I] have gotten into a dead end. For example, why I
have to stay in the hospital makes me feel fan. No matter what happens to [me],
[I] feel very fan, and always think in a pessimistic way.

No matter what methods the patients chose to resolve their fan, they all needed time to

digest the impact of their suicide attempts on their lives. After his first suicide attempt,

one patient was hospitalized in three hospitals. He stated that the hospital-based care

only provided him with medication treatment. However, he still felt fan and did not

recognize what he was doing nor how to control his behavior while he was on medication

therapy. He claimed that only his “adjusting” himself was an effective method to recover

from his fan. Yet, while being asked to further describe how he “adjusted” himself, this
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patient stated that he could not figure out how he walked through this process. The only

thing he could understand was that it took time to puzzle out the knots in his mind out.

How the patients helped themselves was as difficult to portray as to explain what fan

was in their lives. Yet, some clues in the patients’ accounts may explain how they

created different thought processes to make better lives for themselves. One patient

indicated how different his perceptions of his fan were before and after he altered his

thinking patterns:

For instance, if I was scolded at work before, I would feel very sad at night. I felt
gloomy when I was being scolded. But now, I won’t. If you scold me, I won’t
have such a bad feeling. I have this kind of tendency. In the past, I used to feel
fan because of little matters. For instance, when I was hospitalized, I felt very fan
because I was only allowed to smoke eight cigarettes one day. The difference is
that I feel that’s fine if I am only allowed to have eight cigarettes in one day now.

Another patient also shared that he felt much better after he had developed a new

perspective on his therapy:

In the beginning, I felt very fan because I felt I was forced to attend activities they
assigned to me. They forced me to get up every morning. They strove to wake
me up to attend the newspaper-reading activity. Later, I feel it’s true that this
activity is benefiting me. I also can understand why they have to conduct tests.
Although sometimes I only paste a rabbit or something else [during the
occupational therapy] and other people think it’s an immature behavior, I discover
my hands are shaking and my movements are slow. Indeed, I am not accustomed
to it, but I try to complete that work. It looks like a kindergarten affair, but helps
me a lot. In group discussion or the newspaper-reading activity, they give me that
kind of courage, So I can actively express my ideas.

Even though they sought health care providers’ help, the patients still felt trapped in a

pessimistic world and also felt fan, helpless, hopeless, and powerless. From this

perspective, if patients did not understand what the care meant to them, they were only

able to comprehend that their bodies were being forced to attend activities that made

them feel more fan and were unable to figure out the goal of their therapeutic activities.

In this study, hiding and seeking were used to find a “space” where the patients had the
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opportunity to transform their negative thoughts into positiveness and start becoming

their own masters again. Why is the “space” important to the patients after they

attempted suicide? Is it related to their sociocultural environment? For further

understanding the patients’ motives, what suicide mean in Taiwan’s Society will be

discussed in the next chapter.
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CHAPTER 6: THE CULTURAL CONTEXT OF
SUICIDE EXPERIENCES

This chapter illustrates how the cultural context influences suicidal patients’ lives

through excerpts from field notes and interviews with the patients, their family members,

friends, and health care providers. What suicide means to people is first articulated to

understand the sociocultural environment in which the participants resided. In these

circumstances, the patients’ and their family members’ explanations of suicide

experiences are described in order to understand what kinds of health services they would

like to have provided. Thus, both the similar and different perspectives that exist among

patients, their families, and friends are described in this chapter.

The Stigma of Suicide

The patients attempted suicide when they felt that their lives were full of pain but they

had no way to change their life styles. Even though suicide was considered only one of

the methods to evade their suffering, these patients still wished to resolve their problems

by committing suicide. A 20-year-old male patient choked back his tears and described

his feeling of ambivalence while he was thinking of suicide:

I always think that committing suicide is just... is a way of keeping away from
something. It’s a way to evade all problems. However, committing suicide may
be the easiest way to resolve problems because it happens in current society very
often. When opening a newspaper, we can easily find news about committing
suicide. Like a few days ago, a taxi driver committed suicide, right. Therefore, I
think... Committing suicide may be the quickest method to evade these affairs or
these problems, the quickest method to evade these problems, right. If my suicide
is successful, I may bring unhappiness to my family and those who are concerned
about me. Yet, their mourning is only a process. Their sorrow is temporary.
After they have forgotten me, they will never feel sad. So, I just feel... So, my
point is that committing suicide may be a kind of evasion.

However, after hearing from her son’s friend about his suicidal ideation, his mother

not only feared that she might lose a child, but also complained that her son's idea was
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very stupid. Similarly, another patient’s parents hurriedly came to visit their son in the

intensive care unit, wiped their tears, held their son’s hands, and said, “Do not take this

stupid action again.” After experiencing his daughter's repeated suicide attempts, a

father worriedly said, “Twenty years later, when I am seventy years old, who will take

care of my daughter?”

In addition, another father told his daughter after she was rescued from drowning in a

river, “How can you bear to let a white-haired person see a black-haired person off?” A

mother told her daughter, after her daughter had jumped from a high building, “You

know you are not the only person who is suffering. All of our family members also feel

pain because of you.” These parents’ accounts reveal their worry, anxiety, anger,

frustration, and fear before or after their children’s suicide attempts. In the following

paragraphs, four cultural beliefs explain why patients and their families endured such

emotional suffering after an attempted suicide.

Suicide is Bu-Hsiao (Non-Filial Piety)

Hsiao is seen as the foundation of all of the virtues in Chinese culture. Chinese

people are taught from childhood by older family members, “Our body, with hair and

skin, is derived from our parents. One should not hurt one’s own body in any situation.

This is the starting point of hsiao.” (Hsiao Ching, Chapter 1: The Starting Point and the

Principles). T # - # - # * * * * x 3 + · F # 34.4% #2-#3 (b. (### #

# BH #) In addition, Chinese children should provide material support for parents,

show their respect to parents, take good care of parents, help parents gain comfort, live

together with parents, keep parents from having anxiety about them, ensure the continuity

of the family line, and bring honor and avoid disgrace to the family name (Ho, 1996;
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Traylor, 1988). For instance, after one patient had attempted to use a pair of scissors to

stab his body, he explained that:

My second elder brother committed suicide by hanging himself when I was a
third year college student. I went back home to stay with my mom. I said to my
mom, “My second elder brother is bu-hsiao.” My mom replied, “He shows the
most bu-hsiao.” From that moment, I feel that my body, my hair, and my skin are
given by my parents, so I can’t damage them. I don’t want to see my mom
suffering in grief again. So I never attempt suicide since my elder brother died.

Because of hsiao, some patients have stated that their living after they attempted

suicide was not for themselves, but for their parents. While being asked whether he

would attempt suicide later, a 25-year-old male patient replied:

In fact, it’s meaningless if my life is too long. So, I plan to live up to the age of
forty five. I postpone it. I still have the idea. I think living up to the age of forty
five or a little longer is enough. I think I will live until my dad... Probably when I
am at my age of forty, my dad may have passed away. Then, my obligation
becomes less. I don’t have to take any responsibility because I am the only
person in the world at that time. After all, he... um, has raised me since I was a
child. If I pass away before he does, I will feel sorry for him. However, if he
passes away first, and then I pass away, people may say, “Ah, he has no way out.”
I can take less responsibility for it.

Suicide Stops Samsara (Unable to Transmigrate the Soul)

Influenced by Buddhism, Chinese people believe that one’s soul passes into a

hereafter life when his current body is dead. However, if one kills oneself, one’s soul

will permanently stay in hell to receive punishment. Thus, when a military guidance

officer discovered that his colleagues had considered suicide, he used to advise them by

saying:

Regarding the transmigration of soul and the repayment to the hereafter life in
Buddhism, committing suicide means you will stay in hell forever and repeatedly
suicide again and again. So, this is not a good choice. Is your problem resolved?
No. Because we can’t see it right now, it seems no problem. However, when you
arrive there, you will repeatedly do the same thing. Why do you need it? A wise
person selects a wise method, but a stupid person chooses a stupid way. To harm
oneself is the worst method.

:
t
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Suicide Will be Inherited

For those people who or whose family members never attempt suicide, a positive

correlation between suicide attempts and a family history of suicide, demonstrated in

previous research, is used to enrich their knowledge. However, for those who have

attempted suicide, this positive correlation is frightening to their family members. An

aunt revealed her worry in a family interview:

He (the patient) had told me that he wanted to see a psychiatrist before, but I
thought it was unnecessary because I only sensed that he had thought too much in
his mind. Additionally, visiting the department of psychiatry is a very infamous
matter. My mama committed suicide by ingesting insecticide and my younger
sister, who is his mother, attempted suicide when she got irritated. So, I am very
anxious whether it’s related to heredity. A doctor told us that this could be passed
down to offspring. So, I started worrying about whether my children will attempt
suicide when they feel frustrated.

Suicide is an “Unstable Bomb”

Many families and friends disclosed that they did not understand the patients’ thought

processes. Although they tried to enter the patient’s mind, they found the door closed to

the patient’s inner world. Therefore, these people felt that the patient was like an

unstable bomb and no one could know when the bomb would explode. One sergeant

vividly described how two suicidal soldiers in his company scared their officers by using

this metaphor:

There are many methods for committing suicide in the troops. Any method is
able to frighten our officers to death. Today this bomb isn't set off, it’s only a
bomb, but any factors can make it set off. Do you need to move it away? Yes,
you have to move it away because you already know it’s a bomb. Wei-Hang told
the company commander, “I’m a bomb.” Do you think they won’t move it away?
Ye-Ling, in fact, is an unexploded bomb (laughing). After it had been fired, it
wasn’t exploded, but it has already scared all the officers. He not only deserted,
but also attempted to commit suicide. Certainly, they want to move this bomb
away. They are displeased as long as this bomb isn’t taken away.
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As a result, colleagues drew away from the patients as much as possible if they did not

need to maintain the connection. Consequently, no one wanted to work with the patients.

One patient stated that she was very frustrated in searching for a new job after she

repeatedly attempted suicide. During each application process, every manager would

phone her former manager to find out why she had left. After detecting that she had a

history of suicide attempts, no one wanted to hire her.

These four cultural beliefs, bu-hsiao, inability to transmigrate the soul, bad inheritance,

and unstable bombs pummeled patients and family members one by one after these

suicide attempts. Patients felt guilty on behalf of their families because they brought

dishonor back home. In contrast, their family members not only felt ashamed of what the

patients had done, but also worried about how to care for the patients as well as other

family members. In this study, both patients and their families tried to cover up any

suicidal events that occurred in their lives because of these cultural beliefs.

Searching for an Acceptable Reason

For detaching the stigma of suicide from their lives, patients and their families tried to

find some acceptable reasons for suicide attempts. Different explanations then led them

to access different healing services in the society. One mother described how she

protected her family from being defamed after her daughter had been rescued from

drowning in a lake:

An older woman came to visit my daughter. I only told her my daughter got a
traffic accident because I was afraid that she would make fun of us. We dare not
let other people know my daughter's condition because we feel ashamed. We had
taken her to all hospitals at Shingchuang and also had gone everywhere to
worship gods. I truly do nothing wrong, but how come she has such a problem?
A fortune teller said that my daughter was not stupid, but I worried whether she
would become a madwoman some day.
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In order to obtain medical and spiritual care, this mother used any available services.

Her goals were to verify that her family did nothing wrong. The following paragraphs

further articulate some of the reasons that patients, their families, and friends used to

explain patients’ suicide attempts and strategies they used to attain their health care

expectations.

We Did Nothing Wrong

Because the stigma of suicide can reveal that some defects exist in a family, family

members try to maintain the illusion of family completeness after the patients have

attempted suicide. In one family interview, both parents held on to this image by

insisting that their son was a good boy and the way he was raised and educated in their

family was good:

His doctor said to us that we have to admit the fact, but the truth is that he is fine.
We hadn’t beaten or scolded him since his childhood. He always asks his mother
before he does any thing and never stays outside overnight. If he plans to come
back later, he will make a phone call to tell us. Additionally, he never lies to us
and never takes our money behind our back either. His character is extroverted,
very popular, very easygoing, and very enthusiastic. He went to donate his blood,
his money, and his bone marrow. All of our neighbors say he is a good boy.
Does he look like he is depressed? I feel strange, and can't accept it. It’s
impossible for him to have such a thing. I am going to ask his doctor to allow
him to return home. We will spend three days showing our family’s love for him.
If this method doesn’t work, we will take him back and let him receive treatment.

As a result to trying to maintain this illusion, patients were usually taken back home

soon after their physical condition became stable. In addition, when the psychiatrist

informed the family that a patient needed to receive psychiatric treatment due to suicide

attempts, family members usually expressed difficulty in accepting this suggestion. A

74-year-old elderly woman who lived alone was sent to the emergency room because of

her strong ideation of suicide. When her three highly educated daughters heard that their

mother had agreed to stay on an inpatient psychiatric ward, one daughter started crying
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and proclaiming that her mother was not mentally ill; another angrily told to the

psychiatrist that she would not allow her mother to enter the psychiatric ward; and the

third went to persuade her mother to change her mind. In order to protect the family

reputation, most patients stopped receiving any health care after they left the hospital.

It is an Ill Luck

In Chinese culture, people like to use fate or destiny to explain their lives, particularly

when they encounter problems that are unexpected. People believe that everyone can

transform bad luck to good luck if they please gods. In this study, some family members

went to temples to seek help because they believed that the patients’ suicide attempts errº"º

were associated with the patients’ or their families' ill luck. One mother explained the ****

cause of her son’s suicide attempts: º

I am worried about whether he has been blasted by too much yin stuff. My friend gº

also felt he didn’t look well. After he got off an airplane, I took him to worship at ~5
the temple of a City God at Sungshan. I also took him there last weekend. I have
begged for a charm to give him to wear. Afterwards, I took his birthday and birth
hour to the temple priest. The temple priest told me, “This boy likes foolish ideas, -:
and usually thinks toward bad aspects.” He also said, “This child’s prime spirit is -:
out of his body now. So, he can’t concentrate. He has to come to the temple very ...”
often because his fate is closely related to the Buddha.” º

º:

After identifying that their ill luck caused their suicide attempts, people approached

folk therapy to eliminate their ill luck as well as the stigma of suicide. One father

described how folk therapy worked effectively for his son’s healing process:

As you can see, a stamp is sealed on his clothes and one of his long-sleeve
undershirts also has a charm. We brought his clothes to the temple and told the
temple priest that he couldn’t sleep well and had a bad temper. The priest said
that he might be attached to that kind of thing (a ghost) and might be followed by
that kind of unclean thing (a ghost). Now he looks much better and has a good
facial complexion. In the past, he had a pale face and was unhappy, and even
refused to talk to my wife and me. Now he has better facial expression and is
willing to listen to our words.
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It is a Kan-Huo (Hot Energy) Problem

Kan-huo means an excess of huo-qi (hot energy) in the liver. Chinese people believe

that if one is upset, one’s emotional state may affect his or her liver. Or, if one’s liver is

not well, he or she may have emotional disturbance. Therefore, a liver problem is

sometimes seen as an excuse for emotional disturbance. While being asked if anyone had

attempted suicide before, one patient’s youngest sister said, “My family told me that my

father died because of his liver disease instead of his committing suicide by ingesting

pesticides when I was a child.”

In addition, if people believe that their livers are the cause of sickness, they will use

Chinese medicines to cure their livers. One mother explained why she used herbs to help

her son and her daughter recover from suicide attempts:

I use the same method to help him as I had used to look after my little daughter
before. He can’t sleep well due to too much huo-qi. I use some herbs to
eliminate his kan-huo. Both his kidney and his liver are not good, so that he has
too much huo-qi. My grandma worked as a shaman in the past and taught me
how to use herbs. I give him herbs in the morning and evening. Now he sleeps
well. The problem is just his bad liver. When he has too much kan-huo, he has
no way to get to sleep. In another half a year, his liver will be cured.

Another patient further related that an unhealthy body would never have a healthy

mind, so he went to seek a Chinese doctor’s help:

I believe that body can affect mental status. Although body and mind can affect
each other, I want to treat my body first. I believe in Chinese medicine more than
Western medicine. Although Western medicine can get instant results, only
Chinese medicine can cure the causes of disease. So, I plan to spend half a year
receiving Chinese medicine. If this treatment is ineffective, I will abandon it.
During this half a year, I will still go to the psychiatric outpatient clinic, but I
won’t take any Western medicines while I am taking Chinese medicines. I don’t
think it’s a good idea to take two kinds of medicines together because they may
cause additional effects. I never tell my psychiatrist that I prefer to receive
treatment from Chinese medicines.
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No matter what medicines patients believed in, most patients revealed that the reason

that they followed up at the psychiatric outpatient clinic was to maintain their

relationships with their psychiatrists, but not to take any medicines that their psychiatrists

prescribed for them. Most of their family members also advised them not to take

Western medicines because people believed that there was no way to cure mind disease

and these Western medicines would damage patients’ bodies.

It is not a True Suicide

No matter what methods they used to attempt suicide, some patients, their families,

and friends claimed that patients did not attempt to commit suicide. After taking more

than 40 tablets of anti-anxiety medicines and flu drugs, a 21-year-old soldier, Jia-An,

insisted that his action was an “unconscious” behavior:

From other people's point of view, I am regarded as a person who attempts suicide.
However, I didn’t have that kind of ideation. I never think of committing suicide
or ending my life because I have no reason to do it. I don’t know the reason [why
I had attempted suicide] either. Like I took medicine that day, my action was that
kind of... I was in a blurred state. I felt my brain was a little overwhelmed at that
time, right. As I remember, I took this action, but I didn’t stop it. I didn’t want to
stop it at that time. It seemed that I had no ability to stop it.

The military functions like a family in some aspects, as such suicide attempts can also

be seen to bring dishonor to a troop. Thus, some officers tried to cover up suicide events

to protect themselves from punishment. After one sergeant, who had taken an overdose

of antidepressant medicines with liquor, was sent to the emergency room, his company

commander asserted that this sergeant wished to use more medicine to recover from his

depression quicker, but not to attempt suicide. Another military officer described how he

differentiated a true from a false suicide:

Some of them used aluminium can lids to cut their wrists and left several lines on
their wrists. I feel that this kind of person should be locked up because these
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persons have already made trouble for our management. If someone really wants
to die, he can lie on the ground to let a military car run over him.

If there were no obvious physical injuries, their colleagues were convinced that

patients looked “normal” and were only pretending to be sick after the patients returned

to the army. One of Jia-An's officers disclosed his perplexity:

He [Jia-An] is normal, similar to ordinary people. He is able to go anywhere, and
doesn’t have any... How to describe it? He isn’t handicapped... A physical
handicapped person has no ability to control his actions. Yet, he, in fact, is able to
do anything. He can do it. However, he keeps saying that he is gloomy and has
headaches. Therefore, I start suspecting, “am I being cheated?” His behavior is
testing the limits of my endurance.

After returning to the army without a diagnosis of a major psychotic disease, military

patients were threatened that they would be punished by the military law because they

intentionally harmed themselves. Thus, these patients not only had to face their chaotic

lives but also this secondary traumatic experience during the healing process. Similarly,

family members requested that the patients to go back to their former lives because

family members did not count the patients’ behaviors as suicide attempts. Consequently,

family members were running out of patience with the patients’ talking about their

suffering. One patient related why she felt pain when her family ignored her worry about

her boyfriend’s breaking the law:

My family members didn’t know how to help me, but only felt my problem was
ordinary. Basically, they didn’t think it was a problem or would make me feel sad.
So, they kept telling me that I didn’t need to worry about him and someone would
resolve it as a matter of course. But, the problem was that I couldn’t go to see
him and no one told me about his condition. Therefore, I hid that kind of pressure
in my mind. It became a kind of burden. I needed help, but my family felt that it
didn't matter and didn’t want to listen to me. They also questioned why I had to
worry about that boy and why I had to be a fool.

One patient’s partner, looking from the other side, stated that he was tired of hearing

his boyfriend’s complaints:
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The most difficult thing I can’t forgive is that he puts pressure on himself. As he
finds a method to relieve his pressure, he will resolve his depression and have the
ability to overcome those problems. However, today he is a normal person, why
does he have to visit the Department of Psychiatry? Since his stay in the hospital,
he feels someone following behind him and wants to kill him, so that he feels very
frightened. I say to him, “You think too much. Is it because you have lived there
too long?” Then he feels that I’m not willing to listen to his speech. I wish our
conversations would focus on our business, but not about some other patients’
affairs. He says those patients are also his friends, but why do I have to hear their
affairs? He feels that I don’t want to understand him. Yet, I feel that he is no
longer the person who I am acquainted with. I wish he would never look like a
sick person.

Although patients felt difficulty in dealing with their lived problems, their family

members and friends were convinced that patients made problems to disturb themselves.

On the other hand, patients thought that they were able to take responsibility for

themselves, but their family members and friends disbelieved that they had the ability to

do so. Hence, after patients had returned to the community, most of their family

members and colleagues escorted them everywhere because they feared that the patients

might become unstable bombs and make another suicide attempt and, subsequently,

patients felt that they lived like prisoners. One patient stated that her family always made

decisions for her, including who took care of her daughter, with whom she lived, and

where to work. If she objected to her family’s arrangements, her family members would

threaten to take her to the hospital.

From this perspective, no matter how they defined suicide, patients, their families, and

friends had similar treatment expectations in some aspects, such as not taking

psychotropic medicines, but had different expectations in other aspects, such as arranging

the patients’ lives during the healing process. Were their health professionals able to

provide the patients and their families with the care that met their expectations? The
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CHAPTER 7: THE NATURE OF HEALTH
CARE SERVICES IN A HOSPITAL

This chapter illustrates the perspectives from the health care providers in one regional

teaching hospital, “Hospital B” in Lai-Fu's story, which was the main setting of my field

research. The health care this hospital provided for patients, their families, and friends,

and how the psychiatric team members in this hospital assessed the patients’ suicide

attempts will be explored to describe how health care providers used their understanding

to care for patients and their families.

Post-Suicide Interventions in Five Settings

Most patients were sent to the hospital by their family members or friends after they

had attempted suicide. The emergency room (ER), outpatient clinics, the intensive care

unit (ICU), medical-surgical wards, and the inpatient psychiatric ward were the five main

settings in which the patients, their families, and friends received care in this hospital.

This section describes what kinds of treatment were provided and how the hospital’s

health care providers helped the patients and their families.

According to the standard of triage screening used in the ER of this hospital, suicidal

patients were categorized as the third level of emergency out of four levels. However,

both doctors and nurses in the ER stated that they used to group patents according to the

severity of patients’ physical condition. For instance, most suicidal patients were awake

when they arrived at the ER, but the intervention depended on the methods used and the

time since the patients had initiated suicidal actions. In some circumstances, it took time

to deal with the patient’s and/or the family’s unstable emotional state. Therefore, if

doctors and nurses assessed that the patient did not have an immediate life-threatening

95



problem, they would provide care for him or her after they had taken care of other

patients in the ER.

If the ER doctors determined that the patient’s physical condition was acutely unstable,

they would send the patient to the intensive care unit (ICU), the operating room, or

medical-surgical wards after they had provided emergency treatment. If the ER doctors

trained in the Departments of Medicine or Surgery felt sure about what medicines the

patient had taken and how large the dose had been used, or that the patient had no major

physical injuries, they would discharge the patient after he or she had received emergency

treatment. According to these doctors’ past experiences, psychiatrists did not take over

the case of suicidal patients, so that they seldom consulted psychiatrists. In addition,

because there was no indication for patients to stay on a medical or surgical ward, they

sent patients back home after they became conscious.

In contrast, the ER doctors trained by the Department of Family Medicine thought that

it was better to intensively observe the patient in the hospital for three days. According

to the ER nurses, these doctors liked to interview the patient to understand his or her

problems before the psychiatrists visited the patient. In addition, although the

psychiatrists might not take over the patient’s care, these ER doctors would consult

psychiatrists after the patient’s condition became stable. However, they usually found

that it was difficult to get a bed for a suicidal patient in the hospital.

When the patient arrived at the ER, nurses would take vital signs and insert an

intravenous infusion line before the physicians saw the patient. Most patients refused to

say much when they were sent to the ER, and nurses had a limited amount of time to

explore what had happened because two to three nurses had to take turns to care for all

patients in the ER. Nevertheless, some nurses tried to find time to talk to the patients
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after they had completed their routine work. However, a patient’s repeated suicide

attempts often made them feel frustrated. One ER nurse choked back her tears and said:

It’s not exactly that all patients repeatedly come back here, but this case has been
in my hands twice. When she arrived here the first time, she was clear. I spent a
little time talking with her. Because I was not busy at that time, I could chat with
her. We talked a lot. I never anticipated that her condition was very critical when
she was sent here the second time. It makes me feel very sad. (Crying) Um, I
feel very sad, really very sad. Also, I feel very frustrated. I think that I have
already spent lots of time and energy talking with you, why do you come back
again? I feel powerless. I feel pain, real pain.

Before a suicidal patient was sent to a medical-surgical ward, an ER nurse would call

the medical-surgical nurse to hand over the patient, discuss his or her condition, and

explain the reason for taking suicide precautions. After the patient arrived at the medical

surgical ward, a nurse took the patient’s temperature, pulse, and blood pressure and then

asked, “Why are you being admitted to the hospital?” After taking the patient’s vital

signs, the nurse asked the patient and his or her family about the patient’s history of

hospitalization, hypertension, diabetes, and allergy. Medical-Surgical nurses always

focused on the checklist in their hands and made no eye contact with the patients and the

family while taking the history. After having made sure who would stay in the hospital

to accompany the patient, the nurse left for the nursing station.

Medical-surgical nurses would hand over the patient to the next shift next to patients’

beds. Both shift nurses together checked on the patient’s intravenous lines, infusion drips,

and/or other machines surrounding the patients, but no one greeted the patients. One day

shift nurse asked one evening shift nurse, “Do you know why she (a patient who was

rescued from drowning in a river) came to our hospital?” The day shift nurse then

showed this patient’s nursing record to the evening shift nurse and said, “You need to
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read her record. She needs someone to stay with her. Right now she is accompanied by

her little daughter (who is six years old).”

While being asked how she provided health care for suicidal patients and their family

members, a medical ward nurse stated, “I don’t feel any difficulty in caring for suicidal

patients here because we only have to change their intravenous infusion bottles and

provide them with medicines. We don’t need to give them mental support like

psychiatric nurses do.”

If the patients were sent to the ICU, their family members were only allowed to visit

them during a prescribed visiting time, three times a day and 30 minutes each time.

Compared to other patients, most suicidal patients were conscious and able to

communicate with health care providers. Thus, suicidal patients spent lots of time

watching other patients and what care nurses provided for the other patients while they

were in the ICU.

In addition to magazines and newspapers, the ICU nurses would give suicidal patients

their advice, “All other patients staying here are striving to save their lives, so don’t think

of suicide again. You have to continue your life like they do.” If a suicidal patient was

uncooperative, such as getting out of a bed without a nurse’s permission, the ICU nurses

complained and said, “It’s better to leave the bed for a patient who really wants to survive,

not one seeks death.”

Physicians and surgeons usually checked on patients’ laboratory data and other test

reports when they made rounds on the intensive care unit and medical-surgical wards. If

they found any abnormal data, they would prescribe treatment. They only consulted

psychiatrists when they had difficulty in managing a patient’s agitated behavior or
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psychiatric symptoms. On average, they discharged suicidal patients from the hospital

after the patients had been hospitalized for two to four days.

The patients visited psychiatric outpatient clinics before or after they attempted

suicide. Psychiatric outpatient clinics in this hospital were located between the

neurological and gastro-intestinal clinics in the Outpatient Department. Every clinic

room was semi-open. A nurse or a nurse aide was in charge of both psychiatric and

neurological clinics at the same time. An aisle linked all clinics, so that doctors and

nurses easily accessed every clinic room. Of course, everyone was able to hear

conversations from neighboring clinic rooms.

After determining who had accompanied the patient to the clinic, the psychiatrist

would take a history. Routinely, the psychiatrist asked all patients why they came to the

psychiatric outpatient clinic, whether they had visited other psychiatric outpatient clinics

before, what happened before they attempted suicide, what methods were used, what the

consequences were after they attempted suicide, and whether there was a history of

suicide or mental illness in their families. The psychiatrist then assessed the patient’s

mood, appetite, sleep patterns, attention, performance, hallucinations, and delusions. In

addition, the psychiatrist asked people accompanying the patient to the clinic about their

perception of the patient’s condition. At the end of the interview, the psychiatrist asked

the patient and anyone accompanying him or her about their treatment expectations.

During follow-up visits, the psychiatrist usually asked the patients about their

perceptions of their health, how they felt after they took the medicine, whether they felt

pressure, and how they dealt with their stress. In addition, the psychiatrist assessed the

patient’s appetite, sleep patterns, attention, and performance. Similarly, psychiatrists
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asked those who accompanied the patient to the clinic about the patient’s condition since

the last visit.

There were two psychiatrists, Dr. Cheng and Dr. Yang, at this hospital. One had

practiced psychiatry for eleven years, and the other for five. One received his psychiatric

specialty training in both military and veteran general hospitals, and the other at a

medical center and a psychiatric institute. These different backgrounds led them to use

different approaches in helping suicidal patients. The following example illustrates this

difference.

A soldier took an overdose of antidepressant and anti-anxiety medicine after he had

cut his left wrist two weeks earlier. He was seen in Dr. Yang's clinic the day before he

went to visit Dr. Cheng. Yet, he got two different impressions and also received different

treatment. After assessing this patient, Dr. Yang assumed that the soldier had an

adjustment disorder, and explained his judgment and treatment principles this way:

I intentionally set limits with this patient because I feel that he has no reason to
seek death. I think this line is very clear, and which side he wants to stand on is
up to him. If he stands on the same side as I do, I can help him. If he crosses the
line to attempt suicide again, I will never help him. In particular, he seems to
have a borderline’ flavor. I fear that if he will bring trouble to me someday.
Recently, I have been writing a project to follow those patients who have
difficulty in telling what disease they have, not schizo (schizophrenia), not
anything else. They don’t need to serve in the army after we issue certificates to
them. Perhaps, they will recover by themselves. But, after several years, if they
are under the stress again, will they break down? It’s hard to say.

This patient was later diagnosed with a major depression with psychotic features and

was admitted to the inpatient psychiatric ward soon after he visited Dr. Cheng's clinic.

Dr. Cheng explained his considerations in the morning meeting the next day:

He attempted to commit suicide twice. In fact, he doesn’t want to seek death, but
always has an idea - “Death is better than living in the current life.” While

'Underlined words denote that participants were speaking in English.
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attempting to commit suicide, he thought of his family. He felt pain because he
couldn’t control himself. He cut his left wrist pretty deeply. He had already cut
his arteries and veins. That means he has made up his mind to commit suicide.
He probably has no way to adjust well in the army. In addition to suicide, I also
discover that he has had auditory hallucinations for one to two weeks. He hears
someone calling him to die. Currently, he is depressed. It’s better to consider
whether or not he has an underlying schizo disease. He has attempted to commit
suicide twice in two weeks, so that it’s inappropriate to let him stay in the troops.
We have to pay attention to this patient on our ward.

When patients arrived on the inpatient psychiatric ward, a nurse or a nurse aide

examined their bags before they entered the ward. Dangerous things, such as knifes,

scissors, belts, lighters, matchboxes, glass, and razors, were taken away. In addition,

cigarettes were stored at the nursing station. Meanwhile, the patient’s family had to

complete a form for voluntary admission to a psychiatric ward. After a nurse explained

psychiatric ward regulations to patients and their families, a nurse or a nurse aide led

patients to their rooms and asked them to put on patient gowns.

Some nurses interviewed the patients, their family members, or colleagues together,

but others interviewed the family or colleagues before they interviewed the patients. Like

nurses on medical-surgical wards, psychiatric nurses asked the patients or family

members questions using a checklist. If the patients or family members brought up an

issue not mentioned in the checklist, the nurses would ask them to respond only to the

questions. The major differences between nursing specialties were that the psychiatric

nurse performed the admission assessment in an interview room, while the medical

surgical nurse did this beside the patient’s bed; the psychiatric nurse spent 30 to 60

minutes in trying to understand the patient’s problems, but the medical-surgical nurse

took 5 to 10 minutes; the psychiatric nurse focused on the mental status assessment,

while the medical-surgical nurse concentrated on a history of physical illness.
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After obtaining the patient’s demographic data and a family tree, the nurse began the

physical assessment by asking the patient about his or her sleep patterns, appetite,

urination and excretion patterns, Smoking patterns, alcohol use history, and sexual desire.

Most patients were shocked when they were asked about their sexual desire. The nurse

then asked the patient about his or her life events, stressors, and coping methods. After a

chronological history of mental illness and suicide was taken, the nurse assessed the

patient’s judgment, orientation, memory, abstract ability, and calculating ability. At the

end of the initial interview, the nurse asked the patient how he/she explained his/her

disease and whether he/she would cooperate with health care providers during this

admission.

As an observer of two psychiatric nursing interviews, one patient’s colleague

expressed his point of view:

After experiencing two colleagues’ admissions on this ward, I think what the
nurses ask seems very routine, very direct. Perhaps, they want to collect general
data. Yet, because I am not one of their family members, it sounds like they just
want to gain general information. However, when the patient’s parents come here,
they need professional interventions. They expect to receive answers after they
ask questions. After all, their parents worry about patients’ condition. Yet,
nurses only ask some routine questions, but do not professionally deal with the
family’s emotions. When their families feel anxious, nurses do not give them
useful help to calm them down immediately. That’s not very good, is it?

All patients on this inpatient ward were invited to attend newspaper-reading and

outdoor activities in the morning, recreational therapy and gardening activities in the

afternoon, and TV news-watching in the evening. After the psychiatric team members

had assessed them, the patients were recruited to attend the handicraft activity, led by the

occupational therapist and volunteers, and group therapy, led by the psychologist, the

occupational therapist, the social worker, or nurses.

*
tº a

-º-º-º:

102



Family members were usually invited to participate in the patients’ treatments. If a

patient came from the army, his colleagues were also invited to participate in the patient’s

care. If the social worker was the therapist during family interviews, she tended to focus

on understanding the patient’s family structure, their communication patterns, who the

significant other was, whether the patient’s stories were real or delusions, how family

members or colleagues explained the patient’s illness, and how family members reacted

to the patient’s hospitalization.

In addition, the social worker spent a little time helping family members or colleagues

understand how health care providers took care of the patient during his or her |

hospitalization and provided them with available social resources. At the end of the

family interview, the social worker usually asked what family members sº during

the patient’s hospitalization. After discussion with patients’ attending physicians, some

patients and their family members were invited to attend family therapy.

In family interviews or family therapy, the social worker often supported family

members by frequently saying, “Fortunately, she has your company.” “You are so

incredible that you have taken care of him for a long time.” “You really love her.” When

facing a patient’s repeated suicide attempts, the social worker tried to help family

members relieve their burdens of caring for patients by saying, “You have already done

your best to take care of your child. If she commits suicide one day, it won’t be your

fault.”

If family therapy was led by the psychiatrists, they focused on explaining the patient’s

diagnosed disease, the prognosis, how long the patient would stay in the hospital, and

why the patient had to take psychotropic medicines. The psychiatrist also used these

meetings to inform both the family and colleagues whether a military patient had fulfilled
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the criteria for applying for an early discharge. On hearing that the patient was able to

apply for an early discharge, the officers often expressed relief. Contrarily, most officers

were stunned when they heard that the patient was being discharged back to the troops

and started worrying that the patient could attempt suicide again.

After holding a meeting with family and colleagues, one psychiatrist used a metaphor

to describe what he had sensed was a guidance officer's anxiety, “The patient is just like

a person who is crazy for speeding. It’s very difficult to ask him not to speed. This is his

personality problem. So, I feel sorry for his troop.” The social worker also said, “I feel

those guidance officers are to be pitied because they are forced to face all the adolescent

problems in our society. Suicide is one of today’s adolescent problems, but those

guidance officers haven’t received any relevant education to face young people from all

over the society. In addition, some parents are convinced that serving in the army is the

best way to make their sons responsible for themselves. So, those parents are expecting

their sons’ problematic behaviors to be corrected through serving in the army.”

From this perspective, the health care providers regarded patients’ suicide attempts

differently from the viewpoints of the patients, families, and friends, although all

participants lived in the same macro sociocultural environment. In order to further

understand what mental health care was provided for the patients and their families, the

next section describes psychiatric care in the hospital.

Psychiatric Subculture

The morning meeting was held between 8AM and 9AM, Monday to Saturday, in the

psychiatric conference room. Members of the five disciplines in the psychiatric team met

together to exchange information in order to better understand patients and their families,

share their experiences, and modify each patient’s treatment protocol. First, nurses
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reported the histories of patients who were admitted during the past 24 hours, and these

patients’ attending psychiatrists then explained the reasons why these patients needed

hospitalization. After discussing all new patients’ conditions, nurses then reported on the

condition of the rest of the patients during the last 24 hours in order of their bed numbers.

The content of the nursing reports in regard to patients with suicidal behaviors

included describing whether they had suicidal ideation, had attempted suicide, their

appearance, mood states, attitudes, speech, attention, activity, and sleep patterns, how

well they ate, whether they complied with taking their medicines, how they interacted

with other patients and their families, whether they had hallucinations or delusions, what

nursing interventions were provided for patients and their families, and the responses to

the interventions. Nurses also reported on patients’ physical conditions, laboratory data,

other test reports, and other disciplines’ consultation reports. Generally, if a patient had

had no suicidal ideation, the nurse simply reported the patient’s condition as “nothing

special.”

After the nurse’s report, other team members added their observations from their own

perspectives. The psychiatrists sometimes shared something that happened while they

were interacting with the patients or family, and at other times talked about the patients’

diagnoses. The psychologist usually reported on the patients’ intelligence quotient (IQ)

scores and/or personality test results, and the social worker described what the patients’

family members or colleagues had told her in family interviews. The occupational

therapist was the quietest person at the meeting and only reported the patients’ conditions

after the psychiatrists requested his observations during occupational therapy or

recreational activities.
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As team leaders, the psychiatrists assigned different tasks to different disciplines

during their meeting. In addition, how the psychiatric team approached patients was

affected by how the psychiatrists regarded patients’ suicidal behaviors. For instance,

after one patient was admitted after ingesting 150 tablets of sedatives, his psychiatrist

stated that this patient just took more tablets than was prescribed and his behavior was

not called a suicide attempt. Consequently, no other members reported whether this

patient had an idea of suicide in their later meetings, and neither did his medical records.

From this perspective, understanding what factors influenced psychiatrists’

explanations of suicide is very important. Five dimensions describe how the psychiatrists

and their team members in this hospital categorized the patients with suicidal behaviors

and what care they provided for the patients and their family members based on their

understanding: psychotic symptoms, low IQ, lethal methods, a need for a second opinion,

and educational level.

A Psychotic Symptom

The psychiatrists spent a lot of time deciding on a diagnosis for a patient with suicide

related behaviors during their morning meetings. A patient often came in with different

diagnoses if he or she had visited different psychiatrists in different hospitals. One

psychiatrist stated:

This patient was diagnosed with Schizo at Hospital E, depression at Hospital F,
and borderline personality disorder at our hospital. Three doctors make three
different diagnoses. Her family members also feel confused.

When the psychiatrists discussed a patient with suicide-related behaviors, they

differentiated between the patient with psychotic problems and the patient with

personality problems. The psychiatrists were convinced that the patients had a high

tendency to commit suicide if they had psychotic symptoms, but they did not feel the
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same about patients with personality problems. For instance, a patient tended to suicide

because he or she obeyed a voice commanding him or her to take a suicidal action.

Hence, the psychiatrists would use such symptoms to emphasize to the other team

members the importance of watching these patients.

One patient was accompanied by his friend to Hospital C and got a diagnosis of major

depression after he had attempted to jump from a high building. He was admitted to the

inpatient psychiatric ward in this hospital because no bed was available for him at

Hospital C. His psychiatrist related how he regarded this patient in the morning meeting:

His hospitalization is because he attempted suicide. Yet, I don’t know whether
his suicide is true or not, but he does have impulsive behaviors. For two weeks,
he can’t help crying. He had depressive symptoms when he was a senior high
school student. But, he isn't a patient with major depression. He seems to have
emotional disturbance, but I still can’t make sure... He thinks of death, and has
impulsive behaviors. It’s necessary to see whether or not he has psychosis.
Anyway, taking precautions against his suicide attempt for several days is needed.

After the psychiatrists had made sure that the patients’ suicide attempts were caused

by their psychotic symptoms, they prescribed psychotropic medicines to eliminate their

hallucinations or delusions, requested that the patients stay in the hospital, and also issued

to soldiers certificates of early discharge from the military. On the other hand, if the

patients’ suicide attempts were not related to their psychotic symptoms, the psychiatrists

would tend to categorize them as patients with personality problems, particularly those

who had repeatedly attempted suicide. One psychiatrist described what he had called a

typical patient with borderline personality disorder as follows:

She thinks of death, and asks why she has to live in the world. She feels hostile
towards all workers who are taking care of her. She has negative thoughts and
changing mood. Her attempts to harm herself are to call our attention to her.
Even though she may not die outside, she will make lots of trouble. She has had
no stable interpersonal relationship since her childhood. She must have
personality problems. When interacting with her, we must take precautions
because she will easily kick us out.
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For those who had been categorized as having personality problems, the psychiatric

team members were convinced that these patients would try to manipulate the health care

providers and usually were looking for a secondary gain. In addition, they thought that

hospitalization of these patients only brought trouble to the health care providers.

Therefore, the psychiatric team members always used the morning meetings as an

opportunity for emotional catharsis while they were caring for these patients. At the end

of one case discussion, one psychiatrist set a goal for his team members in caring for a

female patient:

This is her personality problem. Do we need to actively manage her problem?
No. It takes time to fight with her. We accept that her emotions are up and down.
She definitely will leave home and make trouble. If so, she is revealing her
double messages to us. Do we need to pull her back? There is no absolute
answer. If we give her empathy at an appropriate time, her borderline personality
can be dealt with. Therefore, it takes time to observe and build rapport. Besides,
it’s impossible for only one person to handle her problems. It’s a whole team's
work.

This goal seemed appropriate, but was difficult for health care providers to attain. In

family therapy, her psychiatrist used a metaphor to tell her parents:

Her depression is not serious, although she had a history of major depression in
the past. But, I worry about whether she is a patient with manic depressive
disorder, even personality disorder. Medicines can help to control her emotions,
but you still have to set the limits. Besides, I have to tell you that this disease is
not easy to cure, and this is the most difficult disease to cure in psychiatry. She is
like tracks that have already been built, but when the train comes, it runs off the
tracks. The only thing we can do is to repair the tracks slowly because we have
no way to take tracks apart and then rebuild them again.

In some cases, the psychiatrists told the family or colleagues that suicidal behaviors

were the patients’ own problems, and the patients might repeatedly attempt suicide after

their hospitalization. In addition, the psychiatrists stated that making a diagnosis and/or a

decision about the patient’s military services was the only thing(s) they could help with
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because there was no specific medicine to treat these patients who had personality

problems.

After one patient repeatedly expressed his ideas of suicide to the health care providers

and had cut more than 100 lines on his body, his psychiatrist told him, “If you cut one

more line, you must leave the hospital immediately because we have nothing to discuss.”

After his psychiatrist left, this patient angrily said, “The doctor is always talking

nonsense. He never cares for me. When he goes around the ward, he always talked with

my neighbors, but not me. He doesn’t want to understand me, but only thinks I am

pretending sickness.” However, he had no way to go against his psychiatrist's decision

because of the unequal power relationship between them. One patient described this

relationship as follows:

Today, a group of people who assume they are normal lock up another group who
are in the minority or abnormal, and then label them as “the mentally ill.” These
doctors keep saying to [abnormal persons], “You’re sick. You have a disease.”
[Abnormal persons] are forced to accept that they must have a disease. Because
[abnormal persons] are in the minority and have less self-confidence, they admit,
“Right, we’re sick. We have a disease.” Yet, if these people become dominant,
and normal persons become the minority, they also can say, “You’re sick. You
have a disease.” From this perspective, normal persons become abnormal and
mad persons become normal. This is a relative relationship. I feel this
relationship about those who are dominant and who are the minority.

A Low IQ

If psychiatrists were not able to diagnose either a psychosis or a personality problem,

they would consider whether patients had an intelligence problem. A psychiatrist said:

Her chief complaint is severe headache. She has visited at her neighborhood ER
in Taoyuan several times. When she can’t endure pain, she goes to cut her wrists
and takes what medicines she has in front of her. Her confusion was because she
took an overdose of sedatives. The methods she uses to cope with her discomfort
are very bizarre. For instance, she took a knife to stab her belly and jumped from
a moving car. In the last six months, her husband ran away because his business
failed. Besides, her mother's operation is not successful. But when I ask her if
she feels pressure, she says, “No.” Obviously, it’s related to her stress-coping
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patterns. She is not a patient with schizophrenia. Yet, two days ago, she didn’t
wear her pants when she went from the restroom to her bed. She has disturbing
behaviors. So, she may have an underlying mental retardation.

According to the psychologist, although patients might have schizophrenia or major

depression, psychiatrists tended to diagnose patients with mental retardation rather than

other diseases because an intelligence quotient score was used as evidence to help

psychiatrists resolve their puzzles. However, one patient who was diagnosed with

borderline mental retardation had a different perspective:

After being diagnosed with mental retardation, I began imagining how happy I
would be when I received the certificate of early discharge from the military. But
I didn’t have a feeling of happiness. When I went to the Division of Military
Service to take my certificate, all soldiers were being early discharged because of
their physical injuries except for me. I feel very sad because I suddenly discover
that I’m a person with mental retardation. So, I fear to let other people know the
reason I left the military because mental retardation is equal to mentally retarded.
We used to laugh at other people, “You are the mentally retarded.” “The mentally
retarded” or “A-da” sort of that. Yet, now I have become a mentally retarded. I
think the reason that I prefer to visit the psychiatric clinic in this hospital is
because my diagnosis is neurotic depression on my medical records, unlike
mental retardation in Hospital C.

A Highly Lethal Method

Jumping from a high building was thought of as a highly lethal suicide method by the

psychiatric team, but ingesting an overdose of drugs and cutting wrists were not. In a

session of continuing education, one psychiatrist explained why jumping was risky after

the nursing student, in responding to his question, answered that inhaling gas was the

most common method of committing suicide in Taiwan:

Because of urbanization, there are lots of high buildings. Jumping from a high
building is the most common method of committing suicide in Taiwan.
According to a TV news report, more than thirty people have committed suicide
by jumping from the same building because there is no property manager at this
building. If a patient attempts suicide by jumping from a building, we should deal
with it immediately because it’s a highly lethal method.
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When a patient was admitted to the inpatient psychiatric ward after an attempt to jump

from a high building, psychiatrists always repeated the above speech and requested all

team members to keep an eye on this patient. In contrast, if a patient took an overdose,

the psychiatrists were convinced that his or her actions were only gestures. After a

military patient was sent to the hospital following his second suicide attempt in a month,

one psychiatrist said:

It doesn’t matter how much of this kind of medicine he wants to take. A man
seldom attempts to commit suicide by taking an overdose. If he wants to die, just
go for it. He doesn’t have to use this kind of method. If he wants to take these º

medicines, just let him take it. He will not die, no matter what he takes. It’s ■ º

better to inform his troops to lock him up for one week after he returns to the º

army. And then, we will see if he dares to take the same action later. So, º

sometimes we have to differentiate their suicide attempts from their suicide :
gestures. tº .

º

A Second Opinion t
º

If they did not use psychotic symptoms, poor IQ scores, or highly lethal suicide nºt

methods to categorize the patients, the psychiatrists would sometimes accept the second º

*

opinion of a psychiatrist at another hospital. Patients frequently went doctor shopping º
*

among different hospitals because of their repeated suicide attempts. If a patient had º
gºs

visited another specialist with whom his or her psychiatrist was familiar, the psychiatrist

would incorporate the specialist’s suggestion into the patient’s treatment plan.

When one military patient was sent to this hospital after he had ingested an overdose

of antidepressant and anti-anxiety medicines, deciding whether to issue a certificate of

early discharge from the military bothered his psychiatrist because he did not think that

the patient had a psychosis or a low IQ. After making a phone call to another physician

with whom this patient used to follow up at his clinic, his psychiatrist said to his team

members:
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He used to follow up at Dr. Wu's clinic at Hospital F and had been diagnosed
with depression, but this is his first suicide attempt. He even has an idea of
homicide. He has both depression and personality problems. He looks like a
person with antisocial personality, cluster B personality. He has that kind of
characteristic. Anyway, we can establish the relationship with him first, and then
see what will happen, homicide or suicide? Meanwhile, we have to be concerned
for our safety. First of all, it’s his military service problems. Dr. Wu also
Suggests that it’s inappropriate for him to stay in the army, so that we can handle
it. Secondly, he is Dr. Wu's patient, and we will return this patient to him after
this patient is discharged from our hospital. This patient is too dangerous for us.

Similarly, at a different morning meeting, Dr. Cheng responded Dr. Yang's question,

“Why did Hospital A issue Lai-Fu a certificate of early discharge from the military?” by

using a second opinion:

One patient ingested several scanols (Tylenols) not long ago. I didn’t issue a
certificate to help him be discharged early from the military, but a psychiatrist in
Hospital C gave him the certificate. If a patient really attempts suicide, really
takes actions, and has a high tendency to commit suicide, I will suggest that it’s
better to let him be discharged early from the military. If it’s a gesture, like taking
a phone card to cut his wrists or ingesting an overdose of sleeping pills, and has a
secondary gain, it will depend on his condition. If he has a high tendency to take
a risk, he still can apply for early discharge from the military.

A Highly Educated Person

The psychiatrists believed that highly educated persons had a high tendency to commit

suicide for two reasons: (a) they had the ability to search for highly lethal suicide

methods, and (b) they became frustrated easily after being giving a diagnosis of psychosis.

One patient with schizophrenia was admitted to the inpatient psychiatric ward for the first

time due to his strong ideation of suicide. Because he earned a M.S. degree in

Mechanical Engineering six months ago, his psychiatrist explained several times why he

worried about this patient in the morning meeting:

This patient has had headaches for more than one year. He went to a lot of
hospitals, but didn’t find anything abnormal. Recently, he feels pain because of
his headaches, and has thought of suicide, but worries that there will be no one to
take care of his parents. In fact, he has been schizo for more than one year. It’s
better not to tell him and his family what disease he gets temporarily because he is
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a highly educated person. He expects a lot of himself, so that I worry whether he
will go to extremes after he discovers this. Telling him the truth increases the risk
of his suicide. If I tell him, I feel I do the wrong thing; if I don’t tell him, I also
feel something wrong. If I make up my mind to tell him, the person who feels
pain will be him and his family, not the doctor.

In this circumstance, no other team members talked to this patient about his disease.

One day, this patient was invited to attend a patient education group that was held in the

conference room. After he sat down, his eyes stared at a whiteboard opposite to him,

which included every patient’s name, gender, age, and diagnosis in English. His eyes

moved around the board. He seemed to compare his diagnosis with the other patients’.

Because the group therapist, a nurse, worried about his reaction toward his diagnosis, she

went to confront him about his behavior after group therapy. He said to the nurse that the

diagnosis was not important to him. The most important thing was to cure his illness, a

“psychosomatic disorder,” a term he had learned from a book.

This chapter has described how health care providers perceived patients’ suicide

attempts and how the patients, their families, and friends reacted after they discovered

that the care they received from the health care providers differed from what they

expected to receive. As in the previous three chapters, the findings have displayed

different, sometimes opposite, points of view of patients, their families, friends, and

health care providers. Yet, all perspectives influence patients’ lives after their suicide

attempts.
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CHAPTER 8: DISCUSSION

In looking at life after his suicide attempts, Lai-Fu summed up a situation common to

most of the patients in this study: patients who attempted suicide were unwillingly

thrown into the position of bearing witness to a truth that society did not want to

acknowledge, although it was willing to criticize their suicidal behaviors. These painful

experiences would have been beyond their imagination before they attempted suicide and

made patients feel difficulty describing their distress. Instead, they stated, “I feel fan,” to

interpret a life of shadows. This blurred expression led to their family members’,

colleagues', and health care providers' ignoring or misunderstanding their feelings. The

cultural context that emerged in this study provided a background to understand the

patient’s experience of suicide and its aftermath.

Within the cultural context of suicide in Taiwan, patients, family members, and

friends shared some similar and some different views in their explanations of suicide,

health care expectations, and health care experiences. No matter what they had

experienced, family members and close friends bore the stigma of suicide along with

patients because of the characteristics of social relationships in Chinese culture. In

contrast, health care providers were concerned mostly about how to “diagnose” suicide,

what care to provide for patients and families, and how to help patients and families

understand their interventions. These two different perspectives illustrate the gap

between the health care expected by patients and families and the health services that

health professionals provided in the hospital.

This chapter will first highlight the sociocultural context within and around suicidal

patients and their families in order to illustrate how Confucian Ethics shape their post

º

:
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suicide lives, then describe the influence of Western medicine on Taiwan’s mental health

care model, and finally explore how patients pursue new life after a suicide attempt.

Living in a Life Shadow

This study reveals that patients were in a state of distress, brought about by their

perceived threat to integrity of body and mind, the whole person as well as the family.

This suffering came from holding the idea of submitting or being forced to submit to

some particular set of circumstances, such as circumstances out of their own control or

operating under someone else (Younger, 1995). In this study, families and colleagues

interfered in the patient’s life arrangements, such as with whom to live or whether to

continue receiving health care after the patient’s suicide attempt(s). To make matters

worse, health care providers viewed the patient’s suffering through their professional lens.

As a result, patients felt pain because no one was willing to listen to their distress, no one

understood their suffering, they had no control over their lives, and outsiders kept

arbitrating their present and future lives. The following sections will emphasize the

reasons that made it difficult for suicide attempters to verbalize their suffering from their

own point of view in this study as well as in previous literature.

Suicide Experience is Indescribable

Patients in this study spent much of their time describing their feelings as “fan” after

they had attempted suicide. As a person who had experienced suffering from a

depressive disorder with suicidal ideations, Wolpert (1999) noted that, “Until one has

experienced a debilitating severe depression, it is hard to understand the feelings of those

who have it” (p.1). This indicates that suicide experience is an ineffable feeling, which is

not only difficult for patients to describe, but also for health care providers or others who

have not experienced it to understand. As a result, patients felt that “no one believes in
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me” and they had “no one to talk with.” This study reflects the suppression of emotion

and constraints of the vocabulary in Chinese culture when attempting to describe suicide

experiences.

The suppression of emotion. Kleinman's (1980) study found that when physical

complaints accompany psychological complaints, Chinese family members or friends pay

more attention to the former than the latter. Somatic distress is seen as a viable excuse

for not fulfilling the obligation to work; it confers the right to stay at home, to be passive,

and to seek help from family members; and it legitimizes failure in school, work, and

relationships. In contrast, some Chinese traditional beliefs, such as bearing hardships and

withstanding distressing circumstances, cultivate the expectation that Chinese people

need to have a high tolerance for these events (Xu, 1987). Therefore, psychological

excuses mean a lack of social efficacy or being “lazy,” and excessive emotions are

regarded as pathological in Chinese societies. This socialization process teaches Chinese

people to suppress their expression of psychological distress.

In Chinese societies, if one attempts suicide because of one’s personal problems, one

is considered to be trying to escape from the stress of frustration or is calling out for

attention (Tseng & McDermott, 1981). Zheng and his coworkers (1986) found that most

of the depressed participants in their study refused to admit that they had suicide-related

behaviors because the term suicide was usually associated with bad behavior or mistaken

thinking in mainland China. These patients’ suicidal ideations were only indirectly

elicited by asking whether or not they were “thinking about death” or whether “being

alive is not interesting.”

From this perspective, in this study, it makes sense that after patients were discharged

from the hospital without any visible physical injury, their colleagues were tempted to
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think that these patients used a suicide attempt as an excuse to evade their lived problems.

In contrast, the patient and family tended to find a physically-related excuse to cover up

the suicide attempt and sought help for these physical problems. This phenomenon has

also been described by Lee, Rodin, Devins, & Weiss (2001) in a study of the Chinese

illness experience with chronic fatigue and weakness. However, a striking difference is

that most patients in this study admitted that they had “psychological” problems but not

the mental illness that their psychiatrists had diagnosed.

In Taiwan, mental illnesses are described as the result of attacks by ghosts or sorcery,

bad luck, hot/cold imbalance, feng-shui (see glossary), heredity, contagion, punishment

for wrongdoing and ancestors' anger, or psychological and social stress (Kleinman, 1980;

Wang, 1983). These beliefs contribute to the view of mental illness as a dangerous

disorder. In addition, it is traditional to ask if insanity is present among members of the

other family when arranging a marriage with a go-between (Kleinman, 1988). If it exists,

that family will be ruled out as a suitable source for spouses. Although not all patients

received psychiatric emergency, outpatient, or inpatient care, patients and their families

in this study universally bore the stigma of mental illness and feared that suicide or

mental illness could be passed down to offspring.

Unexpectedly, in this study, some mental illnesses, such as depression and

psychosomatic disorder, were acceptable diagnoses and were not as stigmatized as other

mental illnesses, such as mental retardation. This phenomenon is somewhat different

from that found in previous research conducted by Parker, Gladstone, & Tsee Chee (2001)

and Xu (1987) in their studies of depression in mainland China where it was a

stigmatized disease. This study reveals that depression or psychological problems are

seen as civilized diseases in modern Taiwanese society. Two possible reasons support

:
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this phenomenon. One is that some famous persons have publicly admitted that they

have recovered from depression, and the other is that Taiwan's government frequently

declares that depression is not a shameful affair and encourages depressed persons to

receive professional help in order to reduce the gradually increasing suicide rates through

the media.

Constraints of the vocabulary. Kleinman (1988) stated that, “Illness idioms crystallize

out of the dynamic dialectic between bodily processes and cultural categories, between

experience and meaning” (p.14). These idioms reflect values and themes found in the

societies in which they originate. In Chinese, a key characteristic of language is that the

meaning of a single word is established in its context rather than having meaning by itself.

Many terms for emotional expression correlate with internal organs. For instance, hsin

(see glossary) is heart and also refers to the center of the emotions in Chinese culture.

Some idioms with hsin represent different emotional states, such as hsin-qing. When one

says hsin-qing bu-hao, one is describing his or her upset or bad mood. On the contrary,

hsin-qing hao means one feels happy.

When Chinese people use these body-related terms, they may not directly point to

their physical condition, but express their states of mood. Thus, patients seldom

complain of depression and other psychological problems; instead, they convey their

suffering as hsin-fan and kan-huo, somatic symbols for heart and liver, respectively

(Kleinman & Lin, 1981). Chinese people prefer to use these internal organ-related words

to verbally express their suffering. As a result, these patterns have influenced their

concepts of psychological problems and their help-seeking behaviors. In searching for a

mode that combines somatic, psychological, moral, religious, or social idioms of distress
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and care, some patients in this study sought help from traditional Chinese medicine or

folk therapy after they left the Western-style hospital.

If the patients could not find a rational reason to explain their suicide attempt, the

terms “fan” or “hsin-fan” were then used to resolve their embarrassment when asked

about their suicidal behaviors or when no one believed in their explanations. However,

families, colleagues, and health care providers usually failed to understand or

misinterpreted this vocabulary in which patients communicated their distress.

Consequently, patients doubted that their caregivers could offer any help and were

reluctant to see their psychiatrist soon after they left the hospital, although they admitted

that they had psychological problems.

This study illustrates that both patients and health care providers used different idioms

to interpret the patient’s suffering; in particular, the latter had been trained to apply the

terms of the Diagnostic and Statistical Manual of Mental Disorders (DSM), which was

compiled by the American Psychiatric Association. However, a Western-trained health

care provider working in Chinese societies is tempted to view “fan,” “hsin-fan,” or other

somatization as a defensive reaction that must be taken apart in order to facilitate

progress in therapy (Shiang, 1998). As a result, persons with “psychological problems,”

such as the patients in this study, felt misunderstood by these health care providers.

Suicide Experience as a Moral Career

Like a stranger, a suicidal patient is easily identified because word has spread

throughout the social network of the suicide attempt and he or she is seen as representing

a bad, dangerous, or weak member of the Society. Patients in this study could not evade

the impact of two kinds of stigma: physically, as tattooed on their bodies from scars

:
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acquired due to their suicide attempts, and spiritually, being branded by society for

violating Confucian Ethics, a template for interpersonal relationships in Chinese societies.

From this perspective, patients were thrown into a new relationship with others and

underwent a sequence of personal adjustments after they had begun living with the

Stigma of suicide. They had to learn why they acquired this particular stigma and the

consequence of possessing it through incorporating others’ point of view. Goffman

(1963) called this process a moral career. The following sections briefly review

Confucian Ethics, explore the phenomenon of bu-hsiao and the feeling of shared stigma,

and finally, discuss how patients generate an obligatory sense of being alive.

Wu-lun (the five cardinal rules). Ethics (###, lun-li), in which “lun” means

“interpersonal relationship,” and “li” means “orders and reasons,” refers to the ethical

arrangement for interpersonal relationships in Chinese culture. Confucian five cardinal

relationships (wu-lun) serve as the framework of moral principles governing Chinese

society:

Between father and son, there should be affection; between sovereign and
subordinate, righteousness; between husband and wife, attention to their separate
functions; between elder brother and younger, a proper order; and between friends,
friendship. (The Works of Mencius, Chapter 3A: Duke Wen of Teng)

3R+ # # - # 5 # # - #3; # 5 - #4, # F# - HH # # ■ º o (#-f- #3, 2N)

These five dyadic relationships were designed for regulating interpersonal

relationships with family, friends, and sovereign/subordinate. This framework also

depicts that those who assume the roles of son, minister, wife, younger brother, or juniors

should follow the principles of hsiao, loyalty and obedience (to those who outrank you),

submission, obedience, and deference to the instructions of those who assume the roles of

father, ruler, husband, older brother, or elders. Therefore, before any social interaction,
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Chinese people usually assess their relationships between the self and others along two

social dimensions: intimacy/distance and superiority/inferiority (Hwang, 2000a).

The most taboo — bu-hsiao. Hsiao is the first and foremost value in Chinese societies.

The Confucian idea of hsiao is constructed from the fact that one’s body exists because

of one’s parents. Therefore, one should take good care of one’s body and return it to the

earth as a whole. In addition, one should not do anything dangerous to or with one’s

body as it is inherited from one’s parents. A classical Confucian book, Li-Chi (Book of

Ritual), further illustrates the essence of hsiao, “If one never does anything dangerous to

one’s body, and never does anything to cause one’s parents to be insulted, one’s conduct

can be termed hsiao.”

Chinese people also believe that life in the hereafter resembles that of the living world,

so that the descendents have to burn “strings of cash” to provide for the dead ancestors’

livelihood on the anniversary of the death (Hansen, 1996). Therefore, people worry

about their children or grandchildren dying before they do, and having no one to offer

them “money” or “food” after they die. From this perspective, if one dies before one's

parents do, he or she will be censured as lacking hsiao because of not behaving with filial

piety toward one’s parents in the worlds of both the living and the dead.

In this study, patients were blamed for not behaving with hsiao toward their parents

because they had made their parents worried, anxious, angry, frustrated, and fearful.

Their behaviors implied that they were attempting to “abandon” their parents by ending

their lives instead of showing thanks to their parents for giving them life. The patient

was not only stigmatized for having no sense of gratitude for being raised and educated

by parents, but also alienated from family and community by carrying a culturally

marked label, bu-hsiao. Although previous research shows that the prevalence of hsiao
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in Taiwan has diminished as a result of modernization and exposure to Western

influences (Ho, 1996; Hwang, 1999), this study shows that suicidal patients in Taiwan

still value this morality and mind how other people evaluate their filial deeds.

Sharing the moral taint. In Chinese culture, an individual has two different types of

self, physical and social. The individual’s “physical self” is called the “small self,” while

the “social self.” particularly including one’s family members and close friends, is termed

the “great self” (Hwang, 1997). While an individual’s “physical self” is separate from

others, his or her “social self” is strongly embedded in a social network. Therefore, one’s

suicide attempt(s) not only harms the “physical self” but also the “social self.”

For the “social self.” Chinese people define their relationships in three different

categories (Yang, 1987). Closest to the person is the compartment occupied by family

and close friends. One can trust in and share private feelings with persons who are in the

nearest compartment. Due to living in a shared social network, these persons develop in

group feelings and represent each person’s “social self” in a narrow meaning. The

second compartment contains distant family members and other friends. One will

consider the consequences before one reveals his or her ideas to those in the second

compartment. Strangers are located in the most distant compartment. People seldom

show their trust in these people. Clearly, those who are closer to the person have a more

important role in the “social self” and share more the stigma of suicide.

As a result of sharing the same family moral taint, patients and their families together

internalized the stigma of suicide as a deep sense of shame. In this study, most families

** * *attempted to frame the patient’s suicide as “nothing wrong,” “excessive worry,” and “not

a truth,” in order to avoid the fear, shame, and stigma associated with the patient’s suicide

attempts. Families also hid the truth of the patient’s suicide attempts from their
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neighbors or distant relatives and discouraged the patient’s visits to the psychiatrist. In

addition, this stigma inhibited open communication among family members, but when

they did talk, the patient was blamed and/or was punished by his or her parents.

When Lai-Fu's mother strove to hide his suicide attempts, he reacted by opposing his

mother because she did not stand on his side and disregarded his feelings. This resulted

in a severance of this relationship. In spite of superficial family harmony, they treated

each other as out-group members. This phenomenon is similar to findings in other

studies of Chinese family coping patterns related to mental illness or Alzheimer’s disease

(Hinton, Guo, Hillygus, & Levkoff, 2000; Lee et al., 2001; Lin, Inui, Kleinman, &

Womack, 1982; Lin & Lin, 1981). Vuokila-Oikkonen and her coworkers (2002) also

found in Finland that the experience of shame made patients with mental illness and their

families keep suicide a secret, avoid talking about it, and hence created barriers between

them.

Because members of a family under the same roof have an obligation to satisfy the

needs of their family members and minimize loss of face generated by conflict inside the

family (Gabrenya & Hwang, 1996), a third party, such as Lai-Fu's mother’s younger

sister, was invited to serve as a mediator for intervention in order to restore the

psychological homeostasis inside the family. This illustrates that people would rather

save their family relationships by using family members to intervene rather than relying

on outsiders in order not to reveal family disharmony.

Unlike family members, military officers in this study tried to kick the patient out of

the army because they did not want to represent the patient’s “social self,” receive

punishment from their ranking officers, and take the responsibility for the patient. These

5 * *officers were the suicidal soldiers’ “strangers” before the latter entered the army, but
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involuntarily became closer because of Taiwan’s military service law. After a soldier

attempted suicide, officers wanted to get rid of both the stigma and the responsibility by

shifting their relationship back to being strangers. However, the soldiers felt that they

were abandoned by the officers during the process. This illustrates that the boundary of

“social self” between the second and the most distant compartment is flexible and

dependent on each social episode (Hwang, 2000b). No matter who initiated the change in

the relationship, this would add another trauma to the patient during the healing process.

These two different reactions toward patients’ suicide attempts of families and

military officers illustrate that Chinese people tend to use different kinds of social

exchange rules to interact with people in different social relationships. Military

colleagues were eager to discard the relationship with the patient because they did not

need to maintain such a harmonious relationship. On the contrary, those who had an in

group feeling of “great self” with the patient, such as family members and close friends,

regarded the patient’s problems as their own business and felt that they had an obligation

to intervene in the patient’s life.

Although the stigma of suicide diminished patients’ social interactions, some patients

became involved in relationships in the internet for its following characteristics: no one

recognized them, no face-to-face interaction was needed, and no traditional wu-lun

principle had to be obeyed. Most patients also wished that their families or friends would

become strangers after they had attempted suicide, so that no one knew about or

mentioned their blemishes. However, it was difficult for family members to accept this

desire of becoming a stranger because they represented the patient’s “social self” in the

Confucian ethical system. Therefore, because the patients tended to break Confucian

norms again, another conflict between the patients and their family members occurred.
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Continuously living is an obligation. Wu-lun not only defines one’s social roles, but

also emphasizes the importance of taking on the obligations of one’s position that is

embedded in one’s social network. From a Confucian perspective, performing hsiao

toward parents and ancestors is obligatory and a person does not have a choice in

deciding whether or not to be hsiao. While rearing children, Chinese parents not only do

their best to meet children’s needs, but also express the importance of repaying parental

care (Hwang, 1987). This illustrates that Chinese social relationships, even the parenting

relationship, are built by the norm of reciprocity.

Family members in this study kept reminding the patients that their being alive was

not only for their “physical self,” but also for their “social self,” because the patients were

required to extend their hsiao toward their parents. This reminder made patients sense

family affections and understand their families’ attempting to pull them back to the

current world. Most important, patients understood the reason for and important of

family harmony over their personal intrapsychic affairs. Therefore, patients gradually

dropped their ideations of suicide and repaid the favor to their families by not making

their families feel sorrow and worry.

In conclusion, in Chinese societies, Confucian Ethics play a crucial role during

patients’ lives after attempting suicide. Although this philosophy added to the stigma

incurred by patients and their families because they had violated its moral principles, it

still helped them reconstruct their relationships after their suicide attempts. In particular,

these suicidal patients had to re-cultivate their morality in order to adapt to the Society.

Therefore, in order to provide appropriate care, health care providers need to incorporate

a moral perspective in their attempt to understand the disturbing ethical aspects of

suicidal patients’ and their families’ lives.
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Social Construction of Mental Health Care

Health care providers ought to initiate appropriate care when someone seeks their

help. However, this study clearly depicts a common pattern of the health care provider’s

labeling the patient’s suicide differently than the patient comprehended it, and

intervening based on that health care provider’s own explanatory models. Thus, the

health care provider's labels stigmatized patients, creating further trauma when patients

sought health care. The following sections explore the reasons leading to health care

providers’ misinterpreting what patients and their families would like them to hear.

When East Meets West

Historically, in Western societies, the body was seen as a discrete entity from the mind,

an object separate from thought and emotion, although this is beginning to change. In

contrast, in Chinese culture, the body is an open system linking social relations to the self,

a vital balance between interrelated elements in a holistic cosmos (Gaw, 1982; Kleinman,

1988). Because of that, changes in this open system are unavoidable. People search for

balance or harmony in the process of constant changes between the macrocosm (larger

natural and social environment) and the microcosm (smaller human sphere of the

individual) (Lin, 1981). Influenced by these concepts, traditional Chinese medicine

describes mind and body as an integrated whole and that excessive expression of emotion

will upset the harmonious function of the body and cause disease (Kleinman & Kleinman,

1991).

The body’s qi (see glossary), which is translated as breath, air, energy, life force, or

even spirit and fluid, depending on the context, is thought to be in harmony with the qi

flowing between the self and environment. Chinese people believe that if one is feeling

well, one's qi will flow smoothly. In contrast, if one's qi is unbalanced, one will be sick,
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even be dead without qi (Tung, 1994). Yang and yin (see glossary) are a pair of polar

terms used to describe contrasting aspects inherent in the universe. The balance of yang

and yin is thought to regulate qi in Chinese medicine (Lin, 1981). Its therapy provides

the missing yang or reduces the excessive yin by administering cold or hot foods or herbs

to maintain a proper equilibrium in the body. In this study, some patients and families

went in search of Chinese medicine to balance the patient’s body and mind.

In contrast to the functional attributes of Chinese medicine, Western medicine regards

disease as organ-specific lesions and uses a “structural” language of pathology for

particular organs (Kleinman, 1980). This perspective directs the sick person to recognize

that he or she has a sick body that is distinct from the self and to observe it as if his or her

sick body is another person. This way of thinking leads to the differentiation of mental

illness from physical illness, and has focused on diseases that can be treated or cured with

biomedical interventions. As a result, both Western and Chinese cognitive structures

yield distinctive disease categories and lead to different therapeutic actions.

Since the Qing Dynasty repeatedly failed in war, China began to open the door to

Western technology, economy, and politics, and traditional Chinese culture is gradually

being challenged by Western culture. In the New Culture Movement of the early

twentieth century, young intellectuals believed that “Mr. Democracy” and “Mr. Science”

from the West were the new saviors for China and, as a result, concepts of anti

traditionalism and radical iconoclasm became prevalent in China. Today, these concepts

continue to influence health care providers trained in Western medicine in Taiwan and

keep them following Western biomedicine’s steps closely.

Kleinman (1986) found that psychiatrists in Taiwan were strongly influenced by

American psychiatric theory. This study also shows that all health care providers in this
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hospital were trained in Western medicine and only provided a Western health model for

patients and their families. In particular, psychiatrists were trained only in the Western

health model and rewarded for classifying the individual’s mental illness according to

DSM-IV. They also sought to enhance their professional image by differentiating the

types of mental illness and administering the appropriate psychoactive drugs, while

internal medicine physicians or surgeons only wanted psychiatrists' advice on

psychopharmacologic treatment.

These psychiatrists sometimes encountered difficulty in the diagnostic process. For

instance, when suicidal patients spoke of fan to describe their suffering, psychiatrists or

other health care providers were unable to entirely understand their real problems because

fan was not a diagnosis or symptom in either the DSM-IV or the International Statistical

Classification of Disease and Related Health Problems, Tenth Revision (ICD-10). This

study also shows implicitly that both IQ and personality tests could not interpret the

meaning of fan, even though they were employed much as an “X-ray of the head and

chest” or “electrocardiogram of the heart” to describe the patient’s intellect, intentions,

emotions, and coping styles to help psychiatrists make a diagnosis. Yet, without the

words and concepts to communicate clearly to each other, patients and their health care

providers seemed to inhabit different worlds to develop their own explanatory models.

From this perspective, it can be seen that the system of classification developed in

Western culture cannot totally fit these patients’ experiences (Tucker, 1998) when it

overlooks the sociocultural context. This study shows that health care providers listened

selectively to the patient’s disclosures. They heard only what related to the diagnoses

they favored, which not only removed themselves from patients’ experiences, but also

facilitated their attaching labels to patients.
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Stigma and Labeling

Previous discussion has revealed that suicide-related behaviors are seen as rule

breaking in Chinese societies because these behaviors violate the agreed-upon social

norms of the group. A suicidal patient is “branded” and excluded by the general

population for carrying the Stigma of suicide, such as bu-hsiao. However, patients feel

stigmatized not only because of their sense of violating social norms, but also being

responsible for their family’s shame and in responding to the reactions of those who

surround them.

This study shows that patients were stigmatized differently by family members and

those outside the family: family members were inclined to label a kinsperson with such

euphemisms as having “ill luck” or “a kan-huo problem;” but people outside the family,

such as health care providers, tended to explain that patients had “a psychotic problem,”

“a personality disorder,” or having “a low IQ.” From this perspective, health care

providers, as members of society, participated in shaping all areas of patients’ post

suicide experiences – perceptions, thoughts, and behaviors - and unconsciously making

patients’ stigma more visible through the labeling process.

According to Scheff (1999), labeling occurs when health care providers identify the

patient as deviant. The process begins by calling the patient a rule-breaker. If the rule

breaking becomes an issue and is not ignored or rationalized away, labeling may create a

pattern of “symptomatic” behaviors in which the patient attempts to conform to the

stereotypical expectations of others. Ultimately, the deviant role becomes a part of the

patient’s self-conception. Finding a label or box in which to put the patient makes it

easier for health care providers to act as social control agents. Examples are putting all

suicidal patients under special observation regardless of their individual circumstances
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(Duffy, 1995), minimizing or avoiding patient contact (Corley & Goren, 1998),

employing behaviors to distance themselves from the patient (like the health care

providers in Hospital A in Lai-Fu's story), and providing only physical care (like the

medical-surgical nurses in Hospital B).

In this study, health care providers believed that a suicide attempt was related to

psychotic symptoms; or they expected patients to have used a highly lethal suicide

method in their past or present history in order to confirm a diagnosis or previous

research results. In contrast, if a patient was unable to behave in the way his or her health

care providers expected, he or she was put in the “personality” category, stigmatized with

negative such labels as “a difficult patient” or “crying for attention,” and his or her needs

for well-being were ignored.

However, suicide attempters usually experienced a strong desire to die and to live at

the same time (Pallikkathayil & McBride, 1986). While reviewing the history of suicide,

Wolpert (1999) stated that it took a long time for patients to transform their ideas of

suicide to an actual suicidal attempt and they also spent time and effort concealing their

suffering before seeking help from health care. This indicates that when patients show

their desire to live in the world, it does not mean that patients are not at risk (Griswold,

2000). Unfortunately, health care providers’ misinterpreting patients’ experiences not

only made them disbelieve patients, but also use coercive interventions, including

physical and chemical restraints, to threaten patients into cooperating with the expected

norms that were established by health care providers.

As a patient’s “stranger” in the Chinese social relationship structure, the health care

provider interacted with patients in an instrumental manner (Hwang, 2000a), asking them

about their daily life, obtaining their history, and examining their suicidal behavior(s).
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Compared with family or friends, most health care providers kept their distance from the

patient’s suffering and avoided involving themselves in his or her life. As a result, they

were unable to accept patients’ explanations of suicide and did not take patients’ needs

into account. Clearly, this care was given from the “stranger’s” point of view, and the

process was only to confirm that patients deserved the stigmatized label (Vuokila

Oikkonen et al., 2002).

In order to avoid the stigmatized label of suicide from health care providers, some

family members in this study tried to “pull” patients back home because they did not

want others to know about their disgrace. They also believed that nothing would be

gained from health care providers except blame and shame. This implies that going to

see a psychiatrist meant that patients would have to display the symptoms or behaviors of

mental illness their health care providers thought they had (Scheff, 1999), and then would

have to face the stigmatized label of mental illness from the community.

In this study as well as in Shaw's (1991) report, ex-mental patients usually undervalue

the hopefulness of their situations, have difficulty in finding employment, and wonder if

they will be sent to the hospital again, even though they have returned to the community.

In contrast, without a diagnosis of mental illness, people tend to get better, hold jobs,

make good partners, and have a great deal to give the world (Walton, 2001). Is this

because the latter do not need to spend as much time and energy dealing with this

extraordinary stigma as the former? This question introduces an interesting topic for

future research.

Compared with other research results, this study implies that there is a different

mental health care model being used in Taiwan than in other Chinese societies. Wai,

Hong, & Heok (1999) found that the choice of drug, such as tranquilizers and analgesics,
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as a suicidal method was related more to its availability rather than its lethality among

young people in Singapore. However, health care providers in this study believed that

without using a highly lethal suicidal method, a patient, particularly a young male, was

not really attempting suicide, but only sending a message in order to receive secondary

gain. In addition, while psychiatrists in this study tried to find an associated relationship

between suicide and mental illness, like physicians in the West do, in mainland China,

physicians rationalized suicidal behaviors as a response to intolerable stress, such as

family conflict, financial dissatisfaction, and frustration over incurable illness (Phillips et

al., 2002). In addition, Parker et al. (2001) found that patients in mainland China were

little alleviated by antidepressant drugs, but helped when family and work problems were

resolved.

In summary, patients and their families are shaped by the culturally influenced stigma

of suicide from those outside the family, including health care providers. Strongly

influenced by Western biomedicine, health care providers in this study tended to take a

detached view of the patient’s “disease” instead of the suicide experience, and ignored

the personal and social aspects of health and illness. This led to a mistrust of health

professionals by the patients and their families. In light of these findings, health care

providers need to learn and understand the patient’s pain in a sociocultural context in

order to establish trust and help to resolve the patient’s real suffering. In spite of the fact

that health care providers share the same language and cultural backgrounds with the

patients and their families, they do not share the language of suffering or explanatory

models of the patient’s illness.
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Pursuing A New Life

With the stigma of suicide, disclosure becomes a great concern for patients. A

stigmatized person’s life, according to Goffman (1963), is always threatened by what

others know about his or her past or the shadows of his or her present. No matter how

difficult it is for patients to discard their identity as a person with the stigma of suicide,

they seek any opportunity to pass over it after their suicide attempts. In this study,

patients moved from their stigmatized to their new life through two avenues: hiding self

and letting go.

Hiding Self

After acknowledging the stigma of Suicide, patients were afraid that their suicide

attempts were known to others. This fear led patients into a “back place” where they did

not need to conceal their stigma. In Goffman's (1963) view, concealing crucial

information about the self is a way to pass over the experience. According to Hughes

Hammer, and her coworkers (1998b), one demonstrates hiding self by putting on a happy

face toward others, keeping one’s feelings to oneself, letting no one know the self,

keeping one’s emotions under control, and pushing painful thoughts and feelings out of

one’s awareness. Although it was also found that hiding self was significantly correlated

with depression (Hughes-Hammer, Martsolf, & Zeller, 1998a; Martsolf, Sedlak, &

Doheny, 2000), patients in this study demonstrated a new meaning for hiding self.

controlling one’s own life.

Most patients thought that if others heard their stories, they would feel as sad as the

patient did. Thus, patients usually concealed their feelings. This phenomenon again

revealed how Confucian Ethics influenced patients in choosing a coping method after

their suicide attempts. In responding to one’s question about hsiao, Confucius said,
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“Behave in such a way that your father and mother have no anxiety about you; in

particular, concerning your health.” (Lun Yu, Book 2). " &#"###2-# , ) (#

# # 5 # ) From this perspective, in order to reduce parents’ worry, one hides both

physical injuries and inner feelings.

In this study, patients maintained “psychological distance” to avoid the obligation to

divulge their distress and resolve the intense parent-child relationship because it was a

“legitimate” method in Confucian Ethics for performing hsiao when one was in trouble.

Yet, this coping pattern inhibited family communication and allowed patients to

withdraw from parent-child interactions. Ho (1996) noted that, “This is a contradiction

between cultural prescription and the psychological reaction to it (hsiao)” (p.162).

Although hsiao itself acts to repress awareness of this contradiction, patients in this study

vividly described their difficulty in satisfying both perspectives, behaving hsiao versus

continuously experiencing suffering, at the same time. Consequently, patients adopted

this means to restrict the intention of others to understand their stigma of suicide.

Paradoxically, families and health care providers paid more attention to the patient’s

ideations of suicide, which they had ignored before their first suicide attempt, while at the

same time suspecting that the patient might be exaggerating his or her problems. In

addition, families and health care providers thought that if they showed direct

sympathetic concern for the patient’s condition, they might be overstepping the

boundaries. yet, if they forgot the patient’s suicide experience, they were likely to slight

the patient’s suffering (Goffman, 1997). These ambivalent perspectives contributed

further to the patient’s desire for greater distance to avoid uncomfortable feelings that

resulted from the asymmetrical power relationship.
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Thinking about hiding in the hereafter world by suicide was another method that

patients used to imagine that they could hide themselves. After attempting suicide,

patients not only gained stigma, but also became aware of the loss of control when their

“social self” wanted to participate in, even dominate, the care for their “physical self.” In

addition, loss of control manifested itself in the experience of having to rely on others to

do what one has had the ability to do for oneself previously (Toombs, 1992). Therefore,

an ideation of suicide allowed patients to escape the pain of being organized by others

through fantasizing about death, while at the same time feeling that they had the ability to

control their own lives.

The ability of controlling the time and circumstances for one’s death seemed

extremely important to patients especially when they felt that their lives were not being

controlled by themselves, but by others, including their families, friends, and health care

providers. Similarly, Siegel and Meyer (1999) found that suicidal ideation served as a

coping function for those were notified that they were positive for HIV and facing the

unpredictable course of AIDS. Facing the option of suicide, patients regained the power

to decide between ending and recommitting to their lives. However, families and health

care providers thought that the patient’s intention to suicide again was to obtain

“secondary gain” or behave like “an unstable bomb,” instead of understanding the control

that the patient was attempting to gain.

In fact, patients in this study not only wanted to control their lives, but also tried to

return to their familiar world. After families and health care providers got involved in the

patient’s life, patients were confined to a restricted space because caregivers were trying

to protect the patient from self-harming behaviors. In order to develop a sense of control

in such a limited space, some patients, like Lai-Fu, tried to find a “bastion” in which to
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hide his body and also observe what was happening outside the “bastion.” From this

point of view, hiding self is not only a way to live in a safe space, but also to understand

the surrounding circumstances and prepare oneself to face any challenges outside the

“bastion.”

As a result of the intense parent-child relationship from childhood, patients in this

study learned how to hide their injured bodies and conceal their sufferings in order to

close the door to their inner worlds and regain the sense of controlling their own lives. If

the health care provider does not attempt to understand the cultural meaning of hiding

self in Chinese societies, he or she will only recognize the positive correlation between

hiding self and depression that has been found in Western societies, and cannot

understand why this experience serves as an empowering process to help Chinese patients

make something else of their lives.

Letting Go

Although patients in this study tried to find a watch or anti-scar cream to cover or

destroy the evidence of their stigmata on their wrists, it was difficult to eliminate.

Similarly, patients with mental illness in Walton's (2001) study revealed that these

reminders of their illness made them feel pain and that they seem to relive it. In

particular, as a part of the “social self” in Chinese societies, patients had no way to totally

disappear in their social network, but were forced to talk about the experience of suicide

or face someone else talking about it. Therefore, patients preferred pushing the

experience of suicide to the past, saying “It’s over” rather than just saying “Nothing

happened.”

Both family and health care providers also had to learn to accept the fact that the

patient was no longer unwell and allow the experience of suicide to fade into the past.
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For example, both Lai-Fu's aunt and his girlfriend consoled him by staying with him,

recalling his past happiness, and making him aware of his obligation to his family. This

indicates that both his aunt and his girlfriend were engaged in Lai-Fu's situation: talking

about the past and the future instead of repeatedly reminding him of his suicide attempts.

This experience of being understood and cared for by his aunt and his girlfriend made

Lai-Fu sense qing - a special type of reciprocal affection in caring and helping

relationships in Chinese culture that refers to understanding another’s emotional

responses to his or her various circumstances (Hwang, 1987). As a result, receiving qing

instilled a new reason for the patient to continuously live in the world, even though his or

her life might be still filled with the stigma of suicide.

This study also reveals how mental health care provided for suicidal patients differed

between Hospitals A and B. In Hospital A, being distanced, judged, and controlled by

health care providers made the patient feel rejected, labeled, and slighted, and hence

reenforced the stigma of suicide and losing hope for the future, and led the patient into a

life of shadow. In contrast, in Hospital B, being treated as a human being and feeling

cared for and supported by health care providers were the patient’s treatment expectations

in this study as were Norwegian suicidal patients’ relatives in Talseth and her coworkers'

(2001) study. This implies that significant human interconnections created qing and

motivated patients and their families toward a new beginning.

In conclusion, patients in this study not only wanted to conceal the stigma of suicide,

but also wished to let it fade into the past in order to become involved in the future.

While “hiding self” helped the patient regain the opportunity to control his or her own

life, “letting go” made the patient continue with a sense of hope. In addition, because of

qing, some patients had the courage to leave their “bastions” to create a new life.
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CHAPTER 9: CONCLUSIONS

In addition to Drs. Arthur Kleinman, Tsung-Yi Lin, and Wen-Shing Tseng’s past

endeavors in cultural psychiatry research in Taiwan, this study incorporates Dr. Kwang

Kuo Hwang's Chinese Relationalism to further explore the experience of suicide in

Taiwan’s current sociocultural context, in what ways suicidal patients constrain their

health-seeking behaviors because of the Stigma of suicide, and what strategies they use to

construct a new life after a suicide attempt. This chapter will discuss the significance and

limitations of this study, suggest implications for practice, policy, and education, and

make recommendations for future research.

Significance

Kleinman’s (1980) ethnographic research in Taiwan described two phenomena:

Chinese people tended to suppress their emotions and experienced them in different ways;

and they sought care from several disciplines, such as Western-style health professionals,

Chinese-style doctors, and folk healers. These findings were related to his well known

work on explanatory models (EMs) in medical anthropology. Twenty years later, in this

study, patients and their families still discriminated between “psychological problems”

and “psychiatric disease” as Kleinman had observed, although Kleinman (1980) did not

define a psychological problem or a minor psychotic disorder.

In this study, patients' psychological problems were related to bearing the stigma of

suicide, finding it difficult to talk about their suffering, feeling socially excluded, and

doubting that they would get well after their suicide attempt. In addition, compared with

other mental illnesses, patients in this study thought that depression was an acceptable

diagnosis and was less stigmatized, which is different from what has been found in

depression research in mainland China. Therefore, this study expands Kleinman’s
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understanding of how Chinese patients explain their illness experience in Chinese

societies.

This study also reveals that patients’ lives were full of fan before and after their

suicide attempts. However, fan is not a symptom recognized in Western psychiatry.

Although Kleinman had mentioned the term “fan-zao,” he did not further explore the

meaning among patients with mental illness in Taiwan. In this study, almost all suicidal

patients mentioned fan and these statements compiled and analyzed to better understand

its meaning. Through the process of concept analysis, fan refers to a state of being

bothered by things that are beyond one’s expectations. While experiencing fan, people

lose their ability to control their outward behaviors and fear that they may make another

wrong move. As a result, people feel sad, are easily agitated, lose interest in anything

surrounding them, cannot get to sleep, and even think of attempting suicide again. This

definition may help health care providers better understand what the patient wants to

share with them. In addition, this study gives an example of describing a culturally

constructed expression of discomfort.

This study’s results support Hwang's (1987; 1997; 1998; 1999; 2000a, 2000b)

theoretical construction of Chinese social relationships. Participants depicted three

different kinds of care for patients based on three types of interpersonal relationships:

within the family, between oneself and acquaintances outside the family (friends and

colleagues), and between oneself and strangers (health care providers). As a result of

technology, this study further reveals a fourth relationship, between oneself and others on

the internet. This fourth relationship was beyond the moral principles of traditional wu

lun, but satisfied the patient’s need for “hiding self.” Compared with other relationships,
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this relationship allowed the patient to take an active role in deciding what, when, and

with whom he or she wanted to talk on the internet.

In addition, the findings suggest that as a result of being trained in the Western

medicine model, health care providers absorbed Western moral principles and used them

more than they used Confucian Ethics in clinical practice. While interacting with patients,

health care providers preferred to remain in the patient’s most distant social compartment

in order to objectively inquire about the patient’s problems and allocate health services

equally; they preferred less to engage in the patient’s life situation, thereby avoiding the

opportunity to extend qing. As a result, health care providers could not hear patients’

yearning to “live for oneself” and their quest for hope; instead, they differentiated

patients’ type of suicide, confronted patients’ coping patterns, “hiding self” and “letting

go,” and urged patients to face the stigma of suicide imposed on them by society.

Overall, this ethnographic study has depicted the experience of suicide related to

cultural issues informed by Confucian Ethics and Kleinman's explanatory models. It

answered questions about how wu-lun makes patients feel stigmatized but at the same

time feel they are obligated to continue to live; that because of sharing the same “social

self,” both patients and their families bear the stigma and subsequently blame each other;

and how health care providers’ refusal to engage in the patients’ social relationships led

to interventions based only on the health care providers’ limited understanding of the

patient’s experiences.

Limitations and Alternate Explanations

This study was limited by its instruments, translation, and recruitment. The following

sections describe the major difficulties in each area, and the strategies I used to address

these problems during the research process.
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Dealing with Weakness of the Human Instrument

As a researcher, I inevitably carried my own opinions, biases, and emotions into the

process while I was in the field. The title of case manager suggested by the executive

administrators in this hospital confused some patients and their families, and also made

them feel embarrassed while they were complaining about the health care they had

received from this hospital. Similarly, health care providers were upset when asked to

participate in formal interviews because they considered me one of their colleagues.

Therefore, my questions, participants’ responses, and my understanding of their

responses were colored by our differences in backgrounds, motivation, and power.

From the very first day I entered the field, my presence changed the natural flow of

interactions in this hospital and participants’ experiences. For instance, although I had

explained that my aim was to learn from their experiences, all the participants, including

health care providers, kept asking for information. On the other hand, in order to

maintain field relationships, I had to interact with participants in many different ways

because I depended on their teaching me about the experience of suicide in Chinese

culture. Throughout this process, participants and I influenced each other’s perspective

on the issue of suicide, yet we collaborated to construct the evidence for this study.

Talking with one group of doctoral students who were conducting qualitative research,

another group of Taiwanese students who were studying at the UCSF, and working with

my graduate advisor and committee members helped me elucidate participants' cultural

sense and present their experiences with ethnographic rigor. However, they also shaped

my insight into certain aspects of participants’ lives. Therefore, as a researcher, I serve as

a channel between participants in this study and readers from different cultural
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backgrounds who are interested in this topic. Most importantly, this process will

continue working to increase the understanding of life after a suicide attempt.

Dealing with Translation Issues

In addition to Lai-Fu's three formal interviews and relevant fieldnotes, I selected

sections of other transcribed interviews for translation into English. Yet, finding English

equivalent meanings for Chinese words was very difficult, as well as translating from

South Fukienese and Hakka dialects to English. In particular, when translating some

emotional terms, it was very difficult to convey the exact meaning because many terms

for emotional expression correlate with parts of the body or internal organs in Chinese.

Some Chinese words carry multiple meanings in different situations. In addition, people

from different cultures use different ways to verbalize their emotions. Therefore,

translation was not only a difficult task in this study, but also a process of finding an

appropriate interpretation so that readers from various cultural backgrounds could

understand the meaning in each situation.

For instance, the meanings of fan in the Chinese dictionary include worry,

unhappiness, annoyance, fretting, and boredom, as well as having different interpretations

when fan is combined with other words as idioms. I found myself using bore, bored, and

boring frequently to interpret fan and, consequently, my graduate advisor questioned

whether I really meant “bored” when she first read Lai-Fu's emotional trials. After

consulting several bilingual persons in the Bay Area, I decided to keep fan in my

dissertation as a transliteration and then constructed its meanings from its usage in

context. Therefore, interpreting fan in this study involves knowledge that is brought from

participants, the researcher, and readers.
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Because participants, the researcher, and readers have different cultural backgrounds,

preferences, and understandings of fan, they may see its significance in the text from their

own perspective. This means that translation is an unavoidable problem in this study; yet,

it is not the only barrier to communicating research findings. If a researcher perceives

reality only through his or her own lens, he or she may understand some information that

participants have shared, but will fail in other areas. Therefore, working as closely as

possible with people in the community to get the feel for their meanings is an alternative

method to resolving the problem of translation in this study.

Dealing with a Selected Sample

All participants were chosen from a regional teaching hospital in Taiwan. Due to the

stigma of suicide, not all suicidal patients or their families wanted to participate in this

study. Therefore, the findings of this study are limited by having interviewed a selected

group of suicidal patients and their families who were willing to take part and also

capable of expressing their thoughts. In this case, the data may represent a biased sample

and findings may not represent larger population of patients, their families, and health

care providers in Taiwan. Yet, the recurrence of themes in multiple types of data that

have been collected, from audiotape-recorded interviews to patients’ diaries, suggests that

these themes do reflect a pattern of living within the suicide experience in urban Taiwan.

Because this hospital belongs to the Ministry of National Defense in Taiwan, some

male patients were non-volunteer soldiers before their suicide attempts. A few of them

went back to the army, and the rest returned to the community as civilian patients. This

meant that patients in this study had different backgrounds and encountered different

stressors due to different life events occurring in their lives after they attempted suicide.

Because of the limited sample size, this study did not explore whether patients in
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different occupations had similar experiences. Yet, these diverse lived experiences do

construct a collective life story for suicidal patients in this hospital as well as other

military hospitals in Taiwan.

Implications for Mental Health Professionals

For mental health professionals, whose practice is constituted by care and clinical

wisdom derived from interacting wn patients, families, and other disciplines, adequate

understanding of cultural beliefs related to the issues surrounding suicide is vital.

However, this study reveals how Confucian Ethics influences life after a suicide attempt

and constraints on health care providers' understanding of this influence. Thus, the

findings in this study provide health professionals with some guidance for enhancing

culturally sensitive care.

Obtaining a comprehensive psychiatric history, strip searching patients at the bedside,

and employing a strict observation policy are major interventions with suicidal patients in

an inpatient psychiatric ward. However, the goal of care is not only to prevent death

caused by suicide, but also to promote life after the attempt. Without understanding the

patient’s EMs, health care providers only assess the patient’s ideation of suicide, observe

his or her actions, and give medicines to quickly calm his or her agitation; however, they

find it difficult to facilitate the healing process. A consequence is making the patient feel

judged, distanced, and controlled.

This study indicates that although both patients and health care providers speak the

same language and share the same cultural background, they fail in mutual understanding.

Without sensitivity, a health care provider may miss or misinterpret what the patient

expresses, make a wrong judgment, and/or use a treatment that does not satisfy the

patient’s needs. Therefore, health care providers should learn from the patient’s
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experience of suicide in order to touch the pain caused by being stigmatized, feel the

shame due to the dishonor brought home and the health care provider's labeling, and

understand the hope patients have for gaining control of their own lives and experiencing

qing in their social relationships.

Some strategies derived from this study may help mental health professionals enhance

their clinical knowledge and improve their clinical skills. First, health care providers

must learn to be open to asking patients and their families to teach them about what

suicide means to them. Secondly, although patients seldom divulge all their distress on

an initial interview for worrying about losing face, this study implies that trying to

understand patients’ emotional responses helps them sense that health care providers are

interested in and willing to work with them to resolve their problems. In addition, health

care providers have to recognize how family contributes to the patient’s EMs in order to

understand the patient’s family system, structure, and interaction patterns and then

carefully address their own EMs with the patient.

This study also reveals that when patients’ wanted to talk about their suffering, some

did not rely only on someone in the nearest compartment of their social relationships. On

the contrary, some patients were more comfortable talking to those whom they had never

met, such as a mate in the internet. This impersonal relationship in the internet indicates

that patients want to choose the time, place, and the object for addressing their distress, in

contrast to being forced to talk about the experience of suicide or having to face someone

while talking about it. Therefore, health care providers must understand how to support

patients’ autonomy in the healing process.

This study suggests that respecting patients and understanding their expectations

allows them to sense the health care provider's qing and to feel like they are being cared
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for by the health care provider. Consequently, patients are more willing to unlock the

door they usually close between themselves and outsiders. Therefore, a feeling of being

supported replaces having “no one to talk with" and “no one believes in me” and helps

patients become ready to step out into new life.

Regarding health professional education, the findings of this study suggest that

courses covering how people explain the causes of illness and the types of treatment in

which they believe need more prominence in curricula, even though both patients and

health care providers share the same cultural background. In Taiwan, more focus must be

placed on promoting the application of Chinese philosophy to health care rather than

relying on the Western health care model, in order to enhance culturally sensitive care.

Educators also need to help students see and understand the differences among the

problems experienced by the patient, those identified by the family, those understood by

the health care provider, and those explained by the student self, and then negotiate

between the patient and the student self when providing health care.

Mental health professionals in Taiwan should frequently review Confucian Ethics and

engage in self-reflection in order to enhance their self-awareness and insight into how

their own preferences and cultural backgrounds shape their values, beliefs, attitudes, and

communication styles and also to avoid labeling the patient unconsciously. Reading

anthropology, life and death, and culture and health books or consulting with someone

who specializes in cultural competence training will also help health care providers gain

information, inspire their interest in different lived experiences, and appreciate others’

cultural backgrounds. Consequently, health care providers can reduce the influence of

their cultural baggage on health care and decrease the patient’s and family’s shame or

guilt in clinical practice.
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Taipei City Government proposed a program for suicide prevention and precaution in

May 2002. Major items include development of local networks, improving follow-up

management of Suicidal patients in the community, and consolidating care resources in

the community. A referral form, including the patient’s name, age, gender, education,

occupation, address, phone number, a history of suicide (such as number of suicide

attempts, methods, and date(s)), and a history of psychiatric care (such as diagnosis,

treatment, and when and where received psychiatric care), is designed to report suicidal

patients to the district health center. After a suicidal patient is hospitalized, the

psychiatric institution social worker has to fill out this referral form and fax it to the

district health center. The social workers of district health centers then periodically

telephone to understand the patient’s condition and provide social resources for patients if

they need any help.

Although this protocol has become one of the auditing criteria to evaluate psychiatric

institutions in Taipei, it is difficult for the social worker and psychiatric team members of

the regional hospital in which I collected data to implement, particularly after they

listened to my presentation about the stigma of suicide. They mentioned their concerns

that they wished the officials who developed this protocol could have the opportunity to

understand patients’ and their families' suffering through my study. They understood

that this policy would not help patients but expose and further reinforce the stigma that

patients and their families deliberately attempted to cover up.

From this perspective, the findings in this study awaken health care providers to

emphasize the suicide experiences of patients and their families. Through understanding

the patient’s and the family’s explanation of suicide experiences, health care providers

can walk closer to patients and their families. In addition, through considering the

147



cultural context of suicide experiences, health professionals can make appropriate health

care policy for patients and their families in the community.

Future Research

This study was limited to patients who had attempted suicide and subsequently

received health care in one regional hospital in Taiwan. However, the findings in this

study together with previous Chinese suicide research raise two critical issues: whether

the stigma of suicide influences the patient’s and the family’s experiences of suicide in

different Chinese societies and whether patients in these societies adapt to living in the

world differently. Therefore, cross-cultural research is needed to understand the

similarities and differences of life after a suicide attempt in different Chinese societies.

Regarding recruitment of participants in this study, more female than male patients

dropped out after the initial interviews. This suggests that gender may be a factor in

recruitment for suicide research. In comparison to suicide death rates in other ethnic

groups, Chinese women have a higher tendency to commit suicide. Does this mean that

gender is a factor in caring about mientze, in a higher suicide rate, and in refusing to

participate in suicide research? This indicates that further research focusing on female

suicide is needed. In addition, because this study only describes a collective story of

experiencing a suicide attempts, whether different demographic and cultural factors, such

as age, language, migration history, Sexual orientation, religious beliefs, and

socioeconomic class and education, influence different suicide experiences should also be

explored in future studies.

This study found that families, colleagues, and health care providers tended to

differentiate a “true” suicide from a “false” one. This raises questions about whether

different suicide methods influence family, friends, colleagues, and health care providers
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in explaining the patient’s suicide attempt, and hence influence the care that they provide

for the patient. Future research needs to explore these biases and why caregivers hold

them.

This study reveals that patients encountered various life events after their suicide

attempts. Thus, whether there is a correlation between different post-suicide life events

and successful recovery warrants future research. In particular, the military tends to be

Secretive, is seen as a black box, and little research explores military suicide anywhere in

the world. Yet, some military patients in this study, although they had left the army,

lived in the shadow of the military, and others had to return to their original troops after

their suicide attempts. From this perspective, knowledge about how they receive better

care and the advantages and disadvantages of being discharged early will enhance the

knowledge of military psychiatry and improve military service in Taiwan.

In this study, qing played an important role in the patient’s social network. Yet, what

constitutes qing and how it affects the health care provider-patient relationship have not

been well described. This suggests that there is a need for understanding the meaning of

qing and how health care providers apply this concept in providing appropriate care for

Chinese suicidal patients in future studies.

Suicide is a growing problem in Taiwan, but the experience of suicide has not been

described very well before. This study is a new approach to hold a dialogue among

patients’ and families' life worlds, health care providers’ explanations of suicide, and the

cultural context of suicide experiences. Patients, their families, and colleagues devoted

themselves to teach health professionals a significant phenomenon regarding life after a

Suicide attempt and a sequence of personal adjustments. However, in the context of

modernization and Western-style education, whether the stigma of suicide in Taiwan
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fades away, continues or increases; whether people in Taiwan construct different ways of

expressing their distress rather than simply saying, “I feel fan;” and whether health

professionals in Taiwan have the ability to provide culturally sensitive care will be

interesting to future ethnographic research.
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
ARMED FORCES SUNGSHAN HOSPITAL (TAIWAN, R.O.C.)

Information Sheet to be a Research Subject (Patient)
Persons with Suicide-Related Behaviors in Taiwan

You are being asked to participate in a study to learn about daily life experiences and
ways of coping after suicide-related behaviors. There are two purposes of this study: (1)

to understand suicide in a Chinese population; and (2) to help health care providers work
more effectively with people with suicide-related behaviors and their caregivers. My

name is Wen-Chii Tzeng, a case manager in this hospital and doctoral student at the

University of California, San Francisco, U.S.A.

If you agree to participate in this study, the following will occur:
1. While you are receiving inpatient care in the hospital, I will visit you and review

your hospital medical records.

2. After you have been discharged from the hospital, I will contact you at your

outpatient clinic in this hospital. In addition, I will telephone and/or visit you at
home to ask about your recovery. If you agree, I will visit you in the first and six

months following hospital discharge.

3. You will be interviewed at a time and place convenient to you. Interviews will

take about 60-90 minutes and may possibly require a second short session. You

will be asked questions about your experiences following your attempt to harm
yourself. The interviews will be taped, if you agree to it.

You may feel uncomfortable when being asked to recall your attempts to harm

yourself. You are free to stop the interview at any time or decline to discuss any subject
or answer any question. Your care will not be affected by your participation in this study.
If this study causes you to be upset, you will talk to , who is available

to discuss your feelings. Your concerns will be communicated to your psychiatrist, nurse,
or therapist if you agree. In addition, if you currently have a high tendency to harm
yourself, I am obligated to report it to your psychiatrist.
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You will not benefit directly from being in this study. However, you may like the

opportunity to share your concerns with me. The information that you provide will

contribute to professional knowledge and policy related to care for patients like you.
Information that you give in the study will be kept as confidential as possible. Your
name will not be used in any written reports or oral presentations. All information will

be identified with a number instead of your name and kept in a locked file at all times.
The audiotapes will be destroyed at the completion of the study, within five years.

You should not feel pressured to participate in this study and you have the right to

completely control what you wish to share with me. Your decision to be in this study

will not influence your present or future status as a patient at Armed Forces Sungshan

Hospital. Please feel free to ask me questions about any part of the study. If you have

any concerns about participation in this study, you should first talk with Mrs. Tzeng at

telephone number: (02) 27642151 ext, 333 or her advisor, Dr. Juliene Lipson at (415)

476-3981, in the United States. If you do not wish to do this for any reason, you may

contact Directors of the Department of Nursing or Psychiatry at (02) 27648852 or (02)

27642151 ext. 302 or the University of California, San Francisco Committee on Human

Research, which is concerned with the protection of volunteers in research projects. You

may reach the committee office between 8:00AM and 5:00PM, Pacific Standard Time,

Monday through Friday, by calling (415) 476-1814, or by writing: Committee on Human
Research, Box 0962, University of California San Francisco, San Francisco, CA 94143,
U.S.A.

Are you willing to participate?

168



UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
ARMED FORCES SUNGSHAN HOSPITAL (TAIWAN, R.O.C.)

Information Sheet to be a Research Subject (Family)
Persons with Suicide-Related Behaviors in Taiwan

You are being asked to participate in a study to learn about daily life experiences and
ways of coping after suicide-related behaviors. There are two purposes of this study: (1)
to understand suicide in a Chinese population; and (2) to help health care providers work
more effectively with people with suicide-related behaviors and their caregivers. My
name is Wen-Chii Tzeng, a case manager in this hospital and doctoral student at the
University of California, San Francisco, U.S.A.

If you agree to participate in this study, you will be interviewed at a time and place

convenient to you. Interviews will take about 60-90 minutes. You will be asked

questions about your experience in taking care of your relative who wanted to harm him
or herself. The interview will be taped, if you agree to it.

You may feel uncomfortable when being asked to recall your relative’s attempt to
harm him or herself. You are free to stop the interview at any time or decline to discuss

any subject or answer any question. Your relative’s care will not be affected by your

participation in this study. If this study causes you to be upset, you will be referred to

talk to , who is available to discuss your feelings. Your concerns will

be communicated to your relative's psychiatrist, nurse, or therapist if you agree.

You will not benefit directly from being in this study. However, you may like the

opportunity to share your concerns with me. The information that you provide will

contribute to professional knowledge and policy related to care for patients like your
family member. Information that you give in the study will be kept as confidential as
possible. Neither your or your relative’s name will be used in any written reports or oral

presentations. All information will be identified with a number instead of a name and

kept in a locked file at all times. The audiotapes will be destroyed at the completion of
the study, within five years.
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You should not feel pressured to participate in this study and you have the right to
completely control what you wish to share with me. Your decision to be in this study
will not influence your relative’s present or future status as a patient at Armed Forces
Sungshan Hospital. Please feel free to ask me questions about any part of the study. If
you have any concerns about participation in this study, you should first talk with Mrs.

Tzeng at telephone number: (02) 27642151 ext, 333 or her advisor, Dr. Juliene Lipson, at

(415) 476-3981, in the United States. If you do not wish to do this for any reason, you

may contact Directors of the Department of Nursing or Psychiatry at (02) 27648852 or

(02) 27642151 ext. 302 or the University of California, San Francisco Committee on

Human Research, which is concerned with the protection of volunteers in research

projects. You may reach the committee office between 8:00AM and 5:00PM, Monday
through Friday, Pacific Standard Time, by calling (415) 476-1814, or by writing:
Committee on Human Research, Box 0962, University of California San Francisco, San

Francisco, CA 94143, U.S.A.

Are you willing to participate?
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Observation Guide

These general themes will guide the researcher in participant observation. I will make

specific observations based on each context of interactions with participants.

For Individual Situation

8.

What is the location (unit, home, or workplace) look like?

How does the participant behave in this place? What is the participant doing?

What is a story told by the participant? What is the participant expressing?

What events are related to this story?

How do I engage in conversation with the participant?

What are this participant’s responses (verbal and nonverbal) to my involvement?

What are other activities occurring in this place?

How does this context affect other interactions or settings?

For Group Situation

1.

2.

9.

What does the location look like?

Who are in this place?

What are their behaviors/activities in this place?

What are they talking about?

What are their actions?

What events are related to their conversations?

How do I engage in their interactions?

What are their responses (verbal and nonverbal) to my involvement?

What are other activities occurring in this place?

10. How does this context connect to this study?
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Interview Guide

These general themes will guide the researcher to ask questions in scheduled

interviews and informally in participant observation. Specific interview questions will be

generated based on each context of interactions with participants.

For Persons with Suicide-Related Behaviors

1. Brief life history

1.1. Could you tell me something about your life? (Anything you want to share to

help me become familiar with you.)

1.2. How did suicide come into your life?

1.3. What keeps you going day by day?

1.4. Who or what has been helpful to you since that event?

1.5. How do you think it (suicide) affects your life right now?

2. Subsequent interviews

2.1. Could you tell me about what has happened in your life since our last interview?

2.2. Who or what has been helpful to you during this period?

2.3. What does this experience mean to you?

2.4. What kind of care do you expect from your family, health care providers, and

society?

2.5. What are your feelings about one who ends one’s life through suicide?

2.6. If a suicide attempter calls for your help, how would you help him/her?

2.7. What does suicide mean to you?

2.8. How do your cultural or religious beliefs relate to your past experience?

2.9. What is your plan for the future? (Relationships with your family, health care

providers, peers, and the community)
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For Families of Persons with Suicide-Related Behaviors

1.

2.

What is your relationship with the patient?

Could you tell me about your family life after the patient has the desire to attempt

suicide?

What have you done to help the patient?

Who or what has been helpful to you during this period?

What does this experience mean to you?

What kind of care do you expect from your health care providers and society?

What does suicide mean to you and your family?

How do your cultural or religious beliefs relate to your past experience?

What is your plan for the future? (Relationships with your family, health care

providers, peers, and the community)

For Health Care Providers

What is your position?

How long have you worked with this patient?

What kind of care have you provided for this patient and his or her family?

Who or what has been helpful to you while you are taking care of this patient and his

or her family?

What does this experience mean to you?

What kind of help do you expect from your colleagues and society?

What does suicide mean to you?

How do your cultural or religious beliefs relate to your past experience?
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Glossary of Selected Terms

Romanization (Character)

Bu-hsiao (5 +)

Fan (#)

Hsiao (#)

Hsin (~)

Hsin-qing (Shi)

Hsin-fan (~}#)

Huo-qi (K fl.)

Kan-huo (HF Sk)

Mientze (#) +)

Qi (fl.)

Qing (li)

Wu-lun (###!)

Yang (#)

Ying (#)

Definition

Non-filial piety

A state of being bothered by some things that are

beyond one’s expectations

Filial piety

Heart

Emotional states

Worries, upset

Hot energy

An excess of hot energy in the liver; anger

Saving face

Vital energy

A special type of reciprocal affection in caring and

helping relationships

The five cardinal rules

Active, excited, external, upward, forward,

aggressive, hard, bright, and hot

Passive, inhibited, unclear, inward, downward,

retrogressive, soft, dark, and cold
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