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Abstract: The suicide experience combines despair with the perception of suicide as the last op-
tion to alter its suffering effectively and actively. Shneidman’s phenomenology understands the
suicidal mind in terms of psychological pain, as opposed to focusing on the individual context.
This article aims to meet and review information from articles and books published in the area
of the Phenomenology of Suicide, mostly between 2017 and 2021. By integrating and relating the
different philosophical perspectives of the patient, his or her family, and the mental health worker, it
is intended to identify emotions that are common to different groups affected by suicide, regardless
of the context, experiences, and means used to commit suicide. The phenomenological description of
self-determination experienced in suicide helps to improve the understanding of the suicidal mind,
which can be useful in understanding questions that relate to issues such as assisted suicide and
suicide prevention. The management of post-suicide consequences, especially the stigma, a cross-
cutting challenge for all these groups, benefits from the specialized support of health professionals,
either through psychotherapy and pharmacotherapy or support groups.
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1. Introduction

The first-person experience of the idea of suicide and suicidal behaviour can be found
in contributions from almost every time and place in the world. Descriptions of authors
who intended or provoked their own death voluntarily appear scattered throughout
different moments in history and in diverse cultures. In Ancient Rome, voluntary and
self-inflicted death was an act of honour, while in Europe during the Middle Ages, suicide
was considered a crime and a sin and was completely rejected from a moral point of view,
and, more recently, it has been variously seen as a symptom or consequence of mental
disorder or associated with specific economic and social contexts (van Hooff 2000) [1].
The term “suicide” can be applied in different contexts and to different acts, often being a
discriminative attribute in the terms medically assisted suicide, suicide bombings, political
acts of suicide, and honour suicides. Any definition of suicide deserves to accept an
understanding that allows all subjective and operational elements to be included and will
therefore always be heterogeneous (Battin 2015) [1].

Every year, about 1 million people die by suicide worldwide. The exact number is
difficult to ascertain, both because of the difficulty in identifying indirect suicide attempts
and because of accidental deaths that are interpreted as self-inflicted. It constitutes one
of the top 10 causes of death in all age groups and is among the top 3 among adolescents
and young adults. The rate of consummated suicide is higher in males and, in turn, more
frequent among middle-aged and older adults. However, non-fatal suicide attempts are
higher in women, notably adolescents and young adults. Suicide by hanging, firearm, over-
dose, jumping off cliffs, vehicle impact, and electrocution are some of the most commonly
used methods, with the Golden Gate Bridge in California being one of the world’s leading
suicide sites, accounting for over 1700 cases since 1937. Suicide attempts by oneself or in a
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family history of suicide seem the best indicator of suicide risk, justified by a process of ha-
bituation or “incorporation”: the more a person becomes familiar with a certain behaviour,
through attempts, mental training, or stimulating narratives, the better they perform.

In the 18th century, Goethe, German poet and writer, with his epistolary novel The
Sufferings of Young Werther (1774), gave rise to the greatest wave of mass suicides in
the history of literature, by creating a protagonist who gives in to his own existential
annihilation by an unrequited passion, provoking in young people of the time the same
outcome—“Werther Effect”, according to D.P. Phillips (1974). The social dimension of
suicide would be worked out later on by Durkheim (1897) [2], showing that to understand it,
it is fundamental to know the social context: altruistic—resulting from excessive integration
in society and an insufficient individuality, in which the individual not only has the right
to commit suicide, but also has this duty; anomic—consequence of the loss of relationship
between the individual and society, in the context of great changes in the distribution of
wealth, geographical isolation, or cultural alienation; fatalistic—in the face of an imposed
and unappealable normative context, when individual aspirations are the target of excessive
regulation by society; egoistic—resulting from the evolution of society towards the loss
of the collective social focus, designated by Durkheim as “excessive individualism” or
“egoism”, and which more recent authors would designate as “new narcissism”, “être pour
soi”. The predisposition to suicide would arise when the individual project, inherently
fragile and no longer integrated into a social system, disintegrates.

Suicidology, or the study of suicide behaviour and causes carried out by psychiatry
and psychology professionals, seems to show that suicide is always, or almost always,
pathological, i.e., individuals who voluntarily determine their own death suffer from
some type of mental disorder. Mental disorder—namely, depression—is a very frequent
characteristic of those who commit suicidal acts [1]. Almost half of all individuals who
die by suicide were assessed by a mental health professional in the month prior to their
death [3]. Although depression and bipolar disorder are the most common disorders
among people who attempt suicide, it can also occur among college students [4], people
with substance abuse disorders or schizophrenia [5], who find suicide a way to escape the
intolerable pain that characterises mental illness, trauma, loss, rejection, or deceptions.

However, it is very difficult to find an immutable and universal element in all suicide
experiences because, for example, not all clinically depressed people attempt suicide. In
fact, if we statistically control for some symptoms, the diagnosis of depressive episode
ceases to be a risk indicator, motivating a deeper discussion on the causal processes that will
certainly be heterogeneous [6]. Nevertheless, although the circumstances and methods used
may vary, there is evidence that some elements are constant in suicide. Edwin Shneidman,
one of the founders of modern Suicidology, named psychological pain (“psychache”) as
a necessary element of suicide and described it as introspective experience of negative
emotions—despair, fear, sadness, shame, guilt, loneliness, and loss [7,8]. Thomas Joiner
(2005), van Orden (2010), among others, have considered that psychache arises out of
unmet human needs [1]. The “need to belong”, described by Baumeister and Leary (1995),
when failed and coupled with the acquired capacity for suicide, leads to the death wish [5].

The Phenomenology of Suicide

Phenomenology, a philosophical area developed by Edmund Husserl, values the
study of experience unreflected by outside agents (including ideas and medical or technical
jargon), the attempt to isolate and detach it from all assumptions of existence or causal
influence, and, through an unnatural “epoché” attitude, to uncover its essential structure.

In the area of suicide, Shneidman’s contribution (1993), in defining “psychache” as
the main ingredient of suicide, is relevant to phenomenology because it suggests that if
individuals in despair could stop consciousness and live, they would opt for this solution,
revealing suicide as an attempt to escape intolerable emotions and not a movement towards
death. Suicide emerges as the ideal solution in the face of an inner dialogue in which the
subject exhaustively analyses various options to escape suffering and, in this way, the
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suicidal subject is, albeit in an aversive and uncomfortable way, self-conscious [7]. The
awareness that the “self” is inadequate generates negative emotions and the desire to escape
from self-consciousness in this state, and suicidal self-destructive behaviour is considered
an escape from the “self” [5]. It also suggests that in the attempt at cognitive deconstruction
(restricted temporal focus, concrete thinking, immediate and proximate goals, cognitive
rigidity, and rejection of meaning), which aims to prevent further awareness of its negative
emotions, is marked by irrationality and disinhibition, making drastic measures possible.

This awareness of oneself as insufficient and the state of despair or “psychache” leads
the subject to value suicide as appealing because it is seen as a calming effect that offers a
last and reliable possibility to alter one’s own reality actively and effectively. Everything
that could be altered now seems to have failed or to be fruitless, but suicide can still
be actively triggered by the self (or by another person actively delegated by the self),
justifying that in a suicidal act there is, at least in a “basic” or “minimal” way, a sense of
self-determination [9]. By offering a possibility beyond the horizontalisation of temporality
(in which there would be no comfortable situation), suicide sustains the subject and confers
freedom—“The idea of suicide is a great comfort: it helps to get through a bad night.”
Friedrich Nietzsche (1844–1900) [9].

Suicide, despite its positive valuation, and in that sense attractiveness, is therefore not
necessarily judged by the self as a correct act (or in favour of his existential project). The
impossibility of re-evaluating suicidal behaviour retrospectively limits us to understanding
whether it was ever self-determined—only then could it be guaranteed that the deter-
mination is maximum or full by having a retrospective reflection [9]. This impossibility
is also a final obstacle of the suicidal act once the subject recognises its precipitous and
sudden nature that cannot be rethought. Considering rationality to suicide would only be
possible if there is, “objectively”, no other chance to alter pain and suffering [9]. Indeed,
and as Hume writes—suicide can even be judged as a “remedy” if death is seen only as a
“horror”. However, there are criticisms, since considering the pre-reflexive evaluation of a
self-inflicted death as “relief” (Hans), “liberation” (Améry), or “remedy” (Hume) requires
full awareness which may not be possible if the subject is in despair [1]. The ambivalence
of the suicidal mind is also frequently being characterised by a change of mind at the
moment of the suicidal act or immediately after its attempt [10]. This makes it difficult to
understand their intention since an explicit intention to survive and to kill oneself may
coexist. The subject may then remain unsure whether suicide is really the last option for
rescue or whether the continuous and unbearable despair ends with self-inflicted death.
Two conflicting interests are thus frequent in the same person at the same time [9]. This
ambivalence characterises suicide in the absence of psychiatric disorders—there usually
the suicidal mind experiences unbearable psychological distress. There are few studies on
the phenomenology of suicide in severe mental illness, and even in depression or psychosis
the patient may continue to seek treatment and in the expectation of getting better and
therefore not think about ending their life [11].

2. The Different Philosophical Perspectives—Patient, Family, and
Healthcare Professionals
2.1. The Patient

Over time, the study of suicide has allowed us to understand the sensations inherent
in the suicidal experience, highlighting the similarities between the various experiences—
namely, in the way the subject analyses himself and the world around him.

Suicidal ideation, which seems to constitute a wider set than just suicidal thoughts,
has been, over time, the focus of research on suicide in the first person. Suicidal thoughts
can arise in the absence of suicidal risk and do not, by themselves, and in the absence of
feelings, lead to suicidal acts [12]. Attempting to resist these thoughts is part of suicidal
feelings. However, there are other perspectives, particularly studies on suicidal feelings. As
a feeling, it seems to comprise an interruption in the experience of the self, being described
by individuals with previous suicide attempts as a bodily experience that restructures the
experience of the self, the world, and those around it. A change of a transformative nature
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is established in which no thought, emotional response, or perception is left completely
unchanged [13].

Although each suicidal experience has a unique framework, there is a combination of
common factors—namely, (1) loss of clarity and/or coherence of one’s sense of identity;
(2) rupture in reciprocity between “self” and world; (3) depletion of mental resources;
and (4) disruption of embodiment—“The person I am ‘normally’ is gone and I am a
fragmented human being without hope, direction or future... Where have I gone and what
is happening to me?” [12]. At this point, the basic assumption of an integrated “self”,
usually taken for granted, is questioned, further manifesting an absence of coherence
between the social/public “self” and the suicidal “self” that remains up to the act, either
immediately visible or actively hidden.

This considered cleavage in the self may explain how external positive considerations
directed to support the suicidal individual are experienced as useless or empty of meaning
since they are addressed to the social and public “self” that no longer inhabits the subject,
in contrast with negative criticism, which is often experienced as ego-sympathetic and
thus acquires greater sentimental intensity for the hidden suicidal self [12]. Therefore, in
suicide there are also moments of inner conflict in which the two selves described above
coexist—“When I am well, I am not aware of the division of my ‘self’ into parts. If I am
very depressed or having suicidal thoughts, I may feel out of place. So contrary ideas may
arise—the rational side of me (perhaps the normal ‘me’) is sure that suicide is no solution,
but there is another entity in me that issues thoughts about the easiest solution—ending
everything” [14].

It is also possible for a sense of depersonalisation to arise—as if living distanced
from oneself by the different parts of the “self” that now manifest—and there are even
dissociative symptoms, as if actions become observed behaviours separate from one’s own
agent—“I didn’t feel connected with myself, it was like I was a robot and suicide was the
automatic response” [12]. The altered relationship with the outside, often as a breakdown
of reciprocity, determines a distortion or attenuation of the impact of the world and others.
The latter are often experienced as indifferent, inaccessible, hostile, or manipulative—“I
am immune to any stimuli, be they people, colours, tastes.... I am separate from everything
and everyone, detached and unable to interact.” “Nothing can enter or leave my mind, I
am emotionally isolated, on an island and with no opportunity for rescue” [12].

In the suicidal experience, the bodily dimension of the individual is often overlooked
but seems to be fundamental, being a focus of discomfort, pain, turbulence and fragility [1].
The body becomes difficult to inhabit and a desire to escape it arises—“I physically tremble
as the battle takes place inside.... I spend hours fighting with myself”. This tumultuousness
will subsequently give rise to sensations of absence (loss of “leib” or lived body) experi-
encing the body as physical (“korper”), numb, resisting movement or even empty and
hollow—“It’s like I’m an empty, lifeless shell. It wouldn’t make any difference if I died
anyway” [12].

The suicidal individual, despite living as an object, appears to maintain the subjec-
tivised “Other”—that is, demonstrating towards them concern and care. This experience
acts as the final barrier to suicide by manifesting a desire to prevent those closest to them
from suffering from its suppression—the suicidal “self” is further endowed with an active
role in the lives of other individuals, thus constituting a protective factor from suicide [12].
However, it can be deconstructed either by overvalued or obsessive ideas of the uselessness
of the self or by the loss of reciprocity in social interactions (“The awareness that there are
people around me who care about me and would be devastated if they lost me becomes im-
possible to believe or recognise”), as well as the inability to emotionally regulate that which
is associated with oppressive feelings. Alongside this, trying to prevent the expression of
these disorganised emotions can reduce their physical expression by concealment [13].

There also arises an experience of mental “burnout” derived from the frustrated
desire to take control over negative feelings and thoughts [15]. Thus, parts of the daily
automatisms and common sense, usually invisible and automatic (usually requiring no
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mental effort), can acquire a disproportionate complexity, adding to the present physical
and psychic exhaustion and highlighting the idea of escape as the only possibility of rest—
“I can’t think normally, my brain feels overloaded, so exhausted that my body has become
weak (...)”.

Finally, in the relationship with the world, we observe a change in the salience of the
elements of the real that serve the suicidal individual’s purpose: bridges, tall buildings,
train lines, drugs, and suffering-relieving drugs or sharp objects [11]. All other elements
reduce their presence, and so the suicidal individual finds it difficult to concentrate on
habitual actions, continuously interrupted by suicidal thoughts and the redirection of
attention to enabling elements. There even emerges a sense of passivity, in that acceding to
a suicidal impulse equates to “letting nature have its way”, signalling a loss of embodied
self-esteem [12].

There is a need for a paradigm shift that should emphasize the mental pain in individ-
uals as the focus of the suicide risk [16].

2.2. The Healthcare Professional

Regardless of patient approach, length of contact, and professional experience, the
suicide of a patient in the care of a healthcare professional constitutes a difficult and often
traumatic time [3]. In addition to doctors, all healthcare professionals involved in the
follow-up of the suicidal individual often go through a period of intense emotions after
suicide, marked by shock, guilt, isolation, loss of confidence, insomnia, and doubt. In
psychiatry, this situation is particularly prevalent, and most doctors experience at least one
suicide. In cases of diminished professional experience, there is a particular vulnerability
to the negative impacts of a patient’s suicide, manifested by some of the most critical
reactions [17].

In the face of a patient’s suicide, there are several phases that in part approximate
those commonly considered of bereavement. In the first days, the initial trauma/personal
crisis/shock phase is immediate and dominated by strong but undifferentiated emotional
states such as confusion, disorientation, depersonalisation, disbelief, denial, distraction,
fear of guilt, fear of other suicides, helplessness, shock [18].

In this emotional management process, some people try to temporarily withdraw
from work, refuse to follow up patients with a high suicidal risk, or change their clinical
attitude in order to prevent a new episode more effectively. Within weeks to the second
month after the suicide, they are marked by turbulence, floods of anger, guilt, anxiety, and
depressive moods. Feelings of doubt, shame, grief, sadness, and lack of concentration
and productivity remain, and there may be sleep and appetite problems, distancing from
patients, behavioural changes in relation to different clinical situations, and even an increase
in alcohol intake or other self-destructive coping strategies. Several months after suicide,
the renewed commitment phase emerges, marked by renewal around the scars of the
trauma, which characterises a healthy recovery. However, maladaptive behaviour marked
by prolonged helplessness, insecurity, and doubt may sometimes endure [19].

Although some degree of inexperience and adequate knowledge regarding suicide is
recognised, it can present a significant dilemma for even the most experienced profession-
als [4]. The inability to prevent it relates to the fact that it is neither fully understood nor
preventable and that around 25% of patients never disclose suicidal ideation. Moreover, self-
harm and suicide attempts can be exacerbated by strategies considered preventive, such as
hospitalisation and patient surveillance [4]. In this sense, suicide cannot be fully prevented.

After experiencing a patient’s suicide, psychiatrists often seek assistance either through
colleagues, friends, family members, or other professionals, which correlates positively
with the number of observed suicidal episodes [3].

At an age when cardiovascular diseases and neoplasms have little representation for
mortality, suicide represents the leading cause of death in children and adolescents who
have psychiatric follow-up. However, less than 20% of children who commit suicide had
follow-up in health services, which demonstrates a gap in health care [17]. At these ages
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suicide is particularly distressing for healthcare professionals in view of the huge value of
YLD and also the impulsive and often unexpected nature of these events.

However, the existing stigma around suicide is considered one of the primary factors
that exacerbate emotional distress and prevent the application of post-suicide intervention
strategies that favour overcoming it and minimising the consequences of the episode [20].

2.3. The Family

Suicide, as it is often unexpected for those around the individual, motivates feelings
of sadness, regret, rejection, guilt, disconnection, shame, and stress that can last for years,
sometimes never being fully resolved [21]. Often seen as the representation of failure,
suicide gives rise to stigma that significantly affects those who survive and go through the
grieving process [22], in turn making it difficult for them to seek help and to expose their
experiences of bereavement through suicide [23].

The term “survivor” of suicide refers to the subject who suffers the transformation
prompted by the suicide of someone with whom they had significant, close, and regular
contact [4]. Cerel and Campbelll (2008) suggested that between 5 and 100 survivors are
affected by each suicide, including nuclear and extended family members, colleagues,
friends, and acquaintances [4]. In this sense, it is estimated that between 48 and 500 million
people annually go through a period of bereavement due to suicide [24].

Complicated grief arises from a prolongation of acute grief, giving rise to suffering
and impairment in the individual’s functioning [25]. To the feelings of loss, sadness, and
loneliness are added, in the case of suicide survivors, guilt, confusion, shame, trauma, and
stigma, which deprive them of the resources needed to overcome the suicide. Some studies
suggest that about 10–20% of survivors develop complicated grief, having increased rates of
psychiatric comorbidities such as major depression and post-traumatic stress disorder [19].

There is a need on the part of suicide survivors to attribute meaning to the suicidal
act and justify this decision, which can lead to overvaluing one’s own responsibility and
ruminating that intensifies feelings of guilt [26]. This is a disturbing period, marked
by confusion and shock, being a risk to the survivors’ health [27], and establishing the
survivors themselves a high-risk group for suicide due to the difficulty they feel in restoring
balance [28].

In the case of the victim’s family, there is often a higher incidence of rejection, guilt,
shame, and stigma [18]. Guilt, shame, and stigma are particularly intense in the case of
parents who lose a child to suicide [29], relative to other groups, especially when children
or adolescents are involved [30]. On the other hand, reduced guilt and greater ease of
understanding is identified in cases where the suicide was associated with a diagnosed
psychiatric disorder.

In the case of the partner of the suicidal individual, feelings of rejection and guilt
prevail [31], and in the case of children who lose their parents to suicide, the feeling of
abandonment stands out [32].

On the other hand, anger is one of the most frequent emotions in all groups, either
towards the person who committed suicide (for the absence of a request for help, for
example), towards the person for not having been able to change the outcome, towards
relatives, acquaintances, and health care professionals (mainly for not having been able
to prevent the death), or towards the world in general [31]. Thus, although the mourning
period may be marked by numerous emotions, which often alternate over time, it is possible
to identify a pattern among survivors based on the degree of attachment to the suicidal
individual [33].

Given the unique insight that survivors’ emotional experiences offer into the impact
of completed suicide, a study conducted by Peters et al. in 2013 [4] used a qualitative
methodology that included interviews of individuals aged between 25 and 65 years old,
with the purpose of analysing different perspectives in the 12 months following the suicide
of someone close to them. Three main arguments were highlighted: the clear intention to
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end one’s own life; the absence of support from health services; and the feeling of omission
of information about the patient by health professionals.

The generality of participants identified the imminent suicide risk, although they felt
unable to obtain appropriate assistance, which they considered central in preventing death.
The lack of assistance was attributed to the need for maintaining patient confidentiality;
however, although it is clear that there is ambiguity between the boundaries of confiden-
tiality and the duty of care for those who have attempted suicide or who have suicidal
ideation, in certain circumstances it is necessary to disclose personal information to the
closest individuals and other professionals in order to jointly prevent possible harm [34].
It is essential that health professionals take into account the concerns expressed by those
accompanying the suicidal subject in order to ensure their safety [35].

Occasionally, the final act of suicide may be witnessed by survivors. In these circum-
stances, the grief that characterises the period of bereavement is marked by fear, horror,
and vulnerability, which indicates a greater likelihood of developing post-traumatic stress
disorder [36]. Compared with non-traumatic bereavement situations, despair, disbelief,
anxiety, hyperexcitement, and dysphoria are also intensified and prolonged, which worsens
the prognosis of bereavement.

The pain motivated by the loss to suicide, combined with shame, rejection, anger, and
sense of responsibility, among others, create a higher need for escape among survivors. In
this sense, of all the emotions provoked by the suicide of someone close, it is important to
highlight the high risk of suicide experienced by survivors [37].

Suicide is a known target of stigma despite recent efforts to combat it. Dialoguing
about loss is, for many, essential for recovery, so obstacles at this level are additional
impediments to the grieving process [38].

It is recognised in the literature that survivors of suicide receive considerably less
support than those going through a period of grief for different reasons [39]. There are
still objections to effective prevention and support for survivors, a worrying aspect given
that they are a high-risk group for suicide [40]. In this sense, although the evidence of the
results of follow-up of this group is limited, some aspects are emphasised—namely, the
initial attention focused on the traumatic suffering, the benefit of support groups [41], the
valorisation of the family context [20], and also the importance of pharmacotherapy and
psychotherapy [42].

Increased visibility and transparency of suicide loss experiences have contributed to
reduced shame and stigma [25]. The provision of adequate spaces for communication has
been highlighted as one of the main reasons for survivors’ participation in studies related
to suicide bereavement, given the difficulty in accessing mental health resources [24].

Therefore, adequate preparation of all professionals is imperative, not only in develop-
ing suicide prevention strategies in at-risk groups [43] but also in recognizing the intensity
and emotional complexity of suicide grief [23].

Although some biomarkers to predict suicide risk have been studied, none are cur-
rently validated [15]. Restricting means of suicide and preparing health professionals are
some of the most appropriate methods [38], the latter being marked by psychotherapy,
pharmacotherapy, and directing the individuals involved to areas that promote adequate
support from an early age [44].

3. Materials and Methods

This was a narrative review of articles and books published between the years of 2017
and 2021 in the area of suicide, written in English and Portuguese. The MESH PubMed
keywords used included ((Suicide) and (Perspectives)), ((Suicide) and (Phenomenology)).
The full database was assessed by two researchers (L.M. and A.M.) according to our
inclusion criteria: language, publication date, and aim of topics to be covered. The books
that were included are related to suicide phenomenology and neurobiology. Figure 1
presents our selection process.
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4. Conclusions

Shneidman’s phenomenology understands the suicidal mind in terms of psychological
pain, interpreting suicide as a last attempt to escape intolerable emotions.

Among each of the groups affected by the suicide, there are similar emotions during
the process, such as the stigma and regret of the family, the guilt of the health professional,
and the sadness and despair of the suicidal individual.
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The management of post-suicide consequences benefits from the specialized sup-
port of health professionals, either through psychotherapy and pharmacotherapy or sup-
port groups.

Our review suggests that in clinical practice, a phenomenological approach might not
only serve as an epistemic necessity for identifying and exploring emotions underlying
the experience of suicide (the before and after) but also help in the clinical relationship
to clarify several complex emotional states. Together, clinical and patient insights might
ultimately help in primary and secondary prevention of suicide—a new paradigm.
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