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CHAPTER 1

Suicide is about life
Werner G.K. Stritzke, Andrew C. Page
School of Psychological Science, University of Western Australia, Perth, WA, Australia

San Francisco’s Golden Gate Bridge is an iconic landmark. It is an engi-
neering feat that speaks to the triumph of human ingenuity to overcome
the obstacle to travel presented by the Bay. However, it has iconic status in
a more tragic manner, as it has been a common location for attempted
suicide. Each death is tragic, but there has been a study of the survivors of a
suicide attempt on the Golden Gate Bridge and this study is revealing.

Seiden (1978) followed up the 515 individuals who, in the period up
until 1978, had come to the bridge with the intention of killing themselves,
but had been dissuaded by the highway patrol officers. Of this group, 35
individuals had proceeded to die by suicide. Despite the tragedy of each
subsequent death, the overwhelming pattern was that 90% of people who
had come to the bridge with the express purpose to die by suicide went on
to live a life without future attempts. In fact, one of the few survivors of
jumping, Kevin Hines, described that the very second he let go of the
bridge, he knew that he had made a big mistake. These results are revealing,
because the vast majority of those who had been at the brink of following
through with a suicide attempt using a highly lethal method, nonetheless
re-engaged with a life worth living without attempting to end their life
again.

A more recent large study used the Swedish national registers to follow-
up over 34,000 people admitted to hospital after deliberate self-harm
(Runeson, Haglund, Lichtenstein, & Tidemalm, 2016). Although not all
the self-harm events may have been a suicide attempt, less than 3.5% (i.e.,
1182) went on to die by suicide during the follow-up period of up to 9
years (670 males and 512 females). Thus, death by suicide following an
initial attempt is the rare exception rather than the rule. Yet, evidence also
informs us that a history of prior attempts (especially multiple attempts)
raises the risk level for a future attempt. But rather than seeking to un-
derstand what helps the vast majority of attempters (despite their increased
risk level) to continue living and not die by suicide, which might hold the
key to preventing future attempts, the conventional approach has been to
focus instead on identifying risk status and those factors that may lead to a
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future attempt. The problem with the latter approach is that there is now
compelling evidence that it has not been effective (Franklin et al., 2017).
First, the accuracy of a suicide ‘expert’ to predict a patient’s future suicidal
thoughts and behaviors based on a thorough assessment of risk factors is no
better than the accuracy of a lay person flipping a coin. That is, after decades
of trying, research has produced no meaningful advances in suicide pre-
diction. Second, the World Health Organisation declared suicide preven-
tion a “global imperative”, because suicide rates in many countries have
been increasing in recent years (WHO, 2014). For example in Australia,
suicide is the leading cause of death for people aged 15 to 44 (AIHW,
2018). Third, our conventional approach to interventions with ‘high risk’
individuals by hospitalization (voluntary or not) has kept many a suicidal
person alive, but does not appear to extend to making an individual’s life
worth living following discharge. In the first three months after discharge,
the suicide rates of patients admitted with suicidal thoughts or behaviors are
nearly 200 times the global suicide rate (Chung et al., 2017). If we are
unable to predict suicide attempts at better than chance, if suicide rates are
increasing rather than decreasing, and if the rates of death by suicide
following discharge from conventional risk-centric inpatient interventions
are so high that some have them described as a “nightmare and disgrace”
(Nordentoft, Erlangsen, & Madsen, 2016), then is it not time for a paradigm
shift?

Suicide is less about death and more about life

When we ask why people die by suicide, we tend to focus on death. We
respond by beginning to try to predict the occurrence of death by suicide
and once we have identified these risk factors we may then try to develop
preventive strategies that address the relevant issues. For example, we may
have noted that suffocation by inhalation of town gas was a common
method of suicide and then we might seek ways to limit access to this
means. In other words, we adopt a risk-management and mitigation
approach.

Before considering the limitation of this approach, it is necessary to note
that risk management has potentially live saving benefits. First, certain
factors predict increased risk, and so it behooves us to monitor and manage
them. Second, risk mitigation has demonstrated positive outcomes. For
example, domestic gas is one of many examples (Sarchiapone, Mandelli,
Iosue, Andrisano, & Roy, 2011) where restricting access to common means
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of suicide (e.g., firearms, pesticides) brings about temporary reductions in
the rates of death by suicide. Thus, risk mitigation and management is
necessary and valuable.

Nonetheless, asking the question “why do people die by suicide?”
places the focus on death. When a particular means of suicide is controlled,
it does not mean that suicide is no longer a problem. People will choose
alternative methods. The changing strategies highlights that suicide is a
motivational problem; some people are motivated to initiate their own
deaths. By phrasing the question in the way we have done, we are then
inclined to ask, why would a person want to be dead?

But this is where the perspectives of those with lived experience
encourage a subtly different approach to the conventional risk-management
and mitigation approach. It seems that people who wish to die by suicide
tend to report less often that they want to be dead, but that they no longer
want to live. There are aspects about their lives that they want terminated
(e.g., psychological pain, relationship difficulties, trauma and adversity) and
death seems to be the only way to achieve this outcome. But as so cogently
put by Mazel-Carlton (2018), while there is usually something in the sui-
cidal person’s life that needs to stop, it is not one’s heartbeat.

One way the question of “why do people die by suicide?” can be
reformulated is, “why do some people perceive life as not worth living?”
Or even more importantly, “why do most people who experience suicidal
thoughts, or episodes of self-harm where they had the intention to die, go
on living and re-engage with life despite adversity and pain?” This seem-
ingly subtle change leads to a paradigm shift in the way that we would
approach suicide. That is, no longer is the sole focus upon risk mitigation,
but it shifts to strengthening resilience. No longer do we only focus on
trying to manage depression and hopelessness, but we consider how to
improve quality of life and a sense of flourishing. Not only do we ask a
coroner to investigate a death by suicide to make recommendations on how
to avoid it in the future, but we may ask services to report on how many
people have they kept alive and to make recommendations on how we can
broaden the impact. In research, we may not only investigate why people
may wish to die, but we also consider why a person may wish to live. In
public policy, we may not only ask questions such as, if the media were to
publish this story could it increase the probability someone else might die,
but broaden it to consider, how many more may live? In sum, while it is
critically important to understand why people die by suicide, we must not
neglect to examine why people do not die by suicide.

Suicide is about life 5



Ideation to action is only one pathway

If the primary lens through which we view suicide is one in which people
who are considering suicide are planning death, then this risk-oriented
approach will lead to an ideation-to-action framework. Such a model has
made a significant contribution to the field, by encouraging a focus on the
dynamic nature of predictors. That is, progression from suicidal ideation to
potentially lethal action involves a series of steps or phases (e.g., Klonsky &
May 2015; O’Connor & Kirtley, 2018). As such, each of these stages in-
volves potentially distinct processes and the component processes have their
own risk factors (Klonsky, Saffer, & Bryan, 2018). These stage-specific
moderators can serve to facilitate movement between the stages of sui-
cidal ideation to suicidal action (O’Connor, 2011). Various theories outline
how the desire to die transitions from suicidal ideation to intent and to
action (Joiner, 2005; Klonsky, May, & Saffer, 2016; O’Connor, 2011;
Rudd, 2006). However, these transitions are likely to be non-linear
(Chapter 6), and are influenced by dynamic and fluid changes in the
relative balance between the wish to die and a wish to live (Brown, Steer,
Henriques, & Beck, 2005; Kovacs & Beck, 1997). These themes will be
explored in later chapters, but it is clear that dynamic shifts in the wish to
live and wish to die are associated with changes in suicide risk, and each are
related to different causal factors (Bryan, Rudd, Peterson, Young-
McCaughan, & Wertenberger, 2016).

Notwithstanding the important contribution of the ideation-to-action
framework, another potential limitation is that most ideators do not pro-
ceed to an attempt, and most suicide attempters proceed not to attempt
suicide again (ten Have et al., 2009). The ideation-to-action framework is
largely silent about the mediators and moderators of progression in this
ideation to non-action pathway, or indeed, dynamic intersections between
these two pathways. Hence, it is important to acknowledge that in addition
to the factors that moderate and mediate ideation-to-action, there are also
factors that moderate and mediate ideation-to-non-action toward death,
and instead underpin ideation-to-action toward life.

Ideation to non-action is the most common pathway

If most people who attempt suicide have contemplated death, but then
transition to strengthening and re-engaging with their desire for life, how
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did this occur? This transition from ideation to non-action is not clearly
articulated within the current scope of the ideation-to-action framework.
Likewise, as noted above, risk prediction is fraught with uncertainty and
lacks specificity. Maybe prediction could be improved if we attempted to
also understand the transition from ideation to non-action. What predictors
would help us identify which people return to a life characterised by a
strong wish to live and a weak wish to die? Or perhaps most importantly,
we must identify and nourish those factors that help individuals who
experience suicidal thoughts every day of their life, and who do have a plan
and access to the means, but nonetheless (!) lead productive and meaningful
lives without engaging in suicidal behavior. Those with lived experience
teach us that balancing a wish to die with an equally strong (or perhaps
fragile) wish to live may be as good as it gets (see Chapter 8 and Chapter 9).
Since there are many more people along this ideation to non-action
pathway than on the pathway leading from ideation to suicidal action,
the analyses would not be plagued by the problems associated with low base
rates that bedevil the quest for accurate ‘prediction of suicide’.

A framework for understanding suicide and providing effective
support to those contemplating it is bound to be inadequate unless it
addresses the current mismatch between conventional risk-centric ap-
proaches to suicide and what suicidal people tell us they actually need.
With respect to best practice and standards of care, this disconnect is
apparent when considering the emphasis that is given to ‘managing risk’
- is it foremost on managing the patient’s risk to die by suicide, or is it
skewed toward managing the clinician’s risk to be held liable in the
event one of their patients dies by suicide? (Chapter 8). The way for-
ward toward an alternative approach is challenging. But growing evi-
dence suggests that the need for coercive interventions to save a person
from themselves (e.g., holding on to a person about to climb over a
protective barrier to jump from a bridge) is far less common, than the
need to work collaboratively with a suicidal person so they can help
themselves. This would be a daunting departure from the ‘conventional
wisdom’ and status quo, because it requires accepting that suicidal
thoughts may be chronic, plans to act on those thoughts once devised by
the patient are here to stay, and respect for the patient’s autonomy is
paramount for freeing the resources and capabilities of patients to help
themselves (e.g., Jobes, 2012).
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The ethics of balancing risk-centric with life-oriented
approaches to suicide

One example where we can see the implications of an overly risk-centric
approach is in the ethics of research into suicide. Institutional review
boards and ethics committees are charged with the important responsibility
of ensuring that research, “maximizes possible benefits and minimizes
possible harms for participants” (National Commission for the Protection of
Human Subjects of Biomedical and Behavioral Research, 1979, p. 5; see
also National Health and Medical Research Council, 2007). To this end, an
ethics committee must weigh up both the potential harm as well as any
potential benefits of research based “on the available evidence” (National
Health and Medical Research Council, 2007, p. 15). However, ethics
committees tend to appear to favor more of a risk-management approach.
For instance, approximately two-thirds of members of ethics committees
expressed concern that exposure to suicide-related material during a
research project may increase suicidal thoughts and behaviors after partic-
ipation (Lakeman & Fitzgerald, 2009a, 2009b). Those risk-averse beliefs and
assumptions are well-intentioned, but if untested or contrary to available
evidence, may do more harm than good (DuBois et al., 2012). There is
now consistent evidence from recent meta-analyses that there are no iat-
rogenic risks of asking about suicidality in suicide related research even with
high risk participants, but instead, there are significant benefits such as re-
ductions in suicidal thoughts and behaviors following participation (Blades,
Stritzke, Page, & Brown, 2018; DeCou & Schumann, 2018). Thus, the
available evidence suggests that continuing with the status quo raises several
ethical concerns. That is, an imbalance toward unsubstantiated concern
prompting overly restrictive protection of the individual undermines the
important ethical principles of justice and respect for the individual’s au-
tonomy. Injustice arises when potentially vulnerable participants are
deprived of the opportunity to receive the substantiated benefits of
participation. Autonomy is undermined because ethical guidelines explicitly
allow for participants to assume a higher risk when providing informed
consent if participation has been shown to offer direct benefits (The Na-
tional Health and Medical Research Council, 2007).

With respect to understanding suicide and helping those contemplating
it, what are the ethics of persevering with a predominantly risk and death
focused approach, if suicidal individuals supposed to benefit from this
approach are adamant that this does not meet their needs? (see Chapter 8
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and Chapter 9). This speaks to the ethical principles of justice and patient
autonomy. As reviewed above, the available evidence does not support
confidence in continuing with a business-as-usual approach. Doing so fails
to meet the ethical principle of justice by depriving suicidal people of
alternative, evidence-based approaches that are more risk tolerant and
collaborative, but are constrained by the ‘expert wisdom’ of standards of
care heavily geared toward the clinician’s need to limit exposure to legal
liability. This paradox has been critiqued by Chapter 9 who quote from a
press release by the American Psychological Association (2016), which first
concludes that the state of the evidence produced by science in predicting
suicide is no better than random guessing, but then recommends to not
abandon current guidelines with the rationale “as most of these guidelines
were produced by expert consensus, there is reason to believe that they may
be useful and effective”. Davidow and Mazel-Carlton describe the latter
statement very kindly as “bold”; other synonyms of ‘bold’ include ‘rash’,
‘reckless’, and ‘foolhardy’. For science to effectively inform understanding
of suicide and its prevention, it must bridge this chasm between adhering to
the status quo of standards of care grounded in fear of legal liability, and
meeting the needs of suicidal sufferers who are wise to the clinician’s
dilemma and hence are reluctant to seek ‘expert’ help for fear of unwanted
interventions and loss of autonomy, which ultimately would weaken their
agency over re-engaging with a life worth living. Overcoming this impasse
between the prevailing approach of focusing primarily on preventing a
patient’s death, where that often goes hand in hand with impinging on the
patient’s freedom and autonomy via unwanted or coercive interventions,
and the patient’s priority of finding ways and the strength to help them-
selves to move forward with life, is perhaps the foremost ethical challenge of
advancing the field of suicidology.

However, some recent ‘promising’ research directions are e though
again well intentioned - rather blunt in even further disenfranchising the
patient from the process of collaborative risk assessment and management,
in that they aim to circumvent the need for a trusting and open dialogue
with the patient altogether. One response to the vexing problem of pa-
tients not admitting their suicidal thoughts or intent to health professionals
has been the quest for implicit measures that might reveal the patient’s
suicidal risk without their conscious awareness (e.g., Harrison, Stritzke,
Fay, Ellison, & Hudaib, 2014; Nock et al., 2010). As argued by Harrison
and colleagues (Harrison, Stritzke, Fay, & Hudaib, 2018), this approach
contrasts sharply with a collaborative approach where “the clinician and
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patient sit side-by-side and deconstruct the patient’s suicidality” (Comtois
et al., 2011, p. 965). In such a collaborative approach, the clinician is not
seen as an adversary from whom information must be concealed, but as an
ally who puts trust in the informed consent of the patient (Jobes, 2016). By
contrast, using implicit measures is fraught with an adversarial dynamic if
the patient’s self-report is distrusted in favor of an indirect probe designed
to bypass the patient’s conscious control over what the patient may or may
not want to disclose. Fortunately, the growing evidence shows that the
widely used death/suicide implicit association test unequivocally reflects
variability in a person’s self-associations with life rather than death
(Chapter 2). Thus, it might be reassuring for a patient to learn that their
mind struggling with suicidal thoughts is in effect hard-wired to cling to
life. On the other hand, it has been suggested that the future of accurate
suicide risk prediction may benefit from relying on machine learning.
Specifically, the aim is that “the machine determines the optimal algo-
rithm for prediction” and replaces the need for “a human deciding which
variables should be included and what the relationships among variables
should be” (Franklin et al., 2017, p. 218). While this may be welcomed by
the clinician who may hope to abrogate legal liability to the machine, the
ethics of relying on such algorithms would be at least as murky as those
debated for driverless cars (Smith, 2018). Even if we assume that algo-
rithms should not bear responsibility for their actions (Rahwan et al.,
2019), where does that leave the suicidal person who is seeking to find
support (from other humans?) for staying on the path toward a life worth
living? Is an unwanted or coercive intervention any more palatable if
prompted by an app rather than the clinician?

Beyond risk and toward a life worth living

This volume brings together contributions from international experts in
suicide research and practice, and importantly, also features prominently the
viewpoints of those with lived experience, as well as the unique perspec-
tives from within Indigenous cultures and refugee populations where sui-
cide rates are disproportionately high. Although authors shine a light on a
diverse range of circumstances and approaches to suicide risk, they provide a
shared vision of how a safe path away from suicide must go beyond risk
mitigation and include charting a course toward a life worth living that is
characterized by respect for autonomy and firmly aligned with the needs of
the suicidal person.
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The next two chapters in this first section of the book review the
conceptualization and assessment of zest for life, both at implicit and explicit
levels of measurement. To effectively help suicidal people to embrace their
life as worth living, it is important to monitor and track any signs of erosion
of the zest for life, as well as understand its role as an antidote to risk during
prevention and recovery.

The second section of the book presents theoretical advances and new
evidence on the dynamic interplay between death-promoting and life-
sustaining factors in determining suicide risk and resilience. This section
begins with a review of the temporal dynamics of the wish to live and the
wish to die using fluid vulnerability theory as a conceptual frame. This is
followed by a chapter examining these dynamic processes using longitu-
dinal data from an emergency care sample, as well as daily monitoring data
of short term shifts in risk and resilience profiles from an inpatient sample,
both of which are compared to the dynamic balance of the wish to live and
the wish to die in a non-clinical sample. The next chapter in this section
outlines a non-linear perspective on suicidal processes and reviews the
principles of interventions and resilience to suicide guided by this frame-
work. The last chapter in this section draws attention to different forms of
connectedness, as the one protective factor that e despite the traditional
predominant emphasis on risk factors e has featured in several prominent
theories of suicide.

The third section of the book shifts the focus on the experience of the
suicidal person. The authors of the first chapter pool their respective
expertise stemming on the one hand from a long career as a researcher and
clinician specializing in suicide, and on the other hand from a long journey
to learn how to fully live despite a life-long struggle with suicidal ideation.
Drawing on this synergy between patient and provider, they challenge the
conventional risk-centric approach to working with suicidal persons as
well-intentioned but misguided, and advocate for the need to embrace a
strong collaborative alliance where empathic understanding of the suicidal
wish, and respect for the patient’s autonomy is essential. The subsequent
chapter by members and facilitators of the Alternatives to Suicide approach
developed by the Westerns Massachusetts Recovery Learning Community
takes the central importance of autonomy a step further. As a reaction to
not having their needs met by the conventional “suicide prevention in-
dustry”, no clinicians are involved in their successful program by and for
people with lived experience. After a decade of growth and now being
emulated across the globe as far away as Australia, this provides the strongest
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argument yet that suicidal people continue living when given the space and
community where they want to do that for themselves, free from the often
traumatic restrictions on their autonomy that underpins the risk-centric care
that professional helpers are legally bound to provide. The next chapter in
this section reviews the limitations and merits of different approaches to
conceptualizing psychological resilience to suicidal experience. The authors
highlight the importance of involving experts by experience in investigating
psychological resilience to suicide. In this context, one must also consider
that mental health professionals who work with suicidal people may also
have or have had suicidal experiences themselves. The last chapter in this
section examining suicide risk and resilience through the lens of the suicidal
person draws on the contextual analysis of suicide notes left prior to an
attempt or completed suicide. The authors find that while there has been an
extensive focus on identifying risk factors, a high proportion of notes also
contain positive themes such as love and hope. The potential value of
greater exploration of the balance between risk and protective factors in
suicide notes is yet to be systematically examined.

The fourth section of the book examines the evidence base for what
contributes to disproportionate rates of suicide among Indigenous and
refugee populations. The first chapter in this section reviews the emerging
international evidence base within Indigenous suicide research. The
importance of self-determination and cultural continuity, along with the
restoration of life-affirming Indigenous knowledge systems are vital to
building resilience and providing holistic, strength-based, culturally safe
approaches to suicide prevention. In the following chapter on refugees
and suicide, the authors review how among forced migrants the experi-
ence of living in a state of sustained displacement leads to a corrosion of
resilience. The high suicide rates among people with a refugee back-
ground are attributed less to a desire to die, nor necessarily to the great
adversity and peril experienced as they had to flee their homes, but to
their gradual and sustained thwarting of their quest for a better life.
Finally, the book concludes with an update on the epigenetics of suicidal
behaviors.

Conclusion

In conclusion, the present volume is a call for a new approach to suicide.
Rather than a predominant focus on trying to understand why people die
by suicide, we and our colleagues argue that we need also to understand
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why people who contemplate and even attempt suicide do not wish to live.
This shift in thinking leads us away from a sole focus on risk mitigation and
management, and toward working out what can be done to ensure that
people have lives worth living.
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CHAPTER 2

The implicit suicidal mind clings
to life
Dominique P. Harrisona, Werner G.K. Stritzkea, Jason Y.S. Leonga,
T. Mark Ellisona, Nicolas Faya, Abdul-Rahman Hudaibb
aSchool of Psychological Science, University of Western Australia, Perth, WA, Australia; bDivision of
Psychiatry/UWA Medical School, The University of Western Australia, Perth, WA, Australia

Fear of losing a patient to suicide weighs on the minds of health pro-
fessionals dedicated to helping those who are not only in distress, but often
despair of life itself. Beyond the traumatic impact losing a patient has on
the clinician, the anxiety around suicide is kept on a slow burn by several
inescapable factors surrounding patient safety. There is of course the worry
about malpractice claims (Bongar & Sullivan, 2013; Jobes, Rudd, Over-
holser, & Joiner, 2008), not helped by the disconcerting conclusions from
recent reviews that the ability to predict suicide attempts remains elusive
and is little better than chance (Franklin et al., 2017). An overreliance on
identification of risk factors and commonly used risk assessment scales that
have poor predictive validity would provide false reassurance rather than
effectively alley clinicians’ worry about patient safety (Chan et al., 2016;
Large et al., 2016). Arguably, the greatest fear of losing a patient to suicide
stems from the clinician’s need to rely on the patient honestly revealing
their suicidal intent (Bryan & Rudd, 2006), while knowing that patients
often make a suicide attempt after explicitly denying any suicidal thoughts
or intent (Busch, Fawcett, & Jacobs, 2003; Fawcett et al., 1990).

When patients are unwilling to reveal their suicidal intentions for fear
of unwanted clinical intervention, it would be advantageous for clinicians
to have additional risk assessment tools that do not rely on patient
self-report. Accessing the implicit suicidal mind with behavioral measures
that elicit responses from individuals that are not easily controlled, lack
intention, and are made with little awareness and greater automaticity,
may provide insight into the strength of suicidal intent that is not apparent
from patient self-report (Bargh, 1994; Nosek, Hawkins, & Frazier, 2011).
One such measure to assess individuals’ automatic, cognitive
self-associations with death relative to life is the death/suicide Implicit
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Association Test (d/s-IAT; Nock et al., 2010). The rationale underlying
this computer-based reaction time task is that reaction time and accurate
responses are facilitated when the combined concepts being measured are
strongly associated in memory (e.g., self and death/suicide), and reaction
time and accuracy are inhibited when the concepts are weakly associated in
memory (e.g., self and life). Using a standard scoring algorithm (Greenwald,
Nosek, & Banaji, 2003), a net difference d/s-IAT score between response
latencies of self-associations with life and self-associations with death/suicide
can be computed such that, for example, negative scores indicate individuals
responded faster when self and death/suicide concepts are paired together
and hence have a stronger self-association with death/suicide relative to life.
Conversely, positive scores indicate individuals responded faster when self
and life concepts are paired together and hence have a stronger self-
association with life. Scores on the d/s-IAT have shown some promise in
differentiating between high and low risk individuals, as well as prospectively
predicting future suicide risk (e.g., Nock et al., 2010; Randall, Rowe, Dong,
Nock, & Colman, 2013). However, these findings have not been consis-
tently replicated (e.g., Barnes et al., 2017; Chiurliza et al., 2016; Harrison,
Stritzke, Fay, & Hudaib, 2018).

In a study of emergency care patients, d/s-IAT scores distinguished
suicide attempters from other psychiatrically distressed patients, and were
associated with suicide-attempt status at presentation to the emergency
department beyond explicit self-report predictors (Nock et al., 2010).
However, in subsequent studies of emergency care patients, the d/s-IAT
did not distinguish between patients who attempted suicide in the week
prior to admission and patients who had not attempted suicide in the week
prior to admission (Barnes et al., 2017), or between patients with suicidal
ideation at intake who had no history of suicide attempts, and attempters
who had made at least one suicide attempt in their lifetime prior to
emergency care admission (Harrison et al., 2018). Likewise, in a sample of
adolescents aged 13e19 years with a history of suicidal thoughts or
behaviors admitted to short-term residential psychiatric treatment, there
was no significant difference in death-IAT scores between ideators and
attempters (Glenn et al., 2017). Finally, scores on a death-IAT and scores on
a suicide-IAT were not associated with suicidal ideation in a large sample of
US military service members (Chiurliza et al., 2016).

These findings cast doubt on the d/s-IAT’s ability to reliably differen-
tiate between individuals along different points on the ideation-to-action
pathway to suicide (Klonsky & May 2015). The assumption that a history of
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suicide attempts would be more likely to strengthen implicit associations of
self with death/suicide than merely thinking about it is not consistently
supported by the available evidence. Although, when the d/s-IAT is
administered immediately after an acute suicide attempt during emergency
care, the d/s-IAT differentiated between individuals who were presenting
with their first suicide attempt and those who had made multiple prior
suicide attempts (Harrison et al., 2018). Compared to first time attempters,
multiple attempters had significantly weaker self-associations with life
relative to death/suicide. Harrison and colleagues speculated that multiple
attempters may have relatively stronger existing memory traces formed after
the repeated trauma associated with multiple past attempts. Hence, the
acute and salient experience of a just survived brush with death may have
activated those diminished implicit self-associations with life in multiple
attempters to a greater extent than in first time attempters.

Similar to the equivocal results regarding the d/s-IAT’s ability to reliably
distinguish between relevant risk groups, evidence from longitudinal studies
that the d/s-IAT may be useful in prospectively predicting suicidal thoughts
and behavior above and beyond other risk indicators and self-reported
intent is inconsistent. In two prospective studies with patient samples, the
d/s-IAT predicted suicide attempts at six-month follow-up (Barnes et al.,
2017; Nock et al., 2010). However, the prospective predictive utility of the
d/s-IAT could not be replicated in a more recent study using a similar
sample of emergency care patients that were followed up for the same six-
month period (Harrison et al., 2018). Instead, explicit clinician and patient
prediction outperformed the implicit measure and complemented each
other in prospectively predicting different aspects of future suicide risk and
resilience. Specifically, clinician estimates predicted death-promoting fac-
tors (i.e., suicidal ideation) and patient estimates predicted life-sustaining
factors (i.e., desire to live and zest for life).

In sum, there is some initial evidence that the d/s-IAT is useful in
prospectively predicting suicidal behavior, but results have been more
equivocal regarding the d/s-IAT’s ability to reliably distinguish between
relevant risk groups. One limitation of most previous studies using the d/
s-IAT was that the focus was primarily on investigating the practical
clinical utility of this implicit tool, without much consideration given to
what d/s- IAT scores reflect. Ultimately, for the d/s-IAT to have clinical
utility, it is necessary to consider a conceptual model that could guide the
interpretation of the presumed association between the implicit suicidal
mind and suicidal thoughts, intentions, and behavior.
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What underlies variations in d/s-IAT scores?

Harrison and colleagues outlined a conceptual model of the implicit sui-
cidal mind grounded in contemporary theories of suicide (Harrison et al.,
2018). A fundamental premise of the interpersonal theory of suicide is that
humans are evolutionary wired to cling to life (Joiner, 2005). While it is
rather common to think about suicide, few go on to make an attempt, and
even fewer die by suicide. Joiner (2005) reasoned that because the
instinctual inclination toward life and a strong drive for self-preservation is
strongly ingrained, it is difficult for an individual to act on suicidal desire.
Consequently, people do not naturally possess the capability to engage in
serious self-harm, and therefore this is unlikely to occur unless they have
first successfully “beaten down the instinct to live” (Joiner, 2005, p.24).
Acquiring the capability to overcome the deep-rooted desire to live is aided
by frequent instances of suicidal experience. Through repeated exposure to
experiences that reduce an individual’s fear of death and pain sensitivity, or
the cognitive rehearsal of such experiences, can the hold on life be
undermined and the capability for lethal self-harm strengthened (George,
Page, Hooke, & Stritzke, 2016; Van Orden et al., 2010).

What then are the potential mechanisms that underlie variations in d/s-
IAT scores? Given that humans have a strong ingrained desire to live, and
the d/s-IAT is assumed to tap into automatic memory associations between
self and attributes such as life and death, then one would expect that people
would generally show stronger implicit self-associations with life than with
death (Hypothesis 1). However, repeated self-associations with the prospect
of one’s own deliberate death, facilitated by acquiring greater pain tolerance
and reduced fear of death, may diminish the automatic tendency to fear
death and associated pain (Harrison et al., 2018). To the extent that new
memory associations repeatedly associate the self with death in suicidal
individuals, the implicit self-life association will be weakened and may lead
to a stronger self-association with death than with life.

Thus, implicit suicide cognition, as measured by the d/s-IAT, may
conceptually reflect a gradual movement away from the desire to live as an
individual’s self-association with life progressively weakens, but not
necessarily to the extent that self-associations with life become weaker than
self-associations with death/suicide. Although for some high-risk suicidal
individuals who continue to gain suicidal experience, such as in a sample
made up primarily of multiple attempters (e.g., Nock et al., 2010), their
self-association with life may diminish to such an extent that it is no longer
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stronger than their self-association with death/suicide. This process of
presumed malleability in implicit suicide cognition is consistent with the
notion of cognitive sensitization (Beck, 1996), whereby frequent suicide-
related experience leads to suicide related thoughts and behaviors
becoming more accessible and active.

The more accessible and active the thoughts and behaviors become,
the more easily and automatically they are triggered. That is, along the
bipolar continuum of d/s-IAT difference scores, implicit death/suicide
related cognitions may become favored over implicit life related cogni-
tions. If the passive or deliberate exposure to experiences that facilitate the
acquisition of the capability to engage in lethal self-harm is required to
beat down the implicitly ingrained desire to cling to life, then the
association between d/s-IAT scores and measures of suicide-related
behavior will be partly mediated by the strength of an individual’s
acquired capability for suicide (Hypothesis 2).

If d/s-IAT scores reflect variability in the relative strength of self-
associations with life and death, what then is the evidence for this
presumed malleability of d/s-IAT scores? Perhaps the strongest evidence
to date comes from an experimental priming study which tested the effects
of success and failure priming conditions on subsequent performance on a
d/s-IAT task (Tang, Wu, & Miao, 2013). In each condition, participants
showed stronger self-associations with life than with death, but relative to
a no priming control condition, success-related priming resulted in
stronger self-life associations, and failure-related priming resulted in
weaker self-life associations. This effect was more pronounced in partic-
ipants high in internal locus of control compared to participants high in
external locus of control. There is also longitudinal evidence that d/s-IAT
scores can change over time. In a study of psychiatric inpatients with
complex, treatment resistant disorders, a weak implicit self-association
with life at admission became stronger over the course of treatment,
and the stronger the association between self and life at admission, the
lower was participants’ suicidal ideation six weeks later at discharge (Ellis,
Rufino, & Green, 2016). The same pattern of change in d/s-IAT scores
from weaker self-associations with life at admission to stronger self-
associations with life at discharge, and the same prospective association
of stronger self-life associations at admission with lower suicidal ideation at
discharge, was observed in adolescents with a history of suicidal thoughts
and behaviors during short-term residential psychiatric treatment (Glenn
et al., 2017).
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Thus, there is clear evidence from experimental and longitudinal studies
that implicit suicide-related cognitions as measured by the d/s-IAT are
malleable over relatively short time periods. These changes were observed
in adolescent and adult psychiatric inpatient samples (Ellis et al., 2016;
Glenn et al., 2017). Importantly, these changes do not reflect a shift from an
implicit self-association with death at intake to a self-association with life at
discharge; they reflect a shift from weaker self-associations with life at the
start of treatment to stronger self-associations with life at the end of
treatment. In fact, at no time did high-risk suicidal patients show a stronger
implicit self-association with death relative to life. This suggests that risk
estimates based on the d/s-IAT reveal the extent of a diminished self-
association with life rather than an implicit identification with death
(Harrison, Stritzke, Fay, Ellison, & Hudaib, 2014).

Because the studies assessing patients at admission and discharge did not
include a control condition of no treatment, it is not possible to attribute
the changes in implicit suicidal cognitions to the treatment received. But
given that it has been shown that implicit suicide-related cognitions are
malleable, psychosocial treatments that improve individuals’ coping skills
and increase the salience of reasons for living may act to strengthen an
individual’s implicit identification with life. Glenn and colleagues (Glenn
et al., 2017) concluded that shifts in the strength of implicit identification
with death relative to life become apparent early in the development of
suicidal thoughts and behaviors, rather than only after a long history of
chronic suicidal thoughts and behaviors. It is plausible that, just as frequent
or intense suicide-related experiences can undermine the ingrained implicit
identification with life, a rekindling of a more positive outlook on and
zestful engagement with life during treatment can enhance the belief there
is a life worth living, and hence counter the shift toward a diminished
implicit identification with life (Bryan, Rudd, Peterson, Young-
McCaughan, & Wertenberger, 2016; Harrison et al., 2018, 2014; Jobes,
2016; Linehan, Goodstein, Nielsen, & Chiles, 1983). If the exposure to
treatment or other supportive life affirming experiences facilitate the
rekindling and enhancement of an individual’s zest for life, then the asso-
ciation between d/s-IAT scores and measures of suicide-related ideation
and behavior will be mediated by the strength of an individual’s zest for life
(Hypothesis 3).

In Hypothesis 2 we predicted that because the acquisition of capability
to engage in lethal self-harm is required to beat down the implicitly
ingrained desire to cling to life, the association between d/s-IAT scores and
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measures of suicide behavior should be partly mediated by the strength of
an individual’s acquired capability for suicide. In Hypothesis 3, we
considered that this mediating effect of acquired capability in undermining
the ingrained implicit identification with life, could be countered by an
opposing mediating effect of zest for life which buffers the strength of
implicit identification with life against the eroding effect of acquired
capability, or enhances it with renewed vigor after implicit identification
with life has been eroded. Whether the association between implicit self-
associations with death/life and suicide risk is mediated by enhanced
acquired capability for suicide or diminished zest for life, or both, can be
tested using a multiple mediator model (Preacher & Hayes, 2008). Support
for Hypothesis 2 requires that a stronger implicit self-association with life on
the d/s-IAT will be associated with lower acquired capability for suicide,
whereas higher acquired capability will be positively associated with suicide
risk. Support for Hypothesis 3 requires that a stronger implicit self-
association with life on the d/s-IAT will be associated with higher zest
for life, whereas higher zest for life will be negatively associated with suicide
risk. If both mediating pathways in the multiple mediator model are sig-
nificant, this can be conceptualized as a ‘tug of war’ between competing
forces mediating the association between implicit self-identification along a
death-life continuum and suicide risk. Whereas higher acquired capability
for suicide increases suicide risk, higher zest for life lowers suicide risk.

Does the death/suicide IAT reveal a desire to die, or a
diminished desire to live?

Because the d/s-IAT is a relative measure of the strength of implicit iden-
tification with life and death, scores are computed as a net difference score
(D-score) between response latencies of self-associations with life and self-
associations with death/suicide (Greenwald et al., 2003). Therefore, it is
arbitrary whether D-scores are computed in such a way that positive d/s-IAT
scores reflect stronger self-associations with life, and negative d/s-IAT scores
reflect stronger self-associations with death/suicide, or vice versa. Before
reviewing d/s-IAT results across studies published to date with respect to
Hypothesis 1 (that people generally would be expected to show stronger
implicit self-associations with life than with death), it must be noted that in
only three of the studies in Table 2.1 (Harrison et al., 2018, 2014; Violanti,
Mnatsakanova, & Andrew, 2013) the IAT D-score was computed such that a
positive IAT D-score represents a stronger self-association with life, and a
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Table 2.1 Implicit scores, sample sizes, and sample type (including history of suicide attempts) across IAT studies.

Study IAT D Score N Sample

Barnes et al.,
2017

Death/Suicide IAT
with recent attempt
without recent attempt
with follow-up attempt
without follow-up

attempt

-.44
-.48
-.29

-.50

44
129
27

136

Veterans with a very high, self-reported, history of
attempts (67.6%) and multiple attempts (42.8%)

Chiurliza
et al., 2016

Death IAT
Suicide IAT

-.62
-.63

1548
1548

Army recruits with an extremely low history of attempts
(0.3%) and multiple attempts (0.1%), according to
military records

Ellis et al.,
2016

Death IAT
admission
discharge

-.49
-.48
-.59

118 In patients at a psychiatric hospital with a very high, self-
reported, history of attempts (52.5%) and multiple
attempts (31.5%)

Glenn et al.,
2017

Death IAT
with ideation and no

attempt
with attempt (lifetime)
with attempt (past year)
with attempt (past month)
admission
discharge

-.28
-.29
-.24
-.31
-.28
-.35

275

275
250

Adolescents admitted to a short-term psychiatric
treatment program with a high, self-reported, history of
attempts (39.9%)

Harrison
et al., 2014

Death/Suicide IATa

with no attempt (lifetime)
with attempt (lifetime)

-.47
-.48
-.38

408
357
51

Undergraduate students with a moderate, self-reported,
history of attempts (14.3%) and multiple attempts (4.3%)
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Harrison
et al., 2018

Death/Suicide IATa

with no attempt
with single attempt
with multiple attempts
with recent single attempt
with recent multiple

attempt

-.51
-.43
-.60
-.49
-.80

-.46

128
21
29
78
15

38

Patients presenting to the emergency department of a
large hospital with a very high, self-reported, history of
attempts (71.9%) and multiple attempts (60.9%)

Hussey
et al., 2015

Death-identity IAT -.34 42 Undergraduate students with no information provided
on history of attempts

Nock et al.,
2010

Death/Suicide IAT
D score < 0 (life

association)
D score > 0 (death

association)

–
b 91

69

22

Patients presenting to the psychiatric emergency
department of a large hospital, all of whom had a history
of attempts

Price et al.,
2009

Death IAT
Ketamine
baseline
24hrs post-infusion

-0.48
-0.28

26 Treatment-resistant depression patients with a moderate,
self-reported, history of attempts (19%)

Price et al.,
2014

Death IAT
Ketamine
baseline
24 hrs post-infusion
Midazolam
baseline
24 hrs post-infusion

-0.39
-0.36

-0.54
-0.39

36

21

Treatment-resistant unipolar major depression patients
with a moderate, self-reported, history of attempts (28%)
Treatment-resistant unipolar major depression patients
with a moderate-high, self-reported, history of attempts
(38%)

Continued
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Table 2.1 Implicit scores, sample sizes, and sample type (including history of suicide attempts) across IAT studies.dcont'd

Study IAT D Score N Sample

Tang et al.,
2013

Death/Suicide IAT
no priming
priming (failure-related)
priming (success-related)

-0.41
-0.24
-0.57

138
24
20
26

Undergraduate students with no information provided
on history of attempts

Violanti
et al., 2013

Suicide IATa

D score < -0.15 (life
association)

D score > -0.15 < 0.15
(neutral)

D score > 0.15 (death
association)

–
b 65

52

9

4

Police officers from several departments with no
information provided on history of attempts

Note. aIn three of the studies the IAT d-score was computed such that a positive IAT d-score represents a stronger self-association with life, and a negative
IAT d-score represents a stronger self-association with death. Because the majority of Death/Suicide IAT studies computed the IAT d-score such that
(somewhat counter intuitively) a negative IAT d-score represents a stronger self-association with life, and a positive IAT d-score represents a stronger self-
association with death, the originally reported positive IAT d-scores in studies marked with the superscript ‘a’ were reversed for ease of interpretation across
IAT d-scores in this table, so that a negative IAT d-score consistently denotes a stronger self-association with life across all studies included in the table.b In
two of the studies no mean IAT d-score was reported. Authors only reported number of participants with a negative IAT d-score (stronger life association), or
positive IAT d-score (stronger death association), or an IAT d-score at or near zero (interpreted as a ‘neutral’ association).
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negative IAT D-score represents a stronger self-association with death.
However, the majority of d/s-IAT studies computed the IAT D-score such
that (somewhat counter intuitively) a negative IAT D-score represents a
stronger self-association with life, and a positive IAT D-score represents a
stronger self-association with death. Given this, the originally reported
positive IAT D-scores in the three studies marked with the superscript ‘a’
were reverse scored for ease of interpretation across IAT D-scores in this
table, so that a negative IAT D-score consistently denotes a stronger self-
association with life across all studies in the table. In two studies, marked
with the superscript ‘b’, no mean IAT D-score was reported. In these studies
the authors only reported the number of participants with a negative IAT D-
score (stronger life association), or positive IAT D-score (stronger death
association), or an IAT D-score at or near zero (interpreted as a ‘neutral’
association).

Table 2.1 shows that, without exception, all studies report mean d/s-IAT
scores reflecting a stronger implicit identification with life. This is
consistent across clinical and non-clinical samples, including those at the
highest end of the risk spectrum such as emergency care patients following
an acute suicide attempt, or treatment resistant psychiatric patients with a
history of suicidal ideation and attempts. For example, the frequency
distribution of d/s-IAT scores in a non-clinical sample show that 91.2%
had scores reflecting stronger implicit identification with life, and this
proportion was very similar in those with a history of prior suicide
attempts (88.2%; Harrison et al., 2014). Similarly, frequency graphs of IAT
scores on both a death-IAT and a suicide-IAT in a large sample of military
recruits closely parallel the distribution reported by Harrison and
colleagues (Chiurliza et al., 2016). Even among emergency care samples
that include many patients with multiple prior suicide attempts, the vast
majority have d/s-IAT scores reflecting stronger implicit identification
with life than with death (e.g., 75.8% in Nock et al., 2010; and 83.6% in
Harrison et al., 2018). Moreover, as noted earlier, when d/s-IAT scores
were tracked in high-risk inpatients longitudinally from admission to
discharge, they always reflected stronger implicit self-associations with life
than with death, and this implicit identification with life gained strength
over the course of inpatient care (Ellis et al., 2016; Glenn et al., 2017).

In sum, there is now compelling and consistent evidence in support of
Hypothesis 1, that people generally show stronger implicit self-associations
with life than with death. That is, the implicit suicidal mind, as measured
by the d/s-IAT, clings to life. Thus, the “death/suicide’ label of this IAT is
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somewhat of a misnomer (Harrison et al., 2018). Variability of d/s-IAT
scores primarily reflects erosion or strengthening of a protective factor e
attachment to life. This conclusion is consistent with results from a com-
parison of six versions of death related implicit association tests (Randall et al.,
2013). IAT versions that only measured implicit identification with death,
without considering the relative strength of implicit identification with life,
did not predict future self-harm. Only a version of the IAT that measured
self-associations with death and life predicted future self-harm, which led the
authors to conclude that, when probing the implicit suicidal mind and
conducting suicide risk assessments, it may be important to measure
individuals’ implicit - and perhaps explicit - associations with life. If
behavioral responses on the d/s-IAT indeed tap into the strength of an
individual’s implicit attachment to life, we next address the question whether
the association between implicit self-associations with death/life and suicide
risk are mediated by the strength of self-reported zest for life, against the
strength of self-reported acquired capability for suicide.

Is the association between the d/s-IAT and suicide risk
mediated by zest for life or acquired capability for
suicide, or both?

Using a multiple mediator model provides a means by which the strength
of more than one mediating pathway between a predictor and outcome can
be tested (Preacher & Hayes, 2008). Here we simultaneously test our
Hypotheses 2 and 3 and hence the relative mediating influence of acquired
capability and zest for life, respectively, on the association between d/s-IAT
scores and various indicators of suicide risk.

Two further predictions from the perspective of the ideation-to-action
framework (Klonsky, May, & Saffer, 2016) concern the relative influence of
acquired capability and zest for life on suicide-specific indicators of risk and
more general risk indicators. Suicide-specific, action oriented indicators,
such as suicide intention and readiness, are more proximal to suicide at-
tempts than suicide ideation or general risk factors such as depression.
Furthermore, the interpersonal theory of suicide posits that acquired
capability is a proximal causal antecedent of suicidal behavior facilitating the
transition from suicidal desire to acting on that desire (Joiner, 2005; Van
Orden et al., 2010). Hence, acquired capability for suicide is expected to be
the stronger of the two opposing mediators for those indicators of risk
signaling more advanced progression along the ideation-to-action pathway
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(i.e., intention, readiness, and attempts). By contrast, general risk indicators,
such as psychological distress and depression, are more distal indicators of
suicide risk. A person’s zest for life may confer resilience to a greater extent
to these more distal indicators of risk and the factors contributing to suicidal
desire than to those contributing to suicidal action (Collins, Best, Stritzke, &
Page; 2016; Collins, Stritzke, Page, Brown, & Wylde, 2018; Harrison et al.,
2014; O’Connor & Nock, 2014). If this is the case, zest for life will be a
stronger mediator of suicidal ideation and more general and distal indicators
of risk compared to acquired capability.

Method

Participants
One hundred undergraduate students (68 female; Mage ¼ 19.96 years,
SD ¼ 6.62) from the University of Western Australia participated for partial
course credit. They were selected from a larger pool (N ¼ 999) based on
their answers to measures of acquired capability for suicide and zest for life.
The screening sample was divided into ten acquired capability for suicide
and ten zest for life decile groups, based on the mean scores for each
measure. Five participants were recruited from each decile group to
maximise variation across the range of acquired capability for suicide and
zest for life scores. Of these, 71% were Caucasian, 20% Asian, 2%
Aboriginal/Torres Strait Islander, and the remaining 7% were classified as
other. Forty-one participants had experienced suicide ideation in the past
year and 11 had a history of one or more suicide attempts in their lifetime.
The University’s ethics review board approved all procedures and informed
consent was obtained from all participants.

Procedure and measures
Using individual desktop computers, participants completed the death/life
IAT and questionnaires online in a counterbalanced order.

Death/life implicit association test (death/life IAT; Nock et al.,
2010). The death/life IAT is a computer-based categorisation task that uses
reaction time to measure an individual’s automatic mental associations they
hold about death/suicide and life. The task measures how long it takes an
individual to categorize words associated with each of the following four
categories: ‘death/suicide’ (deceased, die, dead, lifeless, and suicide); ‘life’
(alive, breathing, thrive, live, and survive); ‘me’ (myself, my, self, mine, and
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I); and ‘not me’, (them, other, theirs, their, and they). The categorization
task is completed under two conditions. In the first condition, words
representing ‘death/suicide’ and ‘me’ are categorised using the same
response key and words representing ‘life’ and ‘not me’ are categorised
using an alternative response key. In the second condition, words repre-
senting ‘death/suicide’ and ‘not me’ are categorised using the same response
key, and words representing ‘life’ and ‘me’ are categorised using an alter-
native response key. Responses are speeded when the combined categories
are strongly associated in memory.

Reaction times to classify words in the ‘death/suicide or me’ and ‘life or
me’ categories were recorded and analyzed using the standard IAT algo-
rithm (Greenwald et al., 2003) to calculate a net difference ‘death/life IAT’
score. Positive death/life IAT scores indicate individuals responded faster
when ‘life’ was paired with ‘me’ than when ‘death/suicide’ was paired with
‘me’, and hence have a stronger self-association with ‘life’ relative to ‘death/
suicide’.

Acquired capability for suicide. The 7-item Acquired Capability
with Rehearsal for Suicide Scale (ACWRSS; George et al., 2016) assesses
reductions in death-related fear, increases in pain tolerance, and mental
rehearsal for suicide. Participants indicate their agreement to statements
such as ‘I have gone through in my mind what it would be like to die’ and
‘I can tolerate pain much more than I used to’ using a 9-point scale ranging
from (0) ¼ not at all to (8) ¼ very strongly. A high score represents a high
capability for suicide. The ACWRSS has good internal consistency in non-
clinical (a ¼ 0.91) and clinical (a ¼ 0.88) samples, and good 8-week test-
retest reliability (r ¼ 00.85) (George et al.; 2016). Internal consistency in
the current sample was good (a ¼ 0.81).

Zest for life. This 12-item self-report measure (Chapter 3; George,
Stritzke, Page, Brown, & Wylde) assesses a person’s engagement with life
and positive future outlook. Participants indicate their agreement to
statements such as ‘I feel less alive than I used to’ and ‘I have so much to
look forward to’ using a 9-point scale ranging from (0) ¼ not at all to (8) ¼
very strongly. Six items are reverse-scored, such that a high score represents
high zest for life. The measure has excellent internal consistency across
different samples (a ¼ 0.95 - 00.95; Collins, Best, Stritzke, & Page, 2016;
2018), and in the current sample (a ¼ 0.95).

Suicide risk measures. Suicide risk was assessed using four suicide-
specific indicators of suicide risk (suicide ideation, suicide intention, sui-
cide readiness, and suicide attempts) and two general indicators of suicide
risk (depression and psychological distress). Measures of non-suicidal

30 Alternatives to Suicide



self-harm thoughts and attempts were included to ensure participants
clearly distinguished self-harm thoughts and behaviors without the intent
to die, from suicidal thoughts and behaviors with the intent to die (Nock,
2010).

Suicide-specific indicators of suicide risk. Four questions from the Self-
Injurious Thoughts and Behaviors Interview (SITBI; Nock, Holmberg,
Photos, & Michel, 2007) assessed suicide ideation (‘How many times in the
past year have you thought about suicide?’) and suicide attempts (‘How many
times in your lifetime have you made an actual attempt to kill yourself, in which
you had at least some intent to die?’), as distinct from self-harm thoughts
(‘How many times in the past year have you thought about purposely hurting
yourself without wanting to die?’) and self-harm attempts (‘How many times in
your lifetime have you purposely attempted to hurt yourself without wanting to
die?’). Suicide ideation and self-harm thoughts were measured on a
6-point scale, with the following response options (0) ¼ Never, (1) ¼ Once
or twice a year, (2) ¼ Once or twice a month, (3) ¼ Once or twice a week, (4) ¼
Three or four times a week, (5) ¼ Almost every day. Suicide attempts and self-
harm attempts were measured on a 5-point scale, with the following
response options (0) ¼ Never, (1) ¼ Once, (2) ¼ Twice, (3) ¼ Three or four
times, (4) ¼ Five or more times. The SITBI is suitable for use with non-
clinical samples (Nock et al., 2007) and in self-report format (Latimer;
Meade, & Tennant, 2013).

Two additional items assessed suicide readiness and suicide intention.
Participants were asked to indicate their agreement with the statements, ‘If I
wanted to kill myself, I feel ready to do so’ and ‘I have no intention of killing myself
in the future’, with responses ranging from (0) ¼ not at all to (8) ¼ very
strongly. For the suicide readiness question, a high score represented high
readiness for suicide. Responses for the suicide intention question were
reverse-scored, so that a high score represented strong intention for suicide.

General indicators of suicide risk. Depression was assessed using the 7-
item depression subscale of the Depression, Anxiety and Stress Scales-21
(DASS-21; Lovibond & Lovibond, 1995). Participants rate the frequency
and severity of experiencing negative emotions over the previous week on
a 4-point scale from (0) ¼ did not apply to me to (3) ¼ applied to me very much,
or most of the time. The depression subscale of the DASS-21 demonstrates
good construct validity with other measures of depression (Antony, Bieling,
Cox, Enns, & Swinson; 1998) and has good internal consistency in non-
clinical samples (a ¼ 0.88; Henry & Crawford, 2005; a ¼ 0.83: Norton,
2007) and in the current sample (a ¼ 0.92).
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Psychological distress was assessed using the 10-item Kessler Psycho-
logical Distress Scale (K10; Kessler et al., 2002). Participants indicate the
frequency of ten symptoms of psychological distress in the past four weeks
on a 5-point scale ranging from (0) ¼ none of the time to (4) ¼ all of the time.
The K10 can discriminate individuals with mood disorders from those
without and has excellent internal consistency in non-clinical samples
(a ¼ 0.93; Kessler et al., 2002) and in the current sample (a ¼ 0.93).

Overview of analyses
First, the distribution of death/life IAT scores was examined. Second,
multiple mediation analyses were conducted using bootstrapping proced-
ures (Preacher & Hayes, 2008) to test if the relationship between implicit
self-associations with death/life and indicators of suicide risk is mediated by
acquired capability for suicide and/or a diminished zest for life.

Bootstrapping resampling procedures produce two estimated analyses:
the total indirect effect and the specific indirect effects. This involves
repeatedly sampling from the dataset with replacement in order to estimate
these effects. For each effect, bootstrapping produces a bias-corrected lower
and upper confidence interval, based on stipulated confidence levels. To
establish if an effect is significant, one examines the values corresponding to
the lower and upper confidence intervals. If zero lies between the two
values, this indicates no significant effect. If zero does not lie between the
two values, a significant effect is indicated. The total indirect effect assesses if
both mediators combined mediate the relationship between the death/life
IAT and the indicators of suicide risk. A significant total indirect effect is
not a prerequisite for investigating specific indirect effects (Preacher &
Hayes, 2008). The specific indirect effects assess each mediator’s unique
ability to account for the effect of the death/life IAT on indicators of
suicide risk, above and beyond the other mediator in the model. The
specific indirect effects of each mediator are contrasted to determine if there
is a significant difference in the mediators’ ability to mediate the relationship
between the death/life IAT and the indicators of suicide risk (Preacher &
Hayes, 2008).

Results

Most participants exhibit an implicit self-association with
life
Consistent with our review of the extant literature (see Table 2.1), the
distribution of death/life IAT scores (M ¼ 0.42, SD ¼ 0.30) revealed that

32 Alternatives to Suicide



93% of participants had a stronger self-association with life relative to
death/suicide, supporting Hypothesis 1. The death/life IAT discriminated
between participants with suicidal ideation in the past year (M ¼ 0.32;
SD ¼ 0.35; N ¼ 41) and those without (M ¼ 0.50; SD ¼ 0.24; N ¼ 59), t
(98), 3.00 ¼ p < .05; d ¼ 0.60. Importantly, both groups exhibited a
stronger self-association with life than with death, but this self-association
with life is diminished in the group with recent suicidal ideation.

Is the association between the death/life IAT and suicide
risk mediated by acquired capability for suicide and/or zest
for life?
Multiple mediation analysis allows for the evaluation of competing
hypotheses within a single model (Preacher & Hayes, 2008). Here we used
bias corrected (BC) 95% CI bootstrapping based on 5000 samples to
simultaneously evaluate two competing accounts of what mediates the
relationship between implicit self-associations with death/life and indicators
of suicide risk: acquired capability for suicide and zest for life. Mediation
models for each of the six indicators of suicide risk, using standardised (b)
regression coefficients, are shown in Figs. 2.1 and 2.2. In each of the models
the death/life IAT is significantly negatively associated with acquired
capability for suicide and significantly positively associated with zest for life.
As predicted, a stronger implicit self-association with life was associated
with lower acquired capability for suicide, which in turn predicted higher
suicide risk. In addition, a stronger implicit self-association with life was also
associated with higher zest for life, which in turn predicted lower suicide
risk. Thus, the association between the death/life IAT and suicide risk is
mediated by both acquired capability for suicide and zest for life, supporting
Hypotheses 2 and 3.

Which is the stronger mediator of suicide risk: acquired
capability or zest for life?
To determine the relative influence of acquired capability and zest for life
on suicide-specific indicators of risk and more general risk indicators, two
predictions are tested. First, acquired capability for suicide will be a stronger
mediator of suicide-specific indicators of risk compared to zest for life. Sec-
ond, zest for life will be a stronger mediator of general risk indicators
compared to acquired capability.

Suicide-specific indicators of suicide risk. Examination of the
direct effects in Fig. 2.1 shows the death/life IAT is significantly negatively
associated with suicide ideation and suicide readiness, is marginally
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negatively associated with suicide attempts (p ¼ .051), and not significantly
associated with suicide intention. Standardised regression coefficients of the
associations between the mediators and the suicide-specific risk indicators
reveal that acquired capability is three to eight times more strongly asso-
ciated with each of these risk indicators than zest for life.

(i)

(ii)

(iii)

(iv)

-.20*
Acquired Capability 

for suicide

Suicide Ideationdeath/life IAT

Zest for Life.30**

.59***

-.20*

-.26**

(-.08)

-.20*
Acquired Capability 

for suicide

Suicide Attemptsdeath/life IAT

Zest for Life.30**

.51***

.07

-.20^

(-.12)

-.20*
Acquired Capability 

for suicide

Suicide Readinessdeath/life IAT

Zest for Life.30**

.63***

-.06

-.25*

(-.11)

-.20*
Acquired Capability 

for suicide

Suicide Intentiondeath/life IAT

Zest for Life.30**

.34**

-.06

.09

(.18)

Fig. 2.1 Results of regression analyses for (i) Suicide Ideation (ii) Suicide Intention (iii)
Suicide Readiness and (iv) Suicide Attempts, showing the direct and indirect pathways
within the multiple mediation models. The numbers are standardized regression co-
efficients: ^p ¼ .051, *p < .05, **p < .01, ***p < .001.
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Examination of the total and specific indirect effects shows that for
suicide ideation acquired capability and zest for life (together and individ-
ually) are significant mediators of the relationship between the death/life
IAT and suicide ideation (see Table 2.2). Contrasts of the indirect effects
indicate no significant difference in influence between the two mediators
on suicide ideation. For the more action-oriented suicide risk indicators
(intentions, readiness, and attempts) only acquired capability is a significant
mediator of the relationship between the death/life IAT and each risk
indicator.

General indicators of suicide risk. Examination of the direct effects
in Fig. 2.2 indicates the death/life IAT is significantly negatively associated
with depression and psychological distress. Standardised regression co-
efficients of the associations between the mediators and the general risk
indicators revealed zest was approximately two times more strongly
associated with these risk indicators than acquired capability. As shown in
Table 2.2, acquired capability and zest (together and individually) are
significant mediators of the relationship between the death/life IAT and
depression, and the death/life IAT and psychological distress. Contrasts of
the indirect effects indicate that zest is a stronger mediator than acquired
capability for both general risk indicators.

(i)

(ii)

-.20*
Acquired Capability 

for suicide

Depressiondeath/life IAT

Zest for Life.30**

.28***

-.68***

-.29**

(-.03)

-.20*
Acquired Capability 

for suicide

Distressdeath/life IAT

Zest for Life.30**

.34***

-.61***

-.20*

(.05)

Fig. 2.2 Results of regression analyses for (i) Depression and (ii) Psychological Distress,
showing the direct and indirect pathways within the multiple mediation models. The
numbers are standardized regression coefficients: *p < .05, **p < .01, ***p < .001.
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Table 2.2 Bootstrapping multiple mediation results of the suicide-specific indicators of suicide risk as outcome measures: Suicide ideation,
suicide intention, suicide readiness, and suicide attempts.

Suicide ideation Suicide intention Suicide readiness Suicide attempts

L-CI U-CI PE SE L-CI -CI PE SE L-CI U-CI PE SE L-CI U-CI PE SE

ACWRSS -0.80 -0.01 -.3a .20 .02 1.37 .44a .32 -1.68 -0.03 -.67a .41 -0.66 -0.01 -.24a .16
Zest -0.47 -0.05 -.19a .10 -0.53 .77 .10 .32 -0.53 .27 -0.10 .20 -0.07 .20 .04 .06
Total
indirect

-1.08 -0.13 -.56a .24 -0.08 1.38 .54 .36 -1.56 -0.07 -.77a .38 -0.55 .01 -0.19 14

Effect
Contrast

-0.67 .19 -0.17 .21 -0.42 1.79 .35 .53 -1.92 .22 -0.58 .53 -0.81 .01 -0.28 .20

Note. L-CI, Lower CI; UeCI, Upper CI; PE, Point Estimate; SE, Standard Error; ACWRSS, Acquired Capability with Rehearsal for Suicide Scale; Zest, Zest for
life.
ap < .05.
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Table 2.3 Bootstrapping multiple mediation results of the general indicators of suicide risk as outcome measures: Depression and
psychological distress.

Depression Distress

L-CI U-CI PE SE L-CI U-CI PE SE
ACWRSS -2.27 -0.04 -.93* .55 -4.21 -0.30 -1.58* .92
Zest -6.01 -1.56 -3.70* 1.12 -8.35 -2.11 -4.90* 1.58
Total indirect effect -7.53 -1.86 -4.64* 1.43 -10.95 -2.75 -6.48* 2.05
Contrast -0.82 4.85 2.77* 1.03 .28 6.27 3.32* 1.57

Note. L-CI, Lower CI; U-CI, Upper CI; PE, Point Estimate; SE, Standard Error; ACWRSS, Acquired Capability with Rehearsal for Suicide Scale; Zest, Zest
for life.
* p < .05.
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Discussion

To die by suicide people must first defeat the strong desire for self-
preservation. We hypothesised that this inbuilt desire to live will be
reflected by implicit memory associations that favor life over death. Results
from the current study support this prediction as the vast majority (93%) of
our non-clinical sample had a stronger implicit self-association with life
relative to death/suicide. Even participants who reported suicide ideation in
the past year retained a positive self-association with life. However, their
implicit self-association with life was diminished compared to those who
had not experienced suicide ideation in the past year. This adds to the now
compelling and consistent evidence that the bipolar d/s-IAT is best con-
ceptualised as a measure tapping into the strength of a person’s implicit
attachment to life.

Participants with a lower implicit self-association with life had higher
levels of suicide ideation in the past year, stronger feelings of readiness to die
by suicide, and higher levels of current depression and psychological
distress. They also had a higher number of prior suicide attempts in their
lifetime (p ¼ .051). Moreover, diminished implicit self-associations with life
were associated with a higher capability to engage in suicidal behavior and a
lower explicit desire to live.

If the implicit suicidal mind clings to life, as the evidence over-
whelmingly indicates, we tested what competing influences might act to
undermine or shore up this implicit hold on life. Specifically, grounded in
the ideation-to-action framework, we predicted that acquired capability
would be a stronger mediator of suicide-specific, action-oriented indicators
of risk (intention, readiness, and attempts) than zest for life. Conversely, we
expected that zest for life would be a stronger mediator of the ideation
phase along the ideation-to-action pathway, and of the general indicators of
risk such as depression and psychological distress, which are known to be
robust predictors of ideation but less reliable predictors of attempts (May &
Klonsky, 2016). Our results showed that for suicide ideation, acquired
capability and zest for life combined and individually mediated the rela-
tionship between the death/life IAT and ideation. In contrast, for suicide
intention, suicide readiness, and suicide attempts, only acquired capability
was a significant individual mediator. The more proximal the indicators
were to the behavioral enactment of suicide behavior (i.e., intention,
readiness, attempts), the less of a mediating influence zest for life had.

However, the desire to live acts as a buffer against general indicators of
suicide risk such as depression (Bagge, Lamis, Nadorff, & Osman, 2014) and
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psychological distress (Osman et al., 1993). We found that acquired capa-
bility and zest for life combined and individually mediated the relationship
between the death/life IAT and depression and psychological distress, but as
predicted, zest for life was the stronger mediator for both risk indicators.
That is, the more distal a risk indicator is from suicide itself the more
influential the role of zest for life. This is consistent with recent findings
showing that reasons for living mediate the association of depressive
symptoms and hopelessness with suicide ideation (Bagge et al., 2014). Zest
for life also buffers the negative effects of experimentally-induced perceived
burdensomeness and thwarted belongingness, that is, the interpersonal
adversity that according to the interpersonal theory of suicide underlies
suicidal desire (Collins et al., 2016). Moreover, there is longitudinal evi-
dence that zest for life mediates the protective effects of mindfulness on
suicidal ideation and intent eight weeks later, and these indirect effects were
stronger at higher compared to lower levels of general (psychological
distress) and suicide specific (perceived burdensomeness and thwarted
belongingness) risk (Collins et al., 2018).

Results from our test of the multiple mediator model must be inter-
preted in the context of at least two limitations. First, the mediating role of
acquired capability and zest for life must be replicated in clinical samples.
Although capability to engage in suicidal behavior is presumed to be
relatively stable once acquired (Joiner, 2005), implicit self-associations
with life are malleable and can strengthen over the course of inpatient
treatment (Ellis et al., 2016; Glenn et al., 2017). Therefore, bolstering zest
for life offers a critical intervention target during clinical management of
suicidal patients, and may be instrumental in reversing a weakening of the
hard-wired implicit self-associations with life. Second, the cross-sectional
design adopted here does not permit causal or temporal inferences
regarding the mediating effect of acquired capability and zest for life on
the relationship between the death/life IAT and suicide risk. Hence, the
present findings will benefit from replication in clinical settings using
longitudinal assessment outcomes.

Nevertheless, our findings have important theoretical and clinical
implications. In a recent review, O’Connor and Nock (2014) noted a
dearth of research into factors that offer protection against the risk of
suicide. The extant literature on implicit assessment of the suicidal mind
provides consistent evidence that an implicit probe such as the d/s-IAT
offers insight into the protective influence of a person’s implicit self-
identification with life along the ideation-to-action pathway to suicide.
As such, it may hold promise in monitoring the dynamic and fluctuating
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tension between the factors that encourage a suicidal act, and those that tip
the balance in favor of life, without having to rely only on individuals’
self-report.

Zest for life (assessed either at implicit or explicit levels of processing),
along with positive community engagement, and optimism that experi-
ences of burdensomeness, disconnectedness, defeat, and entrapment can be
overcome, are life-oriented forces that remain largely unaccounted for in
contemporary models of suicide. Our review and current results suggest
that life-oriented implicit cognitions may apply a brake along the pro-
gression toward suicidal behavior, especially at the early pre-motivational
stage and during ideation and intention formation. To the degree that
the implicit suicidal mind clings to life, it may provide a critical safety
barrier against death by suicide even when capability has been acquired and
the volitional-motivational ‘tug-of-war’ is at an acute juncture (cf.,
O’Connor, 2011). Suicide risk assessments should routinely include mea-
sures of zest for life and protective factors, and interventions should go
beyond risk-centric crisis management and aim to strengthen and sustain
the desire to live (e.g., Kleiman & Beaver, 2013).

In conclusion, the implicit suicidal mind clings to life. Moreover, the
association between implicit identification of self with life relative to death
and suicide risk is mediated through two competing pathways: acquired
capability for suicide and zest for life. The relative influence of each
pathway varies depending on how specific and proximal, or general and
distal, the risk indicators are to suicide itself. Whereas acquired capability is
most influential for suicide-specific risk indicators further along the
ideation-to-action pathway, zest for life is most influential at the earlier
stages of the pathway and for general indicators of risk. We recommend that
clinicians systematically assess the dynamic balance between acquired
capability and the counterbalancing strength of life-oriented resilience
factors. Suicide is as much about life as it is about death. It follows that
theories of suicide must better account for the role of factors that contribute
to the weakening or strengthening of the desire to persevere and (re)engage
with life. In this chapter we have argued that the value of implicit tools of
probing the suicidal mind lies perhaps less in having an alternative to clinical
risk prediction, which otherwise is reliant on the accuracy of a person’s self-
report. Instead, implicit measures of the suicidal mind remind researchers
and patients alike that humans are hard-wired to persevere, and despite
adversity, can change the trajectory of the ideation-to-action pathway,
where ‘action’ leads to the re-kindling and sustaining of a life worth living.
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CHAPTER 3

Zest for life: an antidote to
suicide?
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Life loves to be taken by the lapel and told, ‘I’m with you, kid. Let’s go.
Maya Angelou (author and poet).

It is estimated that worldwide one life is lost to suicide every 40 s
(World Health Organization, 2014). While various risk factors play a role in
death by suicide, suicide is ultimately about the erosion and exhaustion of
the will to live (Shneidman, 1996). Not unlike Maya Angelou’s often
quoted approach to living life to the fullest, a life-oriented approach to
prevention of suicide is about taking life by the lapel and finding ways to
embrace it anew and be with it. This entails more than intervening to ‘keep
someone alive’. In this chapter we present evidence that a zestful life,
characterized by active engagement with life accompanied by a positive
outlook and free from recent depletions of enthusiasm and vigor for life,
may be an important antidote to factors thought to proximally and causally
antecede suicide.

While a zestful life is much more than just being alive, at the opposite
end of the spectrum people may experience a state of ‘devitalization’ where
one feels deprived of life, vigor, or effectiveness. For example, devitalization
has been observed among children from traumatized asylum-seeking
refugee families, where their life is in limbo for a prolonged period with
an uncertain outcome. These children had become totally passive, immo-
bile, lack tonus, and are withdrawn, mute, unable to eat and drink,
incontinent and not reacting to physical stimuli or pain (Bodegård, 2005).
In one sample of 23 treated children, about half had attempted suicide
(Bodegård, 2005).

As Joiner (2005) noted, dying by suicide is not an easy thing to do,
because humans have an evolutionarily ingrained, strong desire to live.
Similarly, implicit measures of the suicidal mind suggest that humans
are hard-wired to persevere (for a review, see Harrison et al. this volume).
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This inbuilt desire to live is reflected in implicit memory associations that
favor life over death. This is also the case even in high risk samples of
multiple suicide attempters, such that implicit self-association with life are
still stronger than implicit self-associations with death, but they are
diminished compared to individuals without a history of suicidal ideation or
attempts. While implicit life-death self-associations have been extensively
studied, there are no explicit measures to assess zest for life, which capture
all the key aspects of this constructs (i.e., engagement, positive outlook, and
no diminished enthusiasm or vigor).

Assessment of one’s level of engagement with and enthusiasm for life
appears vital when evaluating risk. The interpersonal theory of suicide
proposes that the will to live must be drained by thwarted interpersonal
needs for suicidal desire to ensue (Joiner, 2005). Moreover, the theory also
proposes that to act on this desire a person must have “beaten down the
instinct to live” and acquired the capability to do so (Joiner, 2005, p. 24).
Yet the theory does not make specific predictions about the role of such
life-oriented factors.

In this chapter we test the role of zest for life against the deleterious
impacts of the three causal factors proposed by the interpersonal theory (i.e.,
thwarted belongingness, perceived burdensomeness, acquired capability for
suicide) using a prospective design. To achieve this aim it was first necessary
to develop a new measure of zest for life, defined as engagement with life
accompanied by a positive life outlook and free from recent depletions of
enthusiasm and vigor for life.

Development of the Zest for Life Scale

Method
Participants and procedures. Six hundred and eleven undergraduate
students (159 males and 452 females) who took part in a multi-sample series
of studies on the acquired capability for suicide (George, Page, Hooke, &
Stritzke, 2016) completed computer-based questionnaires in a supervised
setting. Data were previously screened for invalid responding and six par-
ticipants had been removed (George et al., 2016). Participant age ranged
from 17 to 55 years (M ¼ 20.93, SD ¼ 4.72). Self-reported ethnicity was
Caucasian Australian (67.1%), Asian (17.4%), European (6.8%), African
(1.8%), Aboriginal Australian (0.4%) and Other (6.4%). This dataset was
randomly divided into two samples of 200 and 411 participants. The first
was used for an exploratory factor analysis, and the second was used for
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confirmatory factor analysis and the testing of convergent validity of in-
terpretations. The research was approved by the institution’s Human
Research Ethics Committee.

Measures
Zest for Life. The Zest for Life Scale (ZLS) was developed from a pool
of 26 items measuring connection to life. Twenty items were newly
devised to capture a general sense of connection to and enthusiasm for
life. Four items were adapted from the Survival and Coping Beliefs
subscale of the Reasons for Living Inventory (Linehan, Goodstein,
Nielsen, & Chiles, 1983) and two items were adapted from the ‘Zest’
subscale of the Values in Action Character Strengths Inventory
(Peterson, Park, & Seligman, 2005). Items reflect engagement with life,
a sense of living life to the fullest, and positive expectations for life (e.g.,
“I am embracing life”; “I look forward to each new day”). The scale also
includes fourteen reverse-scored items designed to capture depletions in
zest (e.g., “Life feels more dull as time moves on”). Respondents rate the
degree to which each statement is true for them on a 9-point scale from
‘Not at all’ (0) to ‘Very strongly’ (8), with higher scores denoting
heightened zest for life. The coefficient alpha for the 26-item version of
the scale was 00.96 in the current sample.

Suicidal ideation and attempts. Two items adapted from the Self-
Injurious Thoughts and Behaviors Interview (SITBI; Nock, Holmberg,
Photos, & Michel, 2007) were used to assess frequency of suicidal ideation
in the past year (“How many times have you thought about suicide?”) with six
response options from ‘never’ to ‘almost every day,’ and history of suicide
attempts (“How many times in your lifetime have you made an actual attempt to
kill yourself in which you had at least some intent to die?”) with five response
options from ‘never’ to ‘five or more times.’ The SITBI is suitable for use in
self-report format in non-clinical samples (Latimer, Meade, & Tennant,
2013).

Intent and readiness for suicide. Intent and readiness for lethal suicidal
behavior were measured with two items (“I have no intention of killing myself
in the near future” and “If I wanted to kill myself, I feel ready to do so”) on a 0e8
scale. The intention item is reverse-scored, such that high scores suggest
higher intention for suicidal behavior. Both items demonstrate good
test-retest reliability and are significantly associated with other indices of
suicide risk including prior suicide attempts (George et al., 2016).

Zest for life: an antidote to suicide? 47



General psychological distress. The 10-item Kessler Psychological
Distress Scale (K10; Kessler et al., 2003) measures emotional states expe-
rienced in the past four weeks on a 5-point scale from ‘none of the time’ (1)
to ‘all of the time’ (5), with high scores denoting heightened general psy-
chological distress. The K10 has construct validity with mental health di-
agnoses (Andrews & Slade, 2001). Normative cut-off scores for the
Australian population are: low distress (10e15), moderate distress (16e21),
high distress (22e29) and very high distress (30e50) (Cvetkovski, Reavley,
& Jorm, 2012; Stallman, 2010). Total scores ranged from 10 to 46 and
internal consistency for the current sample was excellent (a ¼ 0.94).

Meaning in Life Questionnaire (MLQ; Steger, Frazier, Oishi, & Kaler,
2006). The MLQ has two five-item subscales using a 7-point scale
measuring search for and presence of meaning in life. The ‘presence’
subscale was used, where higher scores indicate heightened presence of
meaning in life. The MLQ has good internal consistency and convergent
and discriminant validity (Steger et al., 2006).

Data analytic strategy. Factor retention for the ZLS was first deter-
mined via parallel analysis using SPSS 21.0 and the syntax provided by
O’Connor (O’Connor, 2000). Factors were retained when the Eigenvalues
generated from the dataset were larger than the Eigenvalues from randomly
generated correlation matrices (Hayton, Allen, & Scarpello, 2004; Horn,
1965). Principal axis factoring was selected over principal components
analysis, as the latter assumes perfect measurement (Finch & West, 1997)
and may lead to more spurious common variance (Comrey, 1988). Direct
oblimin rotation was employed as it was anticipated that any factors that
may emerge would be correlated (Tabachnick & Fidell, 2013). Items were
retained if item factor loadings on the expected primary factor exceeded
0.45 (Meyers, Gamst, & Guarino, 2006), and if there was no evidence of
cross-loading, specified a priori as a difference of at least 00.3 between the
factor-loadings. As briefer scales are desirable for both research and clinical
purposes, only the strongest loading items were then selected and the
principal axis factoring was then run again with the reduced item set. To
test the measurement model generated by the exploratory factor analysis,
confirmatory factor analysis was next run with the second sample (n ¼ 411)
using AMOS.

Results
Sample characteristics. Mean levels of general psychological distress
were at the low end of the high distress range (M ¼ 21.71, SD ¼ 7.29).
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Nearly half of the sample (49.1%) reported suicide ideation in the past year,
with 13.5% thinking about suicide on at least a monthly basis. At least one
lifetime suicide attempt was reported by 13.4%, with 4.4% reporting
multiple attempts.

Exploratory factor analysis of the ZLS. Item analysis did not reveal
any skewness or problematic variances (Curran, West, & Finch, 1996).
Parallel analysis of the 26 ZLS items yielded a two-factor solution. The first
factor had an eigenvalue of 13.15, which was larger than the randomly
generated eigenvalue (00.99). The second factor had an eigenvalue of 1.76,
which was also larger than the corresponding random eigenvalue (00.85).
All other eigenvalues were smaller than the corresponding randomly
generated values, suggesting that only two factors should be retained.

Bartlett’s test of sphericity was significant, indicating that inter-item
correlations were sufficiently large for the analysis. Sampling adequacy
was also excellent, as evidenced by the Keiser-Meyer-Olkin measure
(KMO) of 00.95 (Field, 2009). Together, the factors accounted for 56.14%
of the variance.

Given our aim to develop a brief measure, the principal axis factoring
was then repeated using the top six items from each subscale.1 Bartlett’s test
of sphericity was again significant and the KMO (00.93) indicated excellent
sampling adequacy. Internal consistency for the 12-item scale was excellent
(a ¼ 0.93).

As shown in Table 3.1, all items loaded cleanly on their respective
factors, with loadings ranging from very good to excellent (Comrey & Lee,
1992). All reverse-coded items loaded strongly on the first factor, while all
positively worded items loaded strongly on the second factor. Coefficient
alphas for the two subscales were similarly strong for both the positively-
worded (M ¼ 5.56, SD ¼ 1.41; a ¼ 0.91) and negatively-worded
(M ¼ 5.81, SD ¼ 1.82, a ¼ 0.92) subscales.

Although the two factors reflected distinct aspects of zest for life, with
one representing engagement with life and a positive outlook, and the
other denoting depleted connection to life and diminished positive future
thinking, the two subscales are also distinguished by positive versus negative
wording. As reverse-coded items may introduce additional shared method
covariance (Williams, Ford, & Nguyen, 2002, pp. 366e389), it is unclear
whether the emergence of the two subscales reflects the presence of two
distinct facets of zest, or is due to the presence of a reverse-coded method

1 The reduced item set comprised ten newly devised items and two of the adapted items.
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factor. Accounting for the influence of reverse-coded method covariance is
recommended when testing the validity of multi-factor measurement
models (DiStefano & Motl, 2006; Gignac, 2007), so we used confirmatory
factor analysis in a separate sample to evaluate three measurement models: a
parsimonious one-factor model, an oblique two-factor model, and a one-
factor model with a latent reverse-coded method factor.

Confirmatory factor analysis. Using AMOS, the three models were
identified by constraining the variances of all latent variables to 1.0 (Gignac,
2007). First, the 12 ZLS items were entered into the model as observed
variables and were specified to load on one factor. Four fit indices were
considered to determine model fit: the chi square, the root-mean-square
error of approximation (RMSEA), the comparative fit index (CFI), and the
Tucker-Lewis index (TLI). While a non-significant chi-square value in-
dicates a good fit (Tabachnick & Fidell, 2013), this index is sensitive to
sample size and may consequently underestimate fit (Brown, 2006). Given
the large sample used, emphasis was placed on the other fit indices.
RMSEA values under 0.08 are considered adequate, and values below 0.05
are considered good (Brown, 2006; Byrne, 2010; Hu & Bentler, 1999). CFI
and TLI values between 0.90 and 0.95 are acceptable (Bentler, 1990), while
values above 00.95 are good (Byrne, 2010).

Table 3.1 Rotated two-factor principal axis factoring solution for the zest for life
scale (n ¼ 200).

Item Factor 1 Factor 2

I Used to think of life as ‘half full,’ now it feels more
like ‘half empty.’

0.92 -0.10

I Feel less alive than I used to. 0.91 -0.05
Life seems to hold less for me than it used to. 0.80 0.07
Life feels more dull as time moves on. 0.76 0.07
I Never used to, but now I sometimes think ‘why
bother.’

0.74 -0.003

Life has become a drag. 0.69 0.19
I Am embracing life. 0.02 0.87
I Wake up in the morning and look forward to what
life has in store for me.

-0.01 0.81

I Strive to participate fully in life, not just view it from
the sidelines.

-0.05 0.76

I Look forward to each new day. 0.12 0.75
I Try to enjoy life no matter what. -0.05 0.72
I Am looking forward to all that life has to offer. 0.18 0.68

Direct oblimin rotation was used. Bold values highlight the factor on which the item loads.
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Fit indices for the one-factor model were poor: c2 (54) ¼ 412.42,
p < .001; RMSEA ¼ 0.127 (90% CI ¼ 0.116, 0.139); CFI ¼ 0.90,
TLI ¼ 0.87, suggesting that this model was an inadequate fit to the data.
Therefore, the oblique two-factor model was next tested. The 12 items
were each specified to load onto their respective positively- and negatively-
worded factors and the factors were allowed to correlate, as they are ex-
pected to represent related facets of zest for life. The two-factor model was
a good fit to the data, c2 (53) ¼ 113.83, p < .001; RMSEA ¼ 0.053 (90%
CI ¼ 0.039, 0.066); CFI ¼ 0.98; TLI ¼ 0.98, and was significantly better
than the one-factor model, c2

diff (1) ¼ 298.59, p < .01. However, the
correlation between the two latent variables was very high (r ¼ 00.83),
indicating that 69% of the variance between the two factors was shared.

Lastly, a one-factor model with a reverse-coded method factor was
tested. Here, all items were specified to load on a latent zest factor, and all
reverse-scored items were also specified to load onto a latent method factor.
This model, demonstrated good fit, c2 (48) ¼ 104.97, p < .001;
RMSEA ¼ 0.054 (90% CI ¼ 0.040, 0.068); CFI ¼ 0.98; TLI ¼ 0.98, that
was also significantly better than the one-factor model, c2

diff (6) ¼ 337.11,
p < .01, but did not significantly differ from the oblique two-factor model,
c2

diff (5) ¼ 8.86, p > .05.
While the two-factor oblique model also displayed good fit, the two

factors were highly correlated and distinguishable based on positive versus
negative item wording, consistent with a reverse-coded method factor
(Williams et al., 2002, pp. 366e389). Thus, the one-factor model with a
latent reverse-coded method factor was deemed the best fit.

Cronbach’s alpha was good for the full 12-item ZLS (a ¼ 0.94), and for
the positively- and negatively-worded item sets (a ¼ 0.90 and a ¼ 0.92,
respectively). Inter-item correlations ranged from 00.40 to 00.73, sug-
gesting that multicollinearity was not a concern (Field, 2009).

Associations between zest for life and suicide risk and resilience.
Total zest for life scores were positively correlated with meaning in life
(r ¼ 0.63, p < .01), and negatively correlated (ps < 0.01) with suicide
ideation (r ¼ -0.56), suicidal intent (r ¼ -0.33), readiness for lethal suicidal
behavior (r ¼ -0.47), and prior suicide attempts (r ¼ -0.30).

In sum, the Zest for Life Scale (see appendix) has good construct and
convergent validity as well as excellent internal consistency. We next used a
prospective design to test the role of zest for life in relation to the three
causal drivers of suicidal thoughts and behavior central to the interpersonal
theory of suicide.
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The mediating and moderating role of Zest for life in the
prospective link from interpersonal risk factors and
acquired capability to suicide risk

Method
Participants and procedures. Two-hundred and thirty-four university
students (168 females, 66 males) who took part in a series of studies on the
acquired capability for suicide (George et al., 2016) filled out an online
survey on two occasions separated by an eight-week period. Data were
previously screened for careless and inconsistent responding and three
participants had been removed (George et al., 2016). The sample were
undergraduate (65.8%) and postgraduate (34.2%) students ranging in age
from 17 to 74 years (M ¼ 25.78, SD ¼ 10.35). Ethnicity included
Caucasian Australian (60.3%), European (15%), Asian (14.9%), Oceanian
(1.7%) and ‘other’ ethnic backgrounds (8.1%). The study had the in-
stitution’s Human Research Ethics Committee approval.

Measures. Measures were administered at both time points and
included measures of the interpersonal factors and acquired capability, and
the measures already described above, except the SITBI item about suicide
ideation was re-worded in the follow-up questionnaire to reflect events in
the past four weeks. This captured the stressful period leading up to exams,
and was consistent with the timeframe of the measure of general psycho-
logical distress (K10). Additionally, due to a clerical error, two ZLS items
(“I strive to participate fully in life, not just view it from the sidelines,” and “I try to
enjoy life no matter what”) were not included in this study. The measurement
model of this 10-item measurement model was tested and demonstrated
good fit both in this sample, c2 (29) ¼ 69.18, p < .001; RMSEA ¼ 0.077
(90% CI ¼ 0.054, 0.101); CFI ¼ 0.98, TLI ¼ 0.97, and the previous in-
dependent sample (n ¼ 611), c2 (29) ¼ 66.39, p < .001; RMSEA ¼ 0.046
(90% CI ¼ 0.031, 0.061); CFI ¼ 0.99, TLI ¼ 0.99. The 10- and 12- item
sets were also strongly correlated (r ¼ 0.99, p < .01), suggesting that the
versions are equivalent. Internal consistency at both baseline (a ¼ 0.95) and
follow-up (a ¼ 0.96), and test-retest reliability was good (r ¼ 00.75,
p < .01).

Interpersonal Needs Questionnaire (INQ; Van Orden, Witte, Gordon,
Bender, & Joiner, 2008). The INQ has six items about perceived bur-
densomeness (e.g., “The people in my life would be better off if I were gone”) and
nine items about thwarted belongingness (e.g., “I feel disconnected from other
people”) on a 7-point scale from 1 to 7. Higher scores suggest heightened
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levels of perceived burdensomeness and thwarted belongingness. Scores
ranged from 15 to 90 at Time 1 and from 15 to 83 at Time 2. The INQ has
good construct validity and internal consistency (Van Orden et al., 2008,
2012) and internal consistency in the current sample was excellent at both
Time 1 (PB subscale a ¼ 0.92; TB subscale a ¼ 0.91) and Time 2 (PB
subscale a ¼ 0.94; TB subscale a ¼ 0.93).

Acquired Capability with Rehearsal for Suicide Scale (ACWRSS;
George et al., 2016). The 7-item ACWRSS measures three facets of ac-
quired capability comprising two items measuring fearlessness of death (e.g.,
“Even if I wanted to, killing myself is too scary to follow through with it”), two
items measuring pain tolerance (e.g., “I can tolerate pain much more than I used
to”), and three items about preparation for suicide (e.g., “I have considered
whether some ways to kill myself would be easier than others”). Items have a
9-point scale from 0 to 8, and higher scores denote heightened levels of
acquired capability. The ACWRSS has good construct validity and internal
consistency (George et al., 2016).

Data analytic strategy. First, to test the mediating role of zest for life
in the relationships between the interpersonal factors and suicide ideation,
and between the three acquired capability facets and indices of suicide risk
along three steps of the motivational-volitional pathway to suicide
(O’Connor & Nock, 2014), we ran several structural equation models using
AMOS. To control for Type 1 error while obtaining an optimal estimate of
indirect effects, 5000 bias-corrected bootstrapping samples were used (Jose,
2013). Second, moderation analyses were run using SPSS and PROCESS
(version 2.16; Hayes, 2016) to test whether zest for life also buffers the
adverse effects of perceived burdensomeness, thwarted belongingness, and
acquired capability for suicide.

Results
Sample characteristics. Mean general psychological distress scores fell
between the moderate and high bands at both baseline (M ¼ 21.43,
SD ¼ 8.07) and eight-week follow-up (M ¼ 21.37, SD ¼ 7.88). At base-
line, over half of the sample (50.9%) reported thinking about suicide in the
past year, with over one-fifth (21.8%) reporting thinking about suicide at
least once a month. At least one lifetime suicide attempt was endorsed by
14.1% of the sample, with 4.4% endorsing multiple prior attempts.

Does zest for life mediate the relationships between bur-
densomeness and thwarted belongingness and suicidal ideation?
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Baseline thwarted belongingness and perceived burdensomeness were each
specified to predict suicidal ideation at follow-up both directly and indi-
rectly via their relationships with zest for life at follow-up (see Fig. 3.1).
This model had a good fit: c2 (288) ¼ 611.70, p < .001; RMSEA ¼ 0.069
(90% CI ¼ 0.062, 0.077); CFI ¼ 0.94, TLI ¼ 0.93. Partly consistent with
the interpersonal theory, perceived burdensomeness directly predicted
suicide ideation (direct effect ¼ 0.282, 95% CI: 0.065, 0.497, p ¼ .014),
though the direct effect of thwarted belongingness on ideation was not
significant (direct effect ¼ 0.085, 95% CI: 0.042, 0.209, p ¼ .17). Baseline
zest for life also partly mediated the relationship between perceived bur-
densomeness and suicidal ideation at follow-up (indirect effect ¼ -0.051,
95% CI: 0.014, 0.116, p ¼ .009), and fully mediated the relationship be-
tween thwarted belongingness and suicidal ideation at follow-up (indirect
effect ¼ 0.135, 95% CI: 0.067, 0.244, p ¼ .001).

A hierarchical multiple regression confirmed that zest for life was not
serving as a proxy for prior suicide ideation or general psychological
distress. Zest for life at follow-up was significantly negatively associated
with suicide ideation at follow-up after controlling for baseline suicide
ideation, psychological distress, burdensomeness, and thwarted belonging-
ness (b ¼ -0.21, p ¼ .001).

Does zest for life moderate the relationship between the inter-
personal factors and suicidal ideation? Two moderation analyses were

Fig. 3.1 Zest for life partly mediates the prospective relationships between the
interpersonal factors and ideation (n ¼ 234) Note. T1 ¼ Time 1 (baseline); T2 ¼ Time 2
(follow-up). *p < .05, ***p < .001.
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conducted using PROCESS (Hayes, 2016) to test the buffering influence of
zest for life against the influence of (a) perceived burdensomeness and
(b) thwarted belongingness on suicidal ideation. To maintain consistency
with the mediation analyses, the interpersonal factors were measured at
baseline and zest for life and suicidal ideation were measured at follow-up.

Zest for life significantly moderated the relationship between perceived
burdensomeness and suicide ideation, F (3, 230) ¼ 28.14, p < .001,
R2 ¼ 0.48. Zest for life was significantly inversely related to suicide idea-
tion, and the interaction between zest and burdensomeness also significantly
negatively predicted ideation (Table 3.2). As shown in Table 3.2, the
interaction was explored by examining the conditional effects of perceived
burdensomeness on suicide ideation at three levels of zest for life (one
standard deviation below the mean, at the mean, and above the mean).
Perceived burdensomeness was significantly inversely related to suicide
ideation at high levels of zest for life and was significantly positively asso-
ciated with suicide ideation at low levels of zest, but was not significantly
associated with ideation at mean levels of zest. The Johnson-Neyman
technique revealed that the relationship between perceived

Table 3.2 Moderating effects of Zest for life in the prospective associations
between interpersonal risk factors and suicidal ideation.

Predictor b p 95% CI

Perceived burdensomeness (PB)

Zest for life -0.20 < 0.001 -0.27, -0.13
PB 0.04 0.35 -0.05, 0.14
Zest x PB -0.11 < 0.001 -0.15, -0.07

Conditional effects of PB for zest at:

One SD below mean 0.23 < 0.001 0.14, 0.34
Mean 0.04 0.35 -0.05, 0.14
One SD above mean -0.15 0.02 -0.28, -0.02

Thwarted belongingness (TB)

Zest for life -0.18 < 0.001 -0.24, -0.12
TB 0.09 .009 0.02, 0.15
Zest x TB -0.11 < 0.001 -0.18, -0.05

Conditional effects of TB for zest at:

One SD below mean 0.29 < 0.001 0.16, 0.41
Mean 0.09 0.009 0.02, 0.15
One SD above mean -0.11 0.075 -0.24, 0.01
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burdensomeness and suicide ideation was significant when zest for life was
less than 0.41 standard deviations below the mean, and when zest for life
was above 1.58 standard deviations above the mean.

Zest for life also significantly moderated the relationship between
thwarted belongingness and suicide ideation, F (3, 230) ¼ 28.14, p < .001,
R2 ¼ 0.48. As indicated in Table 3.2, thwarted belongingness, zest for life,
and their interaction significantly predicted ideation. The interaction was
probed by examining the conditional effects of thwarted belongingness on
suicide ideation again at three levels of zest for life. Thwarted belongingness
was significantly positively related to suicide ideation at low and mean levels
of zest for life, with the effect strongest at low levels of zest. At high levels of
zest, the association between thwarted belongingness and suicide ideation
was negative and fell outside the conventional criteria for significance
(p ¼ .075). The Johnson-Neyman technique revealed that the relationship
between thwarted belongingness and suicide ideation was significant when
zest for life was less than 0.19 standard deviations below the mean, and
when zest for life was more than 1.96 standard deviations above the mean.

Does zest for life mediate the relationships between the three
facets of acquired capability and three steps along the ideation-to-
action pathway: (a) ideation, (b) intent, and (c) readiness for sui-
cide? Three structural models were specified to test the mediating role of
zest for life (Time 1) against the influence of the three acquired capability
facets (Time 1) on three steps in the motivational-volitional pathway
(O’Connor & Nock, 2014) from (a) suicide ideation to (b) intent to
(c) readiness for lethal suicidal behavior (all Time 2) (Fig. 3.2). All models
demonstrated good fit: Model (a) c2 (120) ¼ 207.24, p < .001,
RMSEA ¼ 0.056 (90% CI ¼ 0.043, 0.068), CFI ¼ 0.97, TLI ¼ 0.96;
Model (b) c2 (120) ¼ 213.94, p < .001, RMSEA ¼ 0.058 (90%
CI ¼ 00.045, 0.070), CFI ¼ 0.97, TLI ¼ 0.96; Model (c) c2 (120) ¼
223.98, p < .001, RMSEA ¼ 0.061 (90% CI ¼ 0.048, 00.073),
CFI ¼ 0.97, TLI ¼ 0.96.

Acquired capability: Preparation. Zest for life partly mediated the re-
lationships between the preparation facet of acquired capability and both
suicidal ideation (indirect effect ¼ 0.205, 95% CI: 0.129, 0.305, p < .001;
direct effect ¼ 0.376, 95% CI: 0.236, 0.515, p < .001) and intent (indirect
effect ¼ 0.141, 95% CI: 0.053, 0.239, p ¼ .001; direct effect ¼ 0.241, 95%
CI: 0.030, 0.412, p ¼ .027). In contrast, the mediating effect of zest on the
link between preparation and readiness fell outside the conventional criteria
for significance (indirect effect ¼ 0.086, 95% CI: 0.004, 0.195, p ¼ .062),
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Fig. 3.2 Three mediation models of zest for life and the acquired capability facets in
the pathway from (a) ideation to (b) intention to (c) readiness for suicide (n ¼ 234).
Note. AC ¼ Acquired capability; T1 ¼ Time 1 (baseline); T2 ¼ Time 2 (follow-up)
*p < .05, **p < .01, ***p < .001.
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and the direct effect of the preparation facet on readiness was not significant
(direct effect ¼ 0.024, 95% CI: 0.188, 0.202, p ¼ .86). Thus, the mediating
influence of zest for life was strongest early in the ideation to action
pathway, and diminished in strength in the subsequent stages from inten-
tion formation to readiness for suicide.

Acquired capability: Fearlessness of death.Zest did not mediate the associations
between fearlessness of death and suicide ideation, intention, or readiness
(ps > 0.05). Nor were the direct effects of fearlessness of death significant for
the early stages in the ideation to action pathway (ideation and intention;
ps > 0.05), but there was a strong direct effect of fearlessness on readiness for
suicide (direct effect ¼ 00.534, 95% CI: 0.315, 0.719, p < .001).

Acquired capability: Pain tolerance. Finally, zest for life fully mediated the
relationships between the third facet of acquired capability (pain tolerance)
and suicidal ideation (indirect effect ¼ -0.052, 95% CI: 0.114, 0.001,
p ¼ .054), intention (indirect effect ¼ -0.036, 95% CI: 0.095, -0.003,
p ¼ .031) and readiness (indirect effect ¼ -0.023, 95% CI: 0.071, 0.001,
p ¼ .063), although the indirect effects for ideation and readiness fell just
outside the criteria for significance. Notably, higher levels of pain tolerance
were associated with higher levels of zest.

Pain tolerance is thought to increase readiness for engaging in suicidal
behavior, although a recent review concluded that evidence is scant and
does not include prospective studies (Kirtley, O’Carroll, & O’Connor,
2016). Inconsistent with the hypothesis that pain tolerance increases
suicide-related behaviors, a recent study found that tolerance for psycho-
logical pain was higher among those who never attempted suicide
compared to attempters (Meerwijk & Weiss, 2018). Moreover, there is
evidence that physiological pain tolerance is positively associated with hope
(Berg, Snyder, & Hamilton, 2008; Snyder et al., 2005), with the latter
reflected in the positive outlook facet of zest for life. Those high in hope
may seek out more challenging situations (Davidson, Wingate, Slish, &
Rasmussen, 2010), thus encountering more pain and consequently
heightening pain tolerance. Hence, it is possible that pain tolerance may
indirectly decrease suicide ideation, intention, and readiness via its positive
association with zest for life.

Does zest for life moderate the relationships between the
mental preparation facet of acquired capability and
suicidal ideation and intention?

Because of the strong negative association between mental preparation and
zest for life (see Fig. 3.2), we further tested the role of zest as a protective
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factor in the relationship between mental preparation and suicide ideation
and intent using moderation analyses. First, we tested if zest for life (Time 1)
moderated the relationship between the mental preparation facet of ac-
quired capability (Time 1) and suicide ideation (Time 2). This model was
significant, F (3, 230) ¼ 28.66, p < .001, R2 ¼ 0.45. As shown in
Table 3.3, zest for life, mental preparation for suicide, and their interaction
significantly prospectively predicted suicide ideation. Examining the con-
ditional effects of mental preparation on suicide ideation at three levels of
zest (one standard deviation below, at, and above the mean) showed that
mental preparation was significantly positively related to suicide ideation at
low and mean levels of zest for life, but not at high levels of zest. The
Johnson-Neyman technique revealed that the relationship between mental
preparation and suicide intention was significant when zest for life was less
than 0.93 standard deviations above the mean.

Second, we tested if zest for life (Time 1) moderated the relationship
between mental preparation (Time 1) and suicide intent (Time 2). This
model was significant, F (3, 230) ¼ 8.84, p < .001, R2 ¼ 00.23. As shown
in Table 3.3, zest for life, mental preparation for suicide, and their

Table 3.3 Moderating effects of Zest for life in the prospective associations
between the acquired capability facet of mental preparation and (a) Suicidal
ideation and (b) Suicide intention.

Predictor b p 95% CI

(a) Suicidal ideation

Zest for life -0.15 < 0.001 -0.19, -0.09
Mental preparation 0.09 < 0.001 0.05, 0.13
Zest x mental preparation -0.05 < 0.001 -0.07, -0.03

Conditional effects of mental preparation for zest at:

One SD below mean 0.17 < 0.001 0.11, 0.23
Mean 0.09 < 0.001 0.05,0.13
One SD above mean 0.0009 0.97 -0.05, 0.05

(b) Suicidal intention

Zest for life -0.13 0.005 -0.21, -0.04
Mental preparation 0.11 0.005 0.03, 0.19
Zest x mental preparation -0.08 < 0.001 -0.13, -0.04

Conditional effects of mental preparation for zest at:

One SD below mean 0.25 < 0.001 0.15, 0.36
Mean 0.11 0.005 0.03, 0.19
One SD above mean -0.03 0.57 -0.15, 0.08
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interaction significantly prospectively predicted suicide intent. Examining
the conditional effects of mental preparation on suicide intent at three levels
of zest for life (one standard deviation below, at, and above the mean)
showed that mental preparation was significantly positively related to sui-
cide intention at low and mean levels of zest for life, but not at high levels
of zest. The Johnson-Neyman technique revealed that the relationship
between mental preparation and suicide intention was significant when zest
for life was less than 0.34 standard deviations above the mean.

Discussion

Consistent with earlier proposals that the depletion of life-sustaining forces
is central to suicide (Shneidman, 1996), we found that zest for life can act as
a barrier against the deleterious effects of all three presumed causal factors of
the interpersonal theory of suicide. While perceived burdensomeness
directly predicted heightened suicide ideation at follow-up, thwarted
belongingness did not. Importantly, and consistent with Joiner’s proposal
that the thwarting of the needs to contribute and belong is “life draining”
(Joiner, 2005, p. 102), both interpersonal factors affected ideation indirectly
via their inverse relationship with zest for life. Zest for life, in turn, nega-
tively predicted suicide ideation, even after controlling for baseline ideation
and general psychological distress capturing symptoms of both depression
and anxiety (Andrews & Slade, 2001). This suggests that zest can counteract
the influence of the thwarting of these interpersonal needs on future
ideation.

Moderation analyses confirmed that zest for life ‘buffers’ (Johnson,
Wood, Gooding, Taylor, & Tarrier, 2011) the adverse effects of both
perceived burdensomeness and thwarted belongingness on suicidal desire.
Both perceived burdensomeness and thwarted belongingness negatively
predicted suicidal ideation at high levels of zest, but positively predicted
ideation at low levels of zest, or in the case of thwarted belongingess also at
mean levels of zest. Thus, heightened zest buffers against the adverse effects
of burdensomeness and thwarted belongingness on the development of
suicidal thinking.

Similarly, zest for life had a mediating influence on the impact of some
of the key facets of acquired capability for suicide. However, consistent
with the prediction from the interpersonal theory of suicide that acquired
capability is necessary for the transition from suicidal thinking to action
(Van Orden et al., 2010), the protective role of zest depended on which
step in the motivational-volitional pathway toward suicide served as the
criterion (cf., O’Connor & Kirtley, 2018). While zest for life negatively
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predicted subsequent suicidal ideation, intention, and readiness, these as-
sociations were of diminishing strength, respectively. Together with the
buffering role of zest against the interpersonal antecedents of suicidal
ideation, this suggests that zest primarily exerts its influence earlier in the
ideation-to-action pathway during ideation and intention formation.
Moreover, zest for life partly mediated the relationship between the prep-
aration facet of acquired capability and the early steps of suicide ideation and
intent, but did so only marginally for the later step of readiness, with the
size of the indirect effect diminishing with each step closer to readiness.

Zest for life did not significantly mediate any of the associations between
fearlessness of death and suicidal ideation, intent, or readiness. This is not
unexpected given that fearlessness of death can also be fostered by zestful
activities such as skydiving (Joiner, 2005). However, fearlessness of death
had a significant direct effect on readiness, indicating that this facet of ac-
quired capability acts directly, but not indirectly via zest, to amplify read-
iness for suicidal behavior. This is consistent with the interpersonal theory’s
proposal that fearlessness of death enhances readiness regardless of whether
fearlessness is acquired passively through trauma exposure, pursuit of high
risk leisure activities, deliberate non-suicidal self-injurious behavior, or
active mental practice (Van Orden et al., 2010). Thus, zest for life appears
not to counter fearlessness of death.

Zest for life mediated the relationships between pain tolerance and both
suicide ideation and suicide intent, but consistent with previous evidence,
pain tolerance was positively associated with zest. For example, other life-
sustaining factors such as mastery (Christensen, Batterham, Mackinnon,
Donker, & Soubelet, 2014) and hope (Davidson et al., 2010) are positively
associated with acquired capability as measured by self-reported pain
tolerance and fearlessness of death, and hope is also positively associated
with physiological pain tolerance (Berg et al., 2008; Snyder et al., 2005).
Davidson, Wingate, Rasmussen, and Slish (2009) suggest that those high in
hope experience more pain since they may seek out more challenging
situations. Those high in zest may similarly seek out challenging experiences
with a greater probability of encountering more physical pain, consequently
heightening pain tolerance. Conversely, heightened pain tolerance may
facilitate greater engagement with and enjoyment of life by permitting one
to experience challenging and novel situations. Additional research is
needed to clarify the complex relationship between life-sustaining con-
structs such as zest for life, hope, and mastery and greater pain tolerance.

In sum, zest for life had a partial mediating role that was limited to the
relationship between the preparation facet of acquired capability and
the early steps of suicidal ideation and intent, but not further along the
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ideation-to-action pathway when readiness for behavioral action was the
criterion. This ‘buffering’ effect of zest during the motivational phase of
the pathway was again confirmed in that zest also moderated the adverse
effects of mental preparation on subsequent heightened suicidal ideation
and intent. Specifically, at high levels of zest, mental preparation did not
significantly predict either suicide ideation or intent. Conversely, at low
levels of zest, mental preparation was most strongly associated with both
ideation and intent. Thus, erosion in zest for life amplifies the adverse effects
of mental preparation on the solidification of suicidal desire and intention,
but undiminished and strong zest confers protection.

Zest for life as an antidote to suicide

The present findings highlight the importance of accounting for the rela-
tionship between risk and resilience in theories of suicide (Klonsky & May
2015; Johnson et al., 2011). Zest for life may be eroded by unmet needs of
belongingness and interpersonal effectiveness, or actively undermined by
mental preparation for engaging in suicidal behavior. But to the extent that
zest for life is strong, or is actively nourished during threat posed by the
confluence of thwarted interpersonal needs and mental rehearsal to enact
suicidal desire, it is potentially life-saving because it can stall or reverse
progress toward suicide. As noted by O’Connor and Nock (2014), the
refinement of psychological theories of suicide require programmatic
testing of both risk and protective factors, and a better understanding of the
factors that enable or impede behavioral enactment will inform the trans-
lation of this research into clinical practice.

In this chapter we have argued that suicide is best understood as an
outcome of a process where life-sustaining strengths have been eroded and
overcome by death-promoting proximal risk factors (Kovacs & Beck, 1977;
Shneidman, 1996). While it is critically important to understand why
people die by suicide, we must not neglect to examine why people do not
die by suicide. That is, the ideation-to-action framework for research on
the transition from suicidal thought to behavior is incomplete, unless
complemented by better understanding of the ideation-to-nonaction path,
which is the path taken by most ideators (ten Have et al., 2009). Here we
have highlighted the critical importance of fostering engagement with life
among those who are experiencing the thwarting of interpersonal needs
and are engaging in mental preparation for suicidal action.

This paradigm shift from an almost exclusive risk-centric, ‘death pre-
venting’ approach to one that is complemented by a life-focused and ‘life
sustaining’ approach is also well-grounded in the perspectives voiced with
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ever increasing urgency by those with lived experience (see Ellis & Bryan,
this volume; Davidow & Mazel-Carlton, this volume). As so cogently put
by Heidi Bryan, even when the struggle with suicidal ideation is a life-long
companion, “It’s been a long journey to learn how to live fully and even
while experiencing suicidal thoughts, but a journey worth taking” (Ellis &
Bryan, this volume). There is much to be gained by putting life front and
center when collaborating with those at risk. For example, in a recent study
of 128 suicidal emergency care patients, who were monitored for a six-
month period following discharge from the hospital, both the clinician
and the patient provided a prediction at intake what the likelihood was that
the patient will make a suicide attempt in the next six months (Harrison,
Stritzke, Fay, & Hudaib, 2018). Clinician and patient predictions com-
plemented each other in prospectively predicting different aspects of future
suicide risk and resilience! Whereas clinician estimates of the likelihood of
an attempt predicted future death-promoting factors (e.g., suicide ideation),
patient estimates instead predicted future life-sustaining factors (e.g., zest for
life). Thus, from the patients’ point of view, the only significant predictor of
a future suicide attempt was how strongly they had managed to re-connect
with a life worth living.

There is increasing recognition that the “unique balance” between
individuals’ motivations for suicide and life-sustaining reasons may be a
critical determinant of risk outcome (American Psychiatric Association,
2016; Fowler, 2012). For example, an index that computes the balance
between the wish to die and the wish to live was found to uniquely predict
suicide in a 10-year follow-up study of psychiatric outpatients (Brown,
Steer, Henriques, & Beck, 2005). As the influence of zest for life appears to
be most pronounced at the early ideation and intention formation phase of
the pathway toward suicide, it suggests that dimished zest is an important
target for suicide prevention. Indeed, enhanced engagement in life is a core
strategy of community mental health initiatives, such as the Act-Belong-
Commit program, which encourages individuals to stay mentally, physi-
cally, and socially active, while fostering purpose in life by setting goals and
becoming involved in causes within the community (Anwar-McHenry,
Donovan, Jalleh, & Laws, 2012; Donovan, James, Jalleh, & Sidebottom,
2006). Finally, as the assessment of zest for life enquires about engagement
with life rather than suicide risk directly, it may be also useful in contexts
where individuals may be reluctant to disclose suicidal intent (e.g., Kupers,
2005), but would welcome a caring conversation about what aspects of
their life they need help with in taking it by the lapel and be told, I’m with
you, kid. Let’s go.
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Appendix: the Zest for Life Scale (ZLS)

The following questions refer to your thoughts and feelings about life. Please
indicate how much you agree with the statements below by circling the
number corresponding most closely how you feel about life at this time in
your life. Your answers may range from AGREE NOT AT ALL (0) with
the statement to AGREE VERY STRONGLY (8) with the statement.

I agree with this statement .

Not
at all

Very
strongly

1. I Look forward
to each new day

0 1 2 3 4 5 6 7 8

2. Life feels more
dull as time
moves on

0 1 2 3 4 5 6 7 8

3. Life seems to
hold less for me
than it used to

0 1 2 3 4 5 6 7 8

4. I Used to think
about life as
‘half full’, now
it feels more
like ‘half empty’

0 1 2 3 4 5 6 7 8

5. I Feel less alive
than I used to

0 1 2 3 4 5 6 7 8

6. I Strive to
participate fully
in life, not just
view it from
the sidelines

0 1 2 3 4 5 6 7 8

7. Life has become
a drag

0 1 2 3 4 5 6 7 8

8. I Wake up in
the morning
and look
forward to what
life has in store
for me

0 1 2 3 4 5 6 7 8

9. I Am
embracing life

0 1 2 3 4 5 6 7 8

10. I Am looking
forward to all
that life has to
offer

0 1 2 3 4 5 6 7 8

(Continued)
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11. I Try to enjoy
life no matter
what

0 1 2 3 4 5 6 7 8

12. I Never used
to, but now I
sometimes
think ‘why
bother’

0 1 2 3 4 5 6 7 8

Reverse-scored items: 2, 3, 4, 5, 7, 12.
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CHAPTER 4

The temporal dynamics of the
wish to live and the wish to die
among suicidal individuals
Craig J. Bryan
National Center for Veterans Studies, The University of Utah, Salt Lake City, UT, United States

The notion that suicidal individuals experience an internal struggle be-
tween the wish to live and the wish to die has been noted by clinicians and
researchers for several decades (Brown, Steer, Henriques, & Beck, 2005;
Evans & Farberow, 1988; Jobes & Mann, 1999; Kovacs & Beck, 1977;
Neuringer & Lettieri, 1971; Shneidman, 1964; Stengel, 1964). This internal
struggle between life and death has been described using several terms
including the internal debate (Brown, Ten Have, et al., 2005; Kovacs &
Beck, 1977), ambivalence (Jobes, 2016; Jobes & Mann, 1999), and suicidal
mulling (Millner, Lee, & Nock, 2017). For the purposes of the present
discussion, the term suicidal ambivalence will be used to refer to the psy-
chological state of mixeddsometimes contradictorydfeelings about life
and death. This term and operationalization are used in order to align the
concept of suicide-specific ambivalence with conceptualizations of general
ambivalence used in other areas of psychology (e.g., Miller & Rollnick,
2012).

Suicidal ambivalence has traditionally been conceptualized on a unidi-
mensional spectrum bookended by two opposing forces: life and death
(Fig. 4.1). Consistent with this conceptualization, a common approach used
by researchers is to assess the strength or salience of an individual’s wish to
live and their wish to die using separate scales, and then subtracting the
former from the latter to create an ambivalence index, such that negative
values indicate a stronger wish to live, positive values indicate a stronger
wish to die, and zero values indicate ambivalence. For example, the first
two items of the Scale for Suicide Ideation (SSI; Beck, Brown, & Steer,
1997) have been frequently used by researchers to quantify suicidal
ambivalence. The SSI assesses the wish to live and the wish to die using a
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three-point ordinal scale corresponding to the following response options:
none, weak, and strong. Researchers subtract the (reversed) wish to live item
score from the wish to die item score, resulting in an index score ranging
from �2 (strong wish to live and no wish to die) to þ2 (no wish to live and
strong wish to die). The Suicide Status Form (SSF; Jobes, 2016) is another
commonly-used tool for quantifying suicidal ambivalence using the same
approach, although the SSF uses nine-point ordinal scales instead of
three-point scales to assess each construct. Across both scales, researchers
have found that negative values (i.e., stronger wish to live than wish to die)
are correlated with less severe suicidal intent, hopelessness, self-hatred,
emotional distress, and faster resolution of depression and suicidal ideation
(Corona et al., 2013; Kovacs & Beck, 1977; Lento, Ellis, Hinnant, & Jobes,
2013; O’Connor, Jobes, Comtois, et al., 2012; O’Connor, Jobes, Yeargin,
et al., 2012). Conversely, positive scores (i.e., stronger wish to die than wish
to live) are correlated with more severe suicidal intent and emotional
distress, slower resolution of suicidal ideation, and eventual death by suicide
(Brown, Steer, et al., 2005; Corona et al., 2013; Kovacs & Beck, 1977;
Lento et al., 2013; O’Connor, Jobes, Comtois, et al., 2012; O’Connor,
Jobes, Yeargin, et al., 2012). Ambivalent states (i.e., equivalent or com-
parable levels of wish to live and wish to die) typically fall in between these
two extremes.

Ambivalence implicates an inherently dynamic process characterized
by vacillations between two opposing positions, in this case life and death.
As a result of this competition between life and death, suicidal individuals
are assumed to move back and forth on the ambivalence continuum, with
suicidal behavior being highest at the extreme end of the spectrum
characterized by the wish to die and the absence of the wish to live. An
alternative perspective is to conceptualize suicidal ambivalence as a bidi-
mensional construct, whereby the wish to live and the wish to die are
separate, albeit correlated, dimensions (see Fig. 4.2). This perspective
aligns with research supporting bidimensional structures for other con-
structs that are often presumed to be unidimensional, such as hope and
hopelessness, optimism and pessimism, and negative and positive affect
(Chang, Maydeu-Olivares, & D’Zurilla, 1997; Diener & Emmons, 1984;

Fig. 4.1 A unipolar structure of suicidal ambivalence.
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Herzberg, Glaesner, & Hoyer, 2006; Osman et al., 2010). Because a
bidimensional structure of suicidal ambivalence allows for the co-existence
of a broader range of psychological states, it provides much greater nuance
than a unidimensional structure. In Fig. 4.2, for example, three different
configurations of suicidal ambivalence are possible: strong wish to live and
strong wish to die, weak wish to live and weak wish to die, no wish to live
and no wish to die.

Conceptually, these three combinations implicate very different
psychological states. On one end of the spectrum, those experiencing
neither a wish to live nor a wish to die may be best described as “indif-
ferent,” a psychological state that has not received much empirical
attention but may reasonably be expected to be associated with “passive”
suicide ideation including thoughts about death or remaining in a
potentially life-threatening situation. On the other end of the spectrum is
the combination of a strong wish to live and a strong wish to die, a
psychological state characterized by intensely conflicting or opposing
desires, consistent with Millner et al.’s (2017) descriptions of suicidal
“mulling,” which entails strong consideration of suicide attempts and
“going back and forth in one’s mind about whether to do it or not”
(p. 5e6). In between these two extremes is the combination of a weak
wish to live and a weak wish to die, which may reflect a psychological
state that aligns with traditional conceptualizations of the internal debate.
In the unidimensional approach, by comparison, these three combinations
of the wish to live and the wish to die are considered equivalent because

Fig. 4.2 A bidimensional structure of suicidal ambivalence.
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they all yield a total index score of zero. Experiencing the co-existence of
a strong wish to live and a strong wish to die is therefore considered
equivalent to experiencing the co-existence of no wish to live and no wish
to die.

Consideration of the wish to live and the wish to die as separate con-
structs provides context for understanding the mechanisms that underlie the
emergence of suicidal behaviors. For example, the death/suicide implicit
association test is a computerized task that assesses an individual’s automatic
self-associations with death relative to life and has been shown to correlate
with various indicators of suicide risk, to include future suicidal behavior
(Nock & Banaji, 2007; Nock et al., 2010). Recent research indicates the
association of performance on the task with these indicators of suicide risk is
largely explained by a diminished wish to live rather than the presence of a
wish to die (Harrison, Stritzke, Fay, Ellison, & Hudaib, 2014). In clinical
settings, studies have similarly suggested that suicidal behaviors are driven to
a larger degree by a diminished wish to live rather than a wish to die (Bryan,
Rudd, Peterson, Young-McCaughan, & Wertenberger, 2016). A bidi-
mensional structure may also provide context for the results of one study
finding a different pattern than other studies using a unidimensional
structure for suicidal ambivalence (Corona et al., 2013). In that study,
psychiatric outpatients reporting a stronger wish to live at baseline showed
better outcomes than patients reporting a stronger desire to die, as would be
expected, but those reporting suicidal ambivalence showed the worst out-
comes rather than falling in between the other two groups. One possible
explanation for this finding is that ambivalent patients were experiencing a
more pernicious type of suicidal ambivalence (e.g., suicidal mulling) than
patients in other studies.

Another possible explanation is that the researchers did not fully account
for the temporal dynamics of the wish to live and the wish to die. Spe-
cifically, patients in that study were classified based on the strength of their
wish to live and wish to die at the outset of treatment only. It is possible that
the relative balance between the wish to live and the wish to die changed
over the course of treatment, such that some (or many) of the patients in
this group experienced a strengthening of the wish to live and/or a
weakening of the wish to die over time. The wish to live and the wish to
die are not static; they change over time, especially in response to clinical
intervention (Bryan, Mintz, Clemans, Leeson, et al., 2017; Bryan et al.,
2016). Static classification of patients based on their scores at a single time
point fails to capture these inherent temporal dynamics. Unfortunately, the
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majority of studies focused on suicidal ambivalence have used this static
classification approach, even when using prospective designs (Brown, Ten
Have, et al., 2005; Corona et al., 2013; Kovacs & Beck, 1977; Lento et al.,
2013; O’Connor, Jobes, Comtois, et al., 2012; O’Connor, Jobes, Yeargin,
et al., 2012). Conceptual models that account for the temporal dynamics of
the wish to live and the wish to die are therefore needed.

The fluid vulnerability theory of suicide

The fluid vulnerability theory of suicide was first articulated by Rudd
(2006) as a conceptual model for understanding the temporal processes by
which suicide risk changes over time and, more importantly, for under-
standing the emergence of suicidal behaviors. In contrast to other
contemporary theories of suicide, which have largely focused on identi-
fying and studying the content of suicide risk states (i.e., what underlies the
transition of suicidal thoughts to behaviors), the fluid vulnerability theory
emphasizes the time course of suicide risk states (i.e., how and when does
the transition from suicidal thoughts to behaviors occur). For example, the
interpersonal-psychological theory (Joiner, 2007) posits that the combi-
nation of perceived burdensomeness and thwarted belongingness lead to
active suicidal ideation. When these two variables co-occur with elevated
capability for suicide, suicidal behavior can emerge. Various combinations
of similar variables have been hypothesized by other suicide theories like
the integrated motivational-volitional model (O’Connor & Kirtley, 2018)
and the three-step theory (Klonsky & May, 2015). Although research has
provided some support for these hypothesized combinations of variables,
recent meta-analyses and reviews indicate the overall effects have been
mixed and/or only modest in degree (Chu et al., 2017; O’Connor &
Kirtley, 2018), suggesting only limited incremental utility beyond earlier
theories of suicide. One potential reason for this finding is the limited
attention paid to the temporal dynamics of suicide risk (Bryan & Rudd,
2016).

The wish to live as a component of the suicidal mode
A central tenet of the fluid vulnerability theory of suicide is that suicide
risk is inherently dynamic, changing over time as a result of complex
interactions among variables within individuals as well as between in-
dividuals and their environments. These interactions can be structurally
organized using the suicidal mode (see Fig. 4.3). The suicidal mode is a
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Fig. 4.3 The suicidal mode.
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conceptual model that has guided the development of several empirically-
supported treatments and interventions that reduce suicidal behaviors:
cognitive behavioral therapy for suicide prevention (Brown, Ten Have,
et al., 2005; Rudd et al., 2015), crisis response planning and safety plan-
ning (Bryan, Mintz, Clemans, Leeson, et al., 2017; Miller et al., 2017;
Stanley et al., 2018); and the attempted suicide short intervention program
(Gysin-Maillart, Schwab, Soravia, Megert, & Michel, 2016). The suicidal
mode is also very similar to the biosocial theory that has been used to
guide the development and refinement of dialectical behavior therapy,
another effective treatment approach for suicide prevention (e.g., Linehan,
Armstrong, Suarez, Allmon, & Heard, 1991; Linehan et al., 2006, 2015).

The suicidal mode organizes risk and protective factors into several
domains: cognition, emotion, behavior, and physiology. These four
domains are mutually influential, such that they are constantly pushing and
pulling on one another. Activation and maintenance of these domains
depends in part upon the nature of the individual’s predisposing vulner-
abilities within the context of his or her environment. Critically, an
individual’s predispositions are likely to be activated only in certain situ-
ations or environments, although individual differences in predisposing
vulnerabilities dictate the breadth of situations and environments than may
activate the suicidal mode. For example, some individuals may be
vulnerable to suicidal thoughts and behaviors only within the context of
intimate interpersonal relationships whereas other individuals may be
vulnerable to suicidal thoughts and behaviors across many different con-
texts (e.g., financial strain, work-related conflict, trauma-related mem-
ories). Individuals who are easily activated across multiple contexts and
situations are more likely to engage in repeat suicidal behaviors.

Within the suicidal mode, the wish to live can be conceptualized as a
cognitive-affective state that entails life-sustaining beliefs and thought
processes such as optimism (Good things will happen to me), hope (Things will
get better), and purpose (My life has meaning), as well as positive emotional
states like joy, happiness, and contentment. According to the suicidal
mode, these cognitions and emotions should influence each other as well
as an individual’s behavior and physiological state. Indeed, research sug-
gests that the experience of positive cognitive-affective states like
perspective taking, planning ahead, and the ability to identify and flexibly
employ coping strategies in response to adversity and stressful life
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experiences, are associated with a range of effects that should offset ele-
vations in suicide risk (Fredrickson & Joiner, 2002; Fredrickson, Tugade,
Waugh, & Larkin, 2003; Moskowitz, Folkman, & Acree, 2003; Reich,
Blackwell, Simmons, & Beck, 2015; Stein, Folkman, Trabasso, &
Richards, 1997; Tugade, Fredrickson, & Barrett, 2004). Kashdan,
Uswatte, and Julian (2006) have further suggested that positive cognitive-
emotional states may increase social engagement, another well-established
protective factor for suicide. Physiologically, positive cognitive-affective
states have also been associated with increased parasympathetic activa-
tion (Redwine et al., 2016), suggesting they may counteract the stress
response. The wish to live is therefore one of many network components
that comprise the suicidal mode and interact with multiple other risk and
protective factors.

Fluctuations in the wish to live and the wish to die
Because suicide risk is inherently dynamic, an implication of the fluid
vulnerability theory is that acute periods of risk elevation are followed by
periods of resolution. These periods of risk elevation correspond to suicidal
“crises” or suicidal “episodes,” and can be understood as an activation of
multiple domains of the suicidal mode, including the wish to die. Elevations
in the wish to die would be expected to accompany elevations in other
variables that cut across the various domains of the suicidal mode, such as
hopelessness and/or perceived burdensomeness (cognition), depression
and/or guilt (emotion), insomnia and agitation (physiological), and mal-
adaptive coping strategies (behavior). Elevations in the wish to die may not
always coincide with reductions in the wish to live, however, owing to the
bidimensional nature of suicidal ambivalence.

According to Rudd (2006), periods of acute risk escalation are time-
limited, typically lasting only a few minutes to hours in duration. Accu-
mulating evidence using ecological momentary assessment (EMA) methods
supports this assumption: fluctuations in suicidal ideation often occur
rapidly, within the span of just three to 4 h (see Kleiman & Nock, 2018, for
review). This up-and-down pattern reflects a process of homeostatic
regulation. Homeostatic regulation implies the existence of a point of
equilibrium, or a “set point,” toward which the system is attracted. When a
particular component of the system is higher than this set point at a given
moment in time, that component will tend to decline during subsequent
moments in time. Conversely, when a component of the system is lower
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than this set point at a given moment in time, that component will tend to
increase during subsequent moments in time. As applied to suicidal
ambivalence, individuals have a natural “set point” for the wish to live and
the wish to die. In response to life stressors and change in the various
components of the suicidal mode, the wish to live and the wish to die
fluctuate around these set points, returning each time to its set point as a
result of homeostatic regulation. Homeostatic regulation in both the wish
to live and the wish to die have been empirically demonstrated (Bryan
et al., 2016) and coincide with another central tenet of the fluid vulnera-
bility theory: suicide risk returns to each individual’s set point.

Homeostatic regulation of the wish to live and the wish
to die

Consistent with the bidimensional structure of suicidal ambivalence
described previously, fluctuations in the wish to live and the wish to die can
occur independent of each other, such that an increase in one does not
necessarily correspond with a decrease in the other (and vice versa). This
does not rule out the possibility that, in some cases, fluctuations in the wish
to live and the wish to die do correspond with each. The results of Bryan
et al. (2016) support this possibility: the wish to live and the wish to die
sometimes fluctuate in an uncoordinated manner but other times their
fluctuations occur in a coordinated manner. Bryan and colleagues further
found that the former situation (uncoordinated change) was associated with
the occurrence of suicide attempts during or after treatment whereas the
latter situation (coordinated change) was associated with the absence of
suicide attempts. More specifically, the wish to die stabilized or regulated
the wish to live, meaning that an elevated wish to die facilitated or sup-
ported the homeostatic balance of the wish to live. Among those patients
who received brief cognitive behavioral therapy for suicide prevention
(BCBT), a treatment shown to reduce suicide attempts by 60% among
high-risk patients (Rudd et al., 2015), the wish to live also destabilized or
dysregulated the wish to die, meaning that the wish to live disrupted the
homeostatic balance of the wish to die. This latter finding is notable because
it suggests that the wish to live enabled a process by which a new equi-
librium could be established. Coordinated change processes in the wish to
live and the wish to die therefore differentiated patients who attempted
suicide as well as treatment group. To understand the practical implications
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of these findings, it is helpful to first discuss two aspects of homeostatic
regulation: self-regulation and co-regulation.

The observed fluctuations in the wish to live and the wish to die
implicate the existence of underlying self-regulatory processes. Self-
regulation refers to the tendency of a system or a variable to return to its
point of equilibrium. For most individuals, the set point for the wish to live
is high and the set point for the wish to die is low, resulting in a set point
that coincide with the upper left box of Fig. 4.2. For at-risk individuals,
however, the set point for the wish to live is lower and the set point for the
wish to die is higher, resulting in a set point that is below and to the right of
the set point associated with nonsuicidal states. Nonsuicidal individuals
therefore may experience a decline in the wish to live and/or an increase in
the wish to die, but their self-regulatory processes would be expected to
return them to top left box. Note that because the set point for these in-
dividuals is located in the top left region of the figure, deviations away from
this set point are restricted to certain directions: down and to the right. By
contrast, at-risk individuals whose set point lies in the center box could
experience deviations from their set point in all directions, and would be
expected to return to this box as a function of their self-regulatory pro-
cesses. The differences in set points for nonsuicidal and at-risk individuals
contributes to differences in the experience of these fluctuations; specif-
ically, the restricted variability in the wish to live and the wish to die among
nonsuicidal individuals is unlikely to be described as ambivalence, but the
heightened variability among at-risk individuals is much more likely to be
described as ambivalence or, in some cases, as an internal debate.

The magnitude of variability in the wish to live and the wish to die
serves as an indicator of self-regulatory capacity. A considerable body of
psychological research indicates, for example, that more extreme vari-
ability in a construct over time reflects compromised self-regulation
whereas attenuated variability reflects greater self-regulation (Bänziger,
Patel, & Scherer, 2014; Bryan & Rudd, 2017; Butner, Gagnon, Geuss,
Lessard, & Story, 2015; Chow, Ram, Boker, Fujita, & Clore, 2005). These
patterns are depicted in Fig. 4.4. As applied to suicidal ambivalence, larger
(i.e., more extreme) fluctuations in the wish to live and the wish to die
would therefore suggest less self-regulation whereas smaller (i.e., less
extreme) fluctuations would suggest greater self-regulation. Several studies
lend some support to this perspective. In both clinical and nonclinical
settings, variability in suicidal ideation is more extreme among individuals
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who have made multiple suicide attempts as compared to individuals who
have never attempted suicide or made only one suicide attempt (Bryan &
Rudd, 2017; Witte, Fitzpatrick, Joiner, & Schmidt, 2005). Considerable
research indicates that individuals with a history of multiple suicide at-
tempts experience deficits in self-regulation. Among patients who have
made a first suicide attempt, impaired self-regulation also serves to predict
the later occurrence of a second suicide attempt (Bryan, Johnson, Rudd, &
Joiner, 2008).

According to the fluid vulnerability theory, these deficits in self-
regulation serve as a key vulnerability to repeat suicidal behavior (Rudd,
2006). By extension, the promotion of self-regulatory processes can
prevent the emergence (and recurrence) of suicidal behaviors. Consistent
with this hypothesis, empirically-supported treatments for the reduction of
suicidal behaviors emphasize interventions that build and/or facilitate self-
regulatory processes. For example, dialectical behavior therapy (Linehan,
1993) and BCBT (Bryan & Rudd, 2018) include skills training in self-
monitoring, relaxation, mindfulness, and cognitive restructuring. These
strategies are designed to help patients quickly detect when they are
experiencing a deviation from their set point and how to effectively
respond so they can more quickly return to this set point. Recent data
further indicate that recall of these strategies by suicidal patients is asso-
ciated with reductions in the magnitude of fluctuations in suicidal ideation
post-intervention (Bryan et al., 2018), implicating enhanced self-
regulation.

Fig. 4.4 The association of variability in a psychological construct and homeostatic
regulation. Over time, more highly regulated systems show small smaller deviations
from the mean whereas less regulated systems show larger deviations from the mean.
As applied to suicide risk, lower risk individuals would be expected to experience
smaller fluctuations in the wish to live and the wish to die because they have increased
self-regulatory capacity, whereas higher risk individuals would be expected to expe-
rience larger fluctuations due to diminished self-regulatory capacity.
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As noted previously, patients who do not attempt suicide show coor-
dinated change patterns between the wish to live and the wish to die, such
that the latter serves to co-regulate the former. Co-regulation refers to the
tendency of one variable or component of a system to support or aid the
regulation of another variable or component of the system. In other words,
when the wish to die is elevated, the wish to live returns to its homeostatic
set point much faster than when the wish to die is at or below its set point.
To understand this pattern conceptually, consider an individual whose set
point is in the center box of Fig. 4.2 (moderate wish to live and moderate
wish to die). If this individual experiences an increase in his or her wish to
die (i.e., moving to the right), they are also likely to experience a decline in
the wish to live (i.e., moving down). This is because the wish to live and the
wish to die, though separate constructs, can be nonetheless inversely related
to each other, such that high levels of one tend to be correlated with low
levels of the other. Because of homeostatic regulatory processes, we would
expect that this individual would naturally return to the center box. The
co-regulatory effect of the wish to die on the wish to live suggests, how-
ever, that the wish to live will return to its set point (i.e., moving upward)
much faster than usual. This, in turn, would be accompanied by a faster
than expected drop in the wish to live attributable to the inverse correlation
of the wish to live and the wish to die. In other words, the faster than
expected “correction” in the wish to live contributes to a faster than
expected “correction” in the wish to die.

A different process would occur in reverse direction: an initial decline in
the wish to die would be correlated with an increase in the wish to live.
Because of co-regulatory effects, the wish to live’s return to equilibrium
would be slower than expected, meaning that the wish to die’s return to
equilibrium would also be slowed. Coordinated change processes between
the wish to live and the wish to die therefore mean that suicidal individuals
spend relatively briefer periods of time in higher risk states characterized by
elevated wish to die and/or diminished wish to live, but spend relatively
longer periods of time in lower risk states characterized by diminished wish
to die and/or elevated wish to live. In addition to this specific change
pattern, Bryan and colleagues found that patients who received BCBT also
showed a second coordinated change process involving a co-dysregulating
effect of the wish to live on the wish to die, whereby elevated wish to live
counteracted or opposed the ability of the wish to die to return to its
homeostatic set point. Returning to the hypothetical individual described
in the previous paragraphs, all of the change processes outlined above
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would be the same, but with one additional dynamic: an elevated wish to
live effectively neutralizes the homeostatic properties of the wish to die. A
diminished wish to die therefore tends to remain diminished, which helps
to maintain an elevated wish to live. In essence, patients in BCBT were
pulled toward the upper left corner of Fig. 4.2.

Implications for suicide prevention

The findings of Bryan and colleagues highlight several important points
about the temporal nature of the wish to live and the wish to die. First, the
wish to live and the wish to die are inversely correlated with each other, but
they are nonetheless separate constructs. Second, change patterns in the
wish to live and the wish to die can sometimes occur in a highly coordi-
nated manner and can sometimes occur in an uncoordinated manner.
Third, change patterns significantly differ between individuals who engage
in suicidal behaviors and those who do not, such that the latter demonstrate
a greater degree of coordination. In particular, this coordinated change
process is characterized by a co-regulatory effect of the wish to live on the
wish to die. Fourth, change patterns significantly differ across patients
receiving different types of treatment, such that those receive BCBT, a
treatment that significantly reduces suicidal behavior, demonstrate a greater
degree of coordination. In particular, this coordinated change process is
characterized by a co-dysregulatory effect of the wish to live on the wish to
die. Fifth, BCBT is associated with an overall strengthening of the wish to
live combined with decreasing wish to die, although the former change
process is much more pronounced.

Taken together, these conclusions suggest that treatments designed to
reduce suicidal behaviors, and possibly suicide prevention strategies more
broadly, may be more effective if they are able to foster coordinated change
between the wish to live and the wish to die. One possible way to
accomplish this is to teach patients how to recall and use strategies that
foster or strengthen cognitive, affective, behavioral, and/or physiological
states associated with the wish to live. The results of a recent clinical trial
testing the efficacy of the crisis response plan (CRP), a brief (i.e.,
30e60 min) suicide risk management strategy, for acutely suicidal patients
(Bryan et al., 2018) supports this possibility. In that trial, two different
versions of the CRP were compared to treatment as usual: a standard
version of the CRP and an enhanced version. Both versions were identical
to each other with respect to identifying personal indicators of an emerging
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crisis, self-regulatory strategies, sources of social support, and professional
and crisis support services, but in the enhanced CRP, patients were also
asked to identify their reasons for living. The addition of this component
focused on reasons for living contributed to significantly larger improve-
ments in hope and calmness (Bryan, Mintz, Clemans, Leeson, et al., 2017),
two cognitive-affective states associated with the wish to live. Although the
enhanced and standard CRP did not differ from each other with respect to
overall effects on suicide attempts and suicidal ideation during follow-up
(Bryan, Mintz, Clemans, Burch, et al., 2017), more frequent use of the
enhanced CRP (but not the standard CRP) was correlated with less severe
fluctuations in suicidal ideation (Bryan et al., 2018). The use of a procedure
that explicitly focused on activating a patient’s wish to live within the
context of an elevated wish to die therefore strengthened psychological
states associated with the wish to live and was correlated with greater
regulation of suicidal thoughts.

BCBT uses a range of procedures similarly designed to elicit a patient’s
wish to live in the midst of suicidal episodes characterized by an extreme
wish to die, although these hypothesized effects on the wish to live have
not yet been explicitly tested. For example, a procedure contained within
BCBT is the survival kit, which entails the creation of a container (usually a
shoe box or envelope) that can be filled with physical reminders of positive
experiences in life. Patients often fill the container with pictures of loved
ones, trinkets or souvenirs from vacations or trips, inspirational quotes or
passages, and other mementos. Patients are then instructed to review these
items and recall the stories or meaning associated with them, especially
during periods of acute crisis. BCBT also teaches patients to effectively use
cognitive reappraisal skills in order to respond to stressful situations with more
balanced and/or positive interpretations, thereby offsetting negative
cognitive-affective states and reducing the tendency to employ maladaptive
coping strategies. In many cases, the reappraisal process entails the recall of
positive memories or other forms of evidence that contradict the hope-
lessness, entrapment, and despair that is associated with the wish to die.
BCBT also employs mindfulness skills training, a procedure shown to boost
positive emotions (Jain et al., 2007) and reduce cognitive reactivity (Lynch,
Chapman, Rosenthal, Kuo, & Linehan, 2006). Finally, BCBT uses activity
planning to increase the patient’s engagement in meaningful activities, often
within a social context, that elicit positive cognitive-affective states, thereby
reinforcing the wish to live a meaningful life.
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Summary and future directions

Further research is needed to more clearly understand how these specific
proceduresdand potentially other proceduresdstrengthen the wish to live
and other related cognitive-affective states. In the meantime, accumulating
data suggest that relatively simple and straightforward treatments and
intervention strategies can change the ebb and flow of the wish to live and
the wish to die among at-risk patients, and in some cases, lead to reductions
in suicidal behavior. In particular, treatments that include an explicit focus
on recalling reasons for living and experiencing positive cognitive-affective
states, even in the midst of psychological distress and despair, appear to be
especially beneficial for shifting a patient’s homeostatic equilibrium toward
life and away from death. In summary, continued examination of the ebb
and flow of the wish to live and the wish to live holds considerable promise
for advancing and refining suicide prevention.
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A striking aspect of suicide is that the rates of successful attempts are
dramatically smaller than those of suicidal thoughts (Klonsky, May, & Saffer,
2016). Contemplating, mulling over, and considering plans to end one’s life
mostly do not result in a fatal outcome. That people can have repetitive and
intrusive thoughts about killing themselves, even with an intense wish to
die, but without acting on it, points to the existence of potentially
restraining factors. As outlined by Bryan (this volume), one such factor is
the wish to live. As he and others have noted, a wish to live is not the bipolar
opposite of a wish to die (Bryan, Rudd, Peterson, Young-McCaughan,
& Wertenberger, 2016; Kovacs & Beck, 1977). The wish to live and wish to
die are partially independent constructs, such that circumstances can arise so a
moderate or even intense wish to live can co-occur with an elevated wish to
die. The co-occurrence of these two wishes pits competing motivations
against one another, leading to a state of ambivalence.

An ambivalent motivational space is uncomfortable and impels a reso-
lution with one competing desire winning out. For example, an approach-
avoidance conflict is an ambivalent state which is ultimately resolved by an
action in one direction or the other (Corr, 2013). Thus, the ambivalent
motivational state when both the wish to live and wish to die are elevated is
not a permanent mode of being. Rather, it is inherently unstable and
dynamic. As such, the concept of ambivalence is eminently compatible with
fluid vulnerability theory (Rudd, 2006). This theory draws attention to the
dynamic nature of suicidal risk; observing that the probability of transition
from suicidal ideation to action is not solely a function of a trait-like property
of the individual or the environment, but varies as a function of variable
factors. Fluid vulnerability theory is not necessarily incompatible with the
existence of enduring diatheses, but it highlights the importance of
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understanding risk and resilience factors that raise and lower the probability
of suicidal action.

Understanding the dynamic balance between the wish to live and wish
to die has promise as a unique predictor of suicide risk status (Brown, Steer,
Henriques, & Beck, 2005). The present chapter will summarize an inves-
tigation of this interplay in samples at different levels of suicide risk tested
across time. The time period in these samples will first be months, but then,
the temporal focus will shift to the level of days. The first aim is to examine
response profiles reflecting differences in the dynamic balance of the wish to
live and the wish to die, and to determine whether the identified profiles
differ on their level of suicidal risk and resilience. The second aim is to
examine how the dynamic balance of the wish to live and the wish to die
may shift over time. The first sample used cross-sectional data from a large
non-clinical sample of university students (Goods et al., 2019). This pro-
vides a baseline against which shifts in the dynamic balance of the wish to
live and the wish to die in high-risk clinical samples can be compared. The
second sample included patients recruited from an emergency care
department with elevated suicide risk at the time of admission (Goods et al.,
2019; Harrison, Stritzke, Fay, & Hudaib, 2018). These patients had been
admitted because of a suicide attempt, or had reported suicidal ideation at
intake. The relative strength of the wish to live and wish to die were
assessed at intake and then re-assessed three and six months following
discharge. We then present analyses of response profiles in a sample of
psychiatric inpatients. Specifically, the patients’ wish to live and wish to die
was monitored over a period of three days following the first day on which
a patient had reported suicidal ideation.

The dynamic balance of the wish to live and the wish to
die in a non-clinical sample

Using latent profile analyses, Goods et al. (2019) found that the most
common latent profile (80%) of the relative strength of university students’
wish to live and wish to die reflected a strong orientation toward life and a
weak orientation toward death. This was unsurprising as one would
expect that a relatively healthy sample of young people would be char-
acterized by a wish to live. However, in the remaining one-fifth of the
sample, a moderately strong wish to live was matched by a comparable
wish to die. These “ambivalent” participants reported both more suicidal
risk and less psychological wellbeing than their predominant “wish to
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live” counterparts. That is, ambivalent participants had elevated levels of
perceived burdensomeness (i.e., feeling they are a burden on others),
thwarted belongingness (i.e., feeling they do not belong), and acquired
capability for suicide (George, Page, Hooke, & Stritzke, 2016). The
Interpersonal Theory of Suicide posits that the simultaneous endorsement
of these three constructs signals an elevated risk of suicide (Joiner, 2005).
Compared to the wish to live participants, ambivalent participants also
exhibited reduced psychological wellbeing as indicated by lower scores on
a scale of flourishing (cf., Huppert & So, 2013).

In sum, when the wish to live is assessed alongside the wish to die in a
non-clinical sample, the dynamic balance between the two is character-
ized by a predominant wish to live in four of five participants. But equally
important, and equally non-surprising given increasing evidence that
university students are at particularly high risk for suicidal thoughts and
behaviors (e.g., Lageborn, Ljung, Vaez, & Dahlin, 2017), one in five of the
participants had a balanced latent profile indicating moderately strong
suicidal ambivalence. There was no latent profile reflecting a predominant
wish to die, or a disengaged profile, where participant report very low or
zero levels in both the wish to live and the wish to die. The absence of this
latter profile is interesting, because it suggests that generally people in a
non-clinical population are not neutral or disengaged about life or death.
Rather, to the extent that the balance between the two is dynamic, this
variability occurs with at least some level of intensity one way or the other
or as tension between the two motivational forces.

The dynamic balance of the wish to live and the wish to
die in emergency care patients

In contrast to the non-clinical population, the most common (80%) latent
response profile among emergency care patients who were at high acute
risk of suicide at hospital admission reflected a strong orientation toward
death and weak orientation toward life (Goods et al., 2019). The remainder
had either a moderate ambivalent profile (13%) or a weak wish to live
profile (7%). It is noteworthy that, like in the non-clinical sample, no
disengaged profile emerged where both the wish to live and the wish to die
were very low. The same patients were re-assessed three and six months
after discharge. After three months, their wish to live and wish to die
response profiles showed both a growing wish to live and a weakening wish
to die. Importantly, at the six-month follow-up, the percentage of patients
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(80%) endorsing a strong wish to live and a weak wish to die was com-
parable to the percentage of individuals with the same predominant wish to
live profile in the non-clinical sample. Thus, after a six-month recovery
period, most people in the previously suicidal group had a similar level and
relative balance of the wish to live and the wish to die as a non-suicidal
group. However, a minority of people continued to report a strong
desire to die, or a moderate desire to die with a co-occurring moderate
desire to live. It is important to consider the level of potential suicidal
resilience among these different groups.

By six months, patients with a strong wish to live and weak wish to die
reported the highest levels of zest for life (cf., Harrison, et al., 2018; Linehan
Goodstein, Nielsen, & Chiles, 1983). In contrast, those who still had a
strong predominant wish to die reported the lowest levels of zest for life,
with the ambivalent patients reporting intermediate levels of zest for life.
Thus, a gradual shift in the dynamic balance of the wish to live and the wish
to die in favor of a strengthening and consolidation of a predominant wish
to live is reflected in a broader strengthening of zest for and hence
re-engagement with life.

So far, we summarized recent findings of differences in the dynamic
balance of the wish to live and the wish to die across a non-clinical and an
acute emergency care sample, as well as changes in this relative balance over
a six-month period in the clinical sample. Next, we examine the relative
strength of the wish to live and the wish to die among a psychiatric
inpatient sample, but do so over a three day period. An inpatient sample
provides the opportunity to have daily contact with a patient and thus
allows the dynamic nature of the wish to live and the wish to die to be
examined with a different degree of temporal resolution capturing short-
term fluidity and stability.

Daily monitoring of the wish to live and the wish to die
in an inpatient setting

A psychiatric inpatient sample is arguably different from both an emer-
gency care and non-clinical sample because inpatients are deliberately
removed from daily life stressors, where the inpatient stay, in Australia, can
be a few weeks in duration (Australian Institute of Health and Welfare,
2018). In contrast, patients considered at-risk of suicide in an emergency
department are only provided a temporary reprieve while the decision is
made regarding the best course of action. In Australia, 72% of patients
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spent 4 h or less in the emergency department (Australian Institute of
Health and Welfare, 2017), with the average stay of mental health or
suicidal patients between five and 6 h (Fry & Brunero, 2004). Thus, while
patients presenting to an emergency department are often discharged
within the same day, psychiatric inpatients can be provided ongoing
intervention in an environment temporarily removed from external life
stressors. This ‘time out’ does not only provide a reprieve from the daily
grind of ongoing hassles and distress, but also from the pressure of making
immediate decisions or the need to urgently resolve the current crisis. As
such, response profiles of the dynamic balance of the wish to live and the
wish to die in an inpatient sample may also include some that reflect this
disengaged state of mind. Accordingly, unlike in non-clinical samples and
those in acute, ambulatory clinical care, one would expect some pro-
portion of inpatients to endorse both a weak desire to live and weak desire
to die (i.e., temporarily disengaged from thinking about life or death).

One benefit of using an inpatient sample is the opportunity of having
daily contact with patients. As mentioned earlier, fluid vulnerability theory
(FVT) posits that suicide risk is inherently dynamic and waxes and wanes
over time (Rudd, 2006). Therefore, suicide risk and protective factors
should be monitored regularly (Bryan & Rudd, 2016). As such, we sought
to monitor the wish to live and the wish to die across a daily interval for
three days to examine the potential stability and variability of the inpatients’
relative balance in both desires. This three-day monitoring period was
triggered on the first day a patient reported suicidal ideation during their
inpatient stay.

While it is not yet clear what the optimal temporal resolution for
monitoring may be, daily monitoring of inpatients’ suicide ideations for a
week yielded five overarching ideation profiles representing either stability
or different trajectories of change in ideation scores, and the greatest
fluctuations occurred immediately after elevated suicidal ideation (Restifo,
Kashyap, Hooke, & Page, 2015). Further, endorsing strong ideations for
two-consecutive days resulted in an increased risk of self-harming
behavior (Restifo et al., 2015), relative to a profile in which the suicidal
ideation dropped over this two day period. Thus, while the sensitivity of
change of inpatients’ wish to live and wish to die is currently unknown, it
appears reasonable that daily monitoring for a brief period of time may be
sufficient in identifying both the stability and the variability of inpatients’
self-reported wish to live and wish to die.
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We first allocated patients to one of four possible response profiles
reflecting a two-dimensional matrix based on the relative strength of their
wish to live and wish to die (cf., Kovacs & Beck; 1977). By assuming a
multidimensional relationship between the wish to live and wish to die we
could examine the potentially independent changes of both desires over
time.

The first aim was to investigate the patients demonstrating stability, by
examining those who remained in the same response profile for three
consecutive days. Patients with stable profiles were compared on their level
of psychological distress, suicidal ideation, and psychological wellbeing. Since
inpatients’ levels of distress and wellbeing are reliable indicators of
functioning (Newnham, Hooke, & Page, 2010; Page, Cunningham, &
Hooke, 2016) and predictors of self-harming behavior (Restifo et al., 2015),
we examined the clinical relevance of particular profiles in this motivational
space. First, we examined the relationship between the variables of interest
and the two imbalanced profiles (i.e., strong wish to live and weak wish to
die group, or strong wish to die and weak wish to live group) to see how the
two profiles compared on indicators of risk and wellbeing. It would be
expected that those with a strong, predominant wish to live would exhibit
less risk and greater wellbeing than those with a strong, predominant wish to
die. Next, we examined the relationship between the variables of interest and
the two balanced profiles (i.e., Ambivalent and Disengaged) to identify how
patients with an equal magnitude of both desires (but of varying intensity)
compare, and also to examine how the imbalanced and balanced profiles
compared. Little is known about the distinctions between ambivalent and
disengaged patients. It may be that disengaged patients represent less risk due
to having a ‘time out’ which permits them a moment’s pause from the inner
turmoil that ambivalent patients experience, or, it may be that disengaged
patients represent heightened risk by virtue of ‘dropping out of life’, while
ambivalent patients may be more strongly attached to life.

The second aim was to investigate the patients demonstrating variability
in the wish to live and wish to die, that is, patients who shifted between
response profiles over the three days. Evidence suggests that the wish to
live and the wish to die are sensitive to change over long periods of time
(Bryan et al., 2016; Goods et al., 2019), however it remains uncertain as to
whether patients’ wish to live and wish to die fluctuate in a meaningful
way over briefer periods. If patients do shift between profiles, we aimed to
assess whether trajectories of change indicate improvement by patients
shifting directly toward a predominant wish to live (in a similar manner to
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the emergency department patients we had studied over a six month
period), or whether patients transition through one of the two balanced
profiles (i.e., ambivalent and disengaged) as an intermediate step before
they transition toward a greater desire for life. Alternatively, intermediate
balanced profiles may indicate a continued fluid recovery status with an
equal or greater probability of dropping back to a predominant wish to die
profile.

Method
Participants
Patients were recruited from a private psychiatric hospital. The present
sample was selected from the total number of inpatients admitted between
15 January 2017 and 15 July 2017 (N ¼ 1043). To be selected, patients
were required to have three day minimum admissions and they had to
answer questions pertaining to their current wish to live and wish to die.
The final sample consisted of 602 patients with an average age of 36.81
(SD ¼ 15.66), and most identifying as female (69.9%). The mean length of
stay was 18.38 days (SD ¼ 13.13). Over half of the sample were single
(56.8%), followed by married/de facto (30.9%), divorced/separated
(11.0%), and widowed (1.3%). The most common principal diagnosis was
an affective disorder (47.3%), followed by an anxiety or stress disorder
(18.6%), personality disorder (8.3%), a substance use disorder (6.8%), and
the remainder had other disorders.

Procedure and measures
Ethics approval was obtained from the Human Research Ethics Board. All
patients admitted to the psychiatric inpatient hospital were invited to
answer a question assessing their suicidal ideation over the past 24 h; “I
have thoughts about killing myself”, assessed on a 6-point scale from 0 (At no
time) to 5 (All of the time). If a patient endorsed any score equal to or greater
than one (i.e., experiencing at least some suicidal ideation) they were
prompted to indicate their current wish to live and wish to die (e.g., “my
wish to live has been” and “my wish to die has been”). Both items were assessed
on a 4-point scale from 0 (None) to 3 (Strong). Patients were requested to
complete these two items for the duration in which they endorsed suicidal
ideations, and for the two days following their discontinued endorsement.
Patients answered these questions as part of a daily assessment monitoring
patient progress via electronic tablet devices available in their room.
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DI-5 Daily Index (Dyer, Hooke, & Page, 2014). This five-item scale
measures affective psychological distress in the preceding 24 h. The items
include feelings of depression, anxiety, worthlessness, not coping, and
thoughts about killing one’s self. The DI-5 has excellent internal consis-
tency (Day 1 - a ¼ 0.86; Day 7 e a ¼ 0.89), test-retest reliability, validity,
and demonstrated sensitivity to change within an inpatient sample (Dyer
et al., 2014). We removed the ideation item from the general distress scale
to avoid confounding of the two constructs. This yielded a four-item
general distress index and a single suicide-specific ideation rating. All
items were rated on a 6-point scale from 0 (At no time) to 5 (All of the time),
with higher scores indicating higher frequencies. The four-item distress
index had good internal consistency at Time 1, Time 2, and Time 3
(a ¼ 0.77, a ¼ 0.83, a ¼ 0.85), which was comparable to the internal
consistency achieved by the full DI-5 index (a ¼ 0.79, a ¼ 0.85, a ¼ 0.87)
and the published reliability (Dyer et al., 2014).

WHO-5 Wellbeing Index (Bech, Gudex, & Johansen, 1996;
Newnham et al., 2010). This five-item scale measures positive wellbeing
over the past 24 h, including feelings of cheerfulness, calmness, freshness,
feeling active, and belief that life is filled with interesting things. Rated on a
6-point scale from 0 (At no time) to 5 (All of the time), higher scores indicate
greater wellbeing, with a score of 11 or higher indicating positive wellbeing
in an inpatient sample (Newnham et al., 2010). This scale has good internal
consistency (a ¼ 0.89), validity, and demonstrated sensitivity to change
within an inpatient setting (Newnham et al., 2010).

Results
Little’s Missing Completely at Random analysis (Little, 1988) showed that
cases were missing completely at random for the Wish to Die items [c2

(8) ¼ 8.13; p ¼ 0.42], the Wish to Live items [c2 (8) ¼ 3.15; p ¼ 0.92], and
the suicidal ideation item [c2 (5) ¼ 7.32, p ¼ .20]. It also showed items were
missing completely at random for the DI-4 scale [c2 (5) ¼ 5.23, p ¼ 0.38]
and the WHO-5 scale [c2 (7) ¼ 6.75; p ¼ 0.45]. Expectation maximization
was used to impute missing data.

We distributed patients into four profiles based on the relative strength
of their wish to live and wish to die (cf., Kovacs & Beck, 1977). Scores of
two and three were defined as ‘strong’, and scores of zero and one were
defined as ‘weak’. Since wish to live and wish to die are the dimensions, we
will use the term Strong Wish to Live to refer to people with the high scores
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on the wish to live item and low scores on the wish to die item. Likewise,
Strong Wish to Die will describe people with high scores on the wish to die
item and low scores on the wish to live item. The two remaining profiles
are Ambivalent (with high ratings on both the wish to live and wish to die
items) and Disengaged (with low ratings on both items).

On the first day that inpatients endorsed suicidal ideation (i.e., Time 1)
313 patients were classified in the Strong Wish to Die profile, 138 patients
in the Strong Wish to Live profile, 85 patients in the Disengaged profile,
and 66 patients in the Ambivalent profile.

Comparing patients who remain stable in one of the four
response profiles on variables of distress, suicidal
ideation, and wellbeing

Nearly 62% of the sample (N ¼ 391) remained stable in their profile for
three consecutive days. The largest group had a Strong Wish to Die profile
(N ¼ 197), followed by patients with a Strong Wish to Live profile
(N ¼ 111), and two smaller groups of patients with a Disengaged profile
(N ¼ 39) or an Ambivalent profile (N ¼ 24). These groups were compared
on indicators of suicidal risk and wellbeing.

Psychological Distress.Mean distress scores for each of the four stable
profile groups are shown in Fig. 5.1. A 4 (profile groups) � 3 (time) mixed
model ANOVA showed there was a significant main effect of group, F (3,
367) ¼ 104.94, p < .001, h2partial ¼ 0.46. The Stable Wish to Die group
reported the most distress, while the Stable Wish to Live group reported the
least distress, with the Stable Ambivalent group and the Stable Disengaged
group reporting intermediate distress levels. The two extreme groups were
significantly different in distress from the two intermediate groups and from
each other, whereas the two intermediate groups did not significantly differ
in distress on any of the three days (p ¼ .805, p ¼ .678, p ¼ .269, respec-
tively). There was also a significant main effect for time, F (1 0.91,
699.91) ¼ 25.25, p < .001, h2partial ¼ 0.06, with a general trend of groups
showing some decrease in distress. There was no significant group by time
interaction, F (5.72, 699.91) ¼ 0.56, p ¼ .750, h2partial ¼ 0.01.

Suicidal Ideation. Mean suicidal ideation scores for each of the four
stable profile groups are shown in Fig. 5.2. A 4 (profile groups) � 3 (time)
mixed model ANOVA showed there was a significant main effect of group,
F (3, 367) ¼ 223.76, p < .001, h2partial ¼ 0.65, such that the Stable Wish to
Die group reported the highest level of suicidal ideation and the Stable
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Fig. 5.1 Mean difference scores representing distress levels for each stable group
across three days. Note. AMB, Stable Ambivalent Group; DIS, Stable Disengaged Group;
WTD, Stable Wish to Die Group; WTL, Stable Wish to Live Group. *p < 0.05. **p < 0.01.
***p < 0.001.

Fig. 5.2 Mean difference scores representing suicidal ideation levels for each stable
group across three days. Note. AMB, Stable Ambivalent Group; DIS, Stable Disengaged
Group; WTD, Stable Wish to Die Group; WTL, Stable Wish to Live Group*p < 0.05.
**p < .01. ***p < .001.
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Wish to Live group reported the lowest level. However, unlike for distress
scores where the Stable Ambivalent and Stable Disengaged groups had
similar intermediate scores, the Stable Ambivalent group had significantly
higher suicidal ideation scores than the Stable Disengaged group at each of
the three time points (see Fig. 5.2). In fact, the suicidal ideation scores of the
Stable Disengaged group were not significantly different from the Stable
Wish to Live group on any of the three days ( p ¼ .927, p ¼ .246, p ¼ .082,
respectively), whereas the suicidal ideation scores for the Stable Ambivalent
group were closer to the Stable Wish to Die group than to the Stable wish
to Live group (see Fig. 5.2). Thus, based on the suicidal ideation scores, the
Stable Ambivalent group was associated with a significantly higher risk than
the Stable Disengaged group which was similarly low to the Stable Wish to
Live group.

There was also a significant group by time interaction, F (5.89,
720.62) ¼ 2.98, p ¼ .007, h2partial ¼ 0.02. To investigate this interaction
further, the effect of time was examined separately for each group. Both the
Stable Wish to Die group [F (2, 392) ¼ 42.79, p < .001, h2partial ¼ 0.18]
and the Stable Wish to Live group [F (2, 220) ¼ 28.10, p < .001,
h2partial ¼ 0.20] significantly decreased in suicidal ideation over the
three days. In contrast, both the Stable Ambivalent group [F (1.58,
36.40) ¼ 2.47, p ¼ .109, h2partial ¼ 0.10] and the Stable Disengaged group
[F (2, 76) ¼ 0.61, p ¼ .548, h2partial ¼ 0.02] showed no change in their
ideation levels.

While this would suggest a good risk prognosis for patients in the Stable
Disengaged group given that their ideation scores are low and not different
from the Stable Wish to Live group, the risk profile for patients in the
Stable Ambivalent group is more uncertain. Although their ideation scores
are lower than those from the Stable Wish to Die group on each of the
three days, they remain at that heightened level, whereas the ideation scores
for the Stable Wish to Die group show a steady decrease over time.

Psychological Wellbeing. Mean psychological wellbeing scores for
each of the four stable profile groups are shown in Fig. 5.3. A 4 (profile
group) x 3 (time) mixed model ANOVA showered there was a significant
main effect of group, F (3, 367) ¼ 41.18, p < 0.001, h2partial ¼ 0.25, such
that the Stable Wish to Live group reported the most psychological
wellbeing and the Stable Wish to Die group reported the least psychological
wellbeing. Although the Stable Ambivalent group had higher wellbeing
scores than the Stable Disengaged group on each of the three days, this
was not significant (p ¼ 0.058, p ¼ 0.503, p ¼ 0.681). However, it is
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noteworthy that the higher wellbeing scores of the Stable Ambivalent group
were similar to the high scores of the Stable Wish to Live group (p ¼ 1.00,
p ¼ 0.167, p ¼ 0.265), and the lower wellbeing scores of the Stable
Disengaged group were generally more similar to the low wellbeing scores of
the Stable Wish to Die group (p ¼ 0.340, p ¼ 0.034, and p ¼ 0.110,
respectively) (see Fig. 5.3). Thus, based on the psychological wellbeing
scores, the ambivalent patients appear to be faring better than the disengaged
patients whose wellbeing is similarly low as in those with a predominant wish
to die.

There was also a significant group by time interaction, F (5.24,
640.65) ¼ 5.25, p < 0.001, h2partial ¼ 0.04. To investigate this interaction
further, the effect of time was once more examined separately for each
group. The Stable Wish to Die group [F (1.75, 343.25) ¼ 15.54,
p < 0.001, h2partial ¼ 0.07], the Stable Wish to Live group [F (1.80,
198.37) ¼ 18.45, p < 0.001, h2partial ¼ 0.14] and the Stable Disengaged
group [F (1.40, 53.29) ¼ 4.76, p ¼ 0.22, h2partial ¼ 0.11] all increased their
wellbeing levels over the three days. Only the Stable Ambivalent group did
not show any significant change, F (1.23, 28.20) ¼ 0.90, p ¼ .37,

Fig. 5.3 Mean difference scores representing wellbeing levels for each stable group
across three days. Note. WTD, Stable Wish to Die Group; AMB, Stable Ambivalent
Group; DIS, Stable Disengaged Group; WTL, Stable Wish to Live Group. *p < .05.
**p < .01.***p < .001. # ¼ 00.058.
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h2partial ¼ 0.04. Thus, while the Stable Ambivalent group had comparable
wellbeing levels to the Stable Wish to Live group, it was the Stable Dis-
engaged group which demonstrated a consistent increase in wellbeing.

In sum, ambivalent and disengaged patients reported similar levels of
intermediate distress, but ambivalent patients were higher in suicidal
ideation, yet also showed a trend for higher wellbeing which did not
change over time. In contrast, there was some steady increase in wellbeing
over the three days within the disengaged patients. This pattern is
consistent with the hypothesis that ambivalent patients’ heightened wish
to live, which balances out a simultaneously heightened wish to die, is
experienced as a positive step and hence moderate level of wellbeing. On
the other hand, this degree of wellbeing, like the level of suicidal ideation
scores, remained precariously poised and unchanging over the three days
in the ambivalent group, whereas wellbeing steadily improved in the
disengaged group. This suggests that an ambivalent profile is perhaps a
more uncertain state, whereas for the disengaged profile change may be
steadier and less volatile.

How do patients shift between the four profiles over the
three-day period?

While many (61.6%) patients remained stable in their profile across the
three days, a substantial number (38.4%) shifted between profiles during this
time. First, we will examine the transition patterns of patients who were in
one of the two imbalanced profiles at Time 1 (i.e., the Strong Wish to Die
profile and the Strong Wish to Live profile).

Fig. 5.4 shows that of the 313 patients in the Strong Wish to Die
profile at Time 1, only 34 (10.9%) transitioned to the Strong Wish to Live
profile by Time 3, indicating there is a low probability of patients with a
predominant wish to die shifting to a profile reflecting a predominant wish
to live in only three days. Of the 77 patients who showed an early shift
away from the Strong Wish to Die profile (i.e., at Time 2), 24 (31.2%)
transitioned to the Strong Wish to Live profile at Time 3. Alternatively, of
the 39 patients who showed a late shift away from the Wish to Die profile
(i.e., at Time 3), 10 (25.6%) transitioned to the Strong Wish to Live
profile. Thus, while the overall likelihood of shifting from a Strong Wish
to Die profile at Time 1 to a Strong Wish to Live profile at Time 3 was
low, the earlier the shift the greater the odds. However, a late shift away
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from the Strong Wish to Die profile was still beneficial to about one in
four patients.

Fig. 5.5 shows that of the 138 patients in the Strong Wish to Live profile
at Time 1, only two (1.4%) ended up in the Strong Wish to Die profile at
Time 3. Thus, substantially fewer patients transitioned from the Strong
Wish to Live profile to the Strong Wish to Die profile than vice versa. Of
the 18 patients who showed an early shift away from the Strong Wish to
Live profile (i.e., at Time 2), more than twice shifted back to the Strong
Wish to Live profile at Time 3 (N ¼ 8; 44.4%) compared to maintaining or
shifting to the Strong Wish to Die profile (N ¼ 4; 22.2%) Alternatively, of
the nine who showed a late shift away from the Strong Wish to Live profile
(i.e., at Time 3), only two (22.2%) ended up in the Strong Wish to Die
profile. Thus, while any shift away reduced the likelihood of a patient
ending up in the Strong Wish to Live profile, there remained a greater
probability of them returning to the Strong Wish to Live profile compared
to shifting to the Strong Wish to Die profile.

Next, we will examine what happens when patients with a greater
orientation toward life or death shift toward one of the two intermediate

Fig. 5.4 Flow chart showing the trajectory of change of patients who endorsed a weak
wish to live and strong wish to die at time one. Note. AMB ¼ Ambivalent;
DIS ¼ Disengaged; WTD ¼ Wish to Die; WTL ¼ Wish to Live.
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profiles (i.e., Ambivalent or Disengaged). Fig. 5.4 shows that of the 28
patients (8.9%) who shifted from the Strong Wish to Die profile to the
Disengaged profile at Time 2, five times more shifted to the Strong Wish to
Live profile at Time 3 than back to the Strong Wish to Die profile (N ¼ 5;
17.9%, N ¼ 1; 3.6%, respectively). Conversely, of the 22 patients who
shifted from the Strong Wish to Die profile to the Ambivalent profile at
Time 2, only two shifted to the Strong Wish to Live profile at Time 3
whereas nine returned to the Strong Wish to Die profile. Thus, a shift to
the Disengaged profile has a better prognosis than a shift to the Ambivalent
profile.

An analogous pattern of results was found when examining patients in
the Strong Wish to Live profile, as half of the 10 patients who shifted to the
Disengaged profile at Time 2 returned to the Strong Wish to Live profile at
Time 3, but only one shifted to the Strong Wish to Die profile (see
Fig. 5.5). Only one patient from the Strong Wish to Live profile shifted to
the Ambivalent profile at T2, and this patient transitioned to the Strong
Wish to Die profile at Time 3. Thus, these pattern of results suggest that a
disengaged profile is a more stable intermediate profile on the transition

Fig. 5.5 Flow chart showing the trajectory of change of patients who endorsed a
strong wish to live and weak wish to die at time one. Note. AMB ¼ Ambivalent;
DIS ¼ Disengaged; WTD ¼ Wish to Die; WTL ¼ Wish to Live.
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toward life than an ambivalent profile, which is more precariously fluid and
volatile in its progress.

Lastly, we will examine the transition patterns of patients who belong to
either the Ambivalent profile (see Fig. 5.6) or Disengaged profile (see
Fig. 5.7). Although patients in the Ambivalent or the Disengaged profile at
Time 1 had an almost equal probability of shifting to the Wish to Live
profile by Time 3 (33.3% and 35.3%, respectively), twice as many
ambivalent patients shifted to the Strong Wish to Die profile at Time 3
compared to disengaged patients (19.7% and 9.4%, respectively). Thus, this
is consistent with the notion that disengaged patients have a better prog-
nosis in terms of recovery pattern than ambivalent patients, regardless of
whether the disengagement was a starting or intermediate profile.

Discussion
Inpatients were distributed into one of four profiles based on the relative
strength of their wish to live and wish to die: Strong Wish to Live, Strong
Wish to Die, Ambivalent, and Disengaged. Most (61.6%) patients remained
stable in their profile over three days, with the majority belonging to the

Fig. 5.6 Flow chart showing the trajectory of change of patients who endorsed a
strong wish to live and strong wish to die at time one. Note. AMB ¼ Ambivalent;
DIS ¼ Disengaged; WTD ¼ Wish to Die; WTL ¼ Wish to Live.
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Stable Strong Wish to Die profile. This is not unexpected for an inpatient
sample, given that potential harm to self is often a particularly salient
consideration when opting for a psychiatric inpatient admission. Despite
profile stability being the most common pattern, over one-third of patients
shifted between the profiles over three days.

Toward a multidimensional and fluid conceptualization of
suicidal desire

It is important to note that the patients’ wish to live and wish to die scores
were distributed across the entire bi-dimensional motivational space, and
hence yielded four distinct profiles. These profiles reflected different degrees
of either reciprocal activation of desires where one was dominant over the
other, or co-activation of desires where both desires were present at equal
magnitude. Furthermore, along this co-activation axis, patients differed on
whether the two desires where balanced at a high degree of intensity
(ambivalence) or at a low degree of intensity (disengagement) (cf., Cacioppo
& Berntson, 1994). This supports the theoretical premise that the wish to live

Fig. 5.7 Flow chart showing the trajectory of change of patients who endorsed a weak
wish to live and weak wish to die at time one. Note. AMB ¼ Ambivalent;
DIS ¼ Disengaged; WTD ¼ Wish to Die; WTL ¼ Wish to Live.
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and the wish to die should be considered in conjunction and conceptualized
as separate dimensions (cf., Bryan et al., 2016). Indeed, together with the
evidence for an ambivalent profile in non-clinical and emergency care
samples reviewed earlier in the chapter, the present findings of psychiatric
inpatients with both ambivalent and disengaged profiles, confirm that a solely
risk-centric approach, which only monitors a person’s wish to die and dis-
regards the strength of a person’s concurrent wish to live, is not only
theoretically untenable, but potentially detrimental to best practice in patient
care and risk prevention. These advances in our understanding of the
importance of a life-oriented approach to managing risk in suicidal
individuals are also much more aligned with the lived experience perspective
(see chapters by Ellis and Bryan, and by Mazel-Carlton and Davidow, this
volume). That is, a long overdue paradigm shift is needed from the narrow
focus on death and dying to a more balanced approach which meets the need
of at-risk individuals to find the support and means to nourish their wish to
live and re-engage with their life as worth living, while respecting their
experience of a simultaneous wish to die.

In addition to being multidimensional, suicidal desire is dynamic and
fluid. It is dynamic because the relative strength of the wish to live and the
wish to die can vary over time, and it is fluid because shifts in the relative
balance can occur over periods of months or days, and likely even hours.
This is particular pertinent when the wish to live and the wish to die are
balanced at equal levels of intensity. Inspection of the ambivalent and
disengaged patients shows that distinguishing these two presentations is
clinically meaningful. In terms of risk, the disengaged patients not only had
less suicidal ideation than their ambivalent counterparts, but their ideation
levels were similarly low to those with a strong wish to live. Using cut-off
scores for the suicidal ideation items established by Restifo et al. (2015) to
predict self-injury from daily monitoring of temporal trajectories of suicidal
ideation, the suicidal ideation scores of both the disengaged and ambivalent
patients are associated with a lower risk of subsequent self-injury (4%)
compared to patients with a Strong Wish to Die profile (18%). This is
despite ambivalent patients having similarly high wish to die scores as
Strong Wish to Die patients! Moreover, the ideation scores for the disen-
gaged and ambivalent patients were below the threshold of three on the
scale, which classified them as “remitting” patients, in contrast to the Strong
Wish to Die group who were above this threshold, which classified them as
‘non-remitting” patients (for cut-off scores, see Restifo et al., 2015).

106 Alternatives to Suicide



Although the ambivalent patients reported higher levels of suicidal
ideation than the disengaged patients, they also reported higher levels
of wellbeing. This is consistent with the notion that ambivalence is
experienced with some level of volatile intensity between competing
states. This combination of higher suicidal ideation and higher wellbeing,
with the latter remaining stable over the three days, contrasted with the
disengaged patients who had lower suicidal ideation along with lower
wellbeing, but their wellbeing was increasing to a moderate level over the
three days. Thus, the motivational balance for ambivalent patients occurs
at a higher level of intensity which might make the balance more pre-
carious as a weakening in one dimension could quickly intensify the
impact of the already strong and then predominant weight of the other. In
contrast, the low intensity motivational balance for disengaged patients is
consistent with a timeout from the struggle. As such, the more gradual
increase in wellbeing from low levels is perhaps a promising sign of the
inpatient stay facilitating a slow but gradual recovery from an over-
whelming crisis state.

Examination of the recovery trajectories over time also showed that of
the two balanced profiles suicidal ambivalence is a more fluid and transient
state. Only 36% of ambivalent patients remained in this profile for the full
three days, whereas more of the disengaged patients (46%) maintained their
respective profile during the three days.

Encouragingly, when ambivalent patients did shift away from their
conflicted state they were more likely to transition toward life (i.e., Strong
Wish to Live profile; 33%) than toward death (i.e., Strong Wish to Die
profile; 20%). Disengaged patients showed a similar pattern of movement
toward life (35%), but compared to the proportion of ambivalent patients
who had transitioned to a Strong Wish to Die profile, less than half did so
from a disengaged profile (20% vs. 9%, respectively). Hence, both profiles
had a similar likelihood of transitioning toward life, but those with an
ambivalent profile were at greater risk of shifting toward a predominant
wish to die profile. This suggests again that ambivalent patients are more
precariously fluid in their recovery than disengaged patients.

The same pattern of ambivalence being associated with a more pre-
carious fluid risk trajectory, and disengagement with a more gradual and
steady shift toward a Wish to Live Profile, was apparent when examining
the trajectories of those patients who had a Strong Wish to Die profile at
Time 1, but had shifted to one of the two balanced profiles at Time 2. If the
shift was to the Ambivalent profile, patients were four times more likely to
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revert back to the Strong Will to Die profile than to move to the Strong
Wish to Live profile. In contrast, if the shift was to the Disengaged profile,
patients were five times more likely to shift the Strong Wish to Live profile
than to revert back to the Strong Wish to Die profile.

While the disengaged patients appeared to be on a more promising
short-term trajectory than the ambivalent patients, the patients who had a
Strong Wish to Live profile, as expected, reported the lowest level of
suicidal ideation and highest level of psychological wellbeing. Moreover,
80% of the Strong Wish to Live patients remained stable in their profile for
the three days. For the few that did shift away, patients who started in the
Strong Wish to Live profile had a higher probability than any other patients
to re-align with their initial profile.

In stark contrast, patients who maintained a Strong Wish to Die profile
(63%) had the highest level of suicidal ideation and the lowest level of
psychological wellbeing compared to the other stable groups. Based on
published cut-off scores for daily inpatient monitoring of suicidal ideation
(Restifo et al., 2015), patients with a stable Strong Wish to Die profile over
a period of at least two consecutive days have the highest risk of self-harm.

Conclusions

There is now growing and compelling evidence that the longstanding
practice of conceptualizing and monitoring suicidal desire only as the
strength of the wish to die, without regard to also enquiring about a
potentially competing wish to live, is neither theoretically sound nor
clinically aligned with the experience of at-risk individuals or suicidal pa-
tients. The relative strength of the wish to live and the wish to die is
variable, and changes in this relative balance are associated with different
trajectories of risk and resilience. It is therefore essential to pay greater
attention to the patients’ struggle to (re)engage with a life worth living and
the need to shore up their wish to live, despite a wish to die that for some
remains ever present (notwithstanding health professionals’ anxiety to
eliminate it in their clients). Importantly, this multidimensional approach to
understanding the dynamic interplay of risk and resilience aligns well with
meeting the needs of those with lived experience who advocate for a more
collaborative, patient-centered approach, where the suicidal person can
have the space and support to find ways of keeping alive, and wanting to do
that for themselves.

108 Alternatives to Suicide



References
Australian Institute of Health and Welfare. (2017). Emergency department care 2016e17:

Australian hospital statistics. Canberra: AIHW. Health services series no. 80. Cat. no. HSE
194.

Australian Institute of Health and Welfare. (2018). Admitted patient care 2016-17: Australian
hospital statistics. Canberra: AIHW. Health services series no. 84. Cat. no. HSE 201.

Bech, P., Gudex, C., & Johansen, K. (1996). The WHO (ten) well-being index: Validation
in diabetes. Psychotherapy and Psychosomatics, 65, 183e190. https://doi.org/10.1159/
000289073.

Brown, G. K., Steer, R. A., Henriques, G. R., & Beck, A. T. (2005). The internal struggle
between the wish to die and the wish to live: A risk factor for suicide. American Journal of
Psychiatry, 162, 1977e1979. https://doi.org/10.1176/appi.ajp.162.10.1977.

Bryan, C. J., & Rudd, M. D. (2016). The importance of temporal dynamics in the transition
from suicidal thought to behavior. Clinical Psychology: Science and Practice, 23, 21e25.
https://doi.org/10.1111/cpsp.12135.

Bryan, C. J., Rudd, M. D., Peterson, A. L., Young-McCaughan, S., & Wertenberger, E. G.
(2016). The ebb and flow of the wish to live and the wish to die among suicidal military
personnel. Journal of Affective Disorders, 202, 58e66. https://doi.org/10.1016/j.jad.2016.
05.049.

Cacioppo, J. T., & Berntson, G. (1994). Relationship between attitudes and evaluative
space: A critical review, with emphasis on the separability of positive and negative
substrates. Psychological Bulletin, 115, 401e423. https://doi.org/10.1037//0033-2909.
115.3.401.

Corr, P. J. (2013). Approach and avoidance behaviour: Multiple systems and their interactions.
Emotion Review, 5, 285e290. https://doi.org/10.1177/1754073913477507.

Dyer, K., Hooke, G., & Page, A. C. (2014). Development and psychometrics of the five
item daily index in a psychiatric sample. Journal of Affective Disorders, 152, 409e415.
https://doi.org/10.1016/j.jad.2013.10.003.

Fry, M., & Brunero, S. (2004). The characteristics and outcomes of mental health patients
presenting to an emergency department over a twelve month period. Australian Emer-
gency Nursing Journal, 7, 21e25. https://doi.org/10.1016/S1328- 2743(05)80027-6.

George, S. E., Page, A. C., Hooke, G. R., & Stritzke, W. G. (2016). Multifacet assessment
of capability for suicide: Development and prospective validation of the acquired
capability with rehearsal for suicide scale. Psychological Assessment, 28, 1452e1464.
https://doi.org/10.1037/pas0000276.

Goods, N. A. R., Page, A. C., Stritzke, W. G. K., Harrison, D. P., Hudaib, A., & Fay, N.
(2019). Latent profile and transition analysis of the wish to live and wish to die in emergency care
patients at risk of suicide compared to a non-clinical sample (Manuscript in preparation).

Harrison, D. P., Stritzke, W. G., Fay, N., & Hudaib, A. R. (2018). Suicide risk assessment:
Trust an implicit probe or listen to the patient? Psychological Assessment, 30, 1317e1329.
https://doi.org/10.1037/pas0000577.

Huppert, F. A., & So, T. T. C. (2013). Flourishing across Europe: Application of a new
conceptual framework for defining well-being. Social Indicators Research, 110, 837e861.
https://doi.org/10.1007/s11205-011-9966-7.

Joiner, T. E. (2005). Why people die by suicide. Cambridge, MA: Harvard University Press.
Klonsky, E. D., May, A. M., & Saffer, B. Y. (2016). Suicide, suicide attempts, and suicidal

ideation. Annual Review of Clinical Psychology, 12, 307e330. https://doi.org/10.1146/
annurev-clinpsy-021815-093204.

Kovacs, M., & Beck, A. T. (1977). The wish to die and the wish to live in attempted
suicides. Journal of Clinical Psychology, 33, 361e365. https://doi.org/10.1002/1097-
4679(197704)33:2<361::AID-JCLP2270330207>3.0.CO;2-H.

Daily monitoring of the wish to live and the wish to die with suicidal inpatients 109

https://doi.org/10.1159/000289073
https://doi.org/10.1159/000289073
https://doi.org/10.1176/appi.ajp.162.10.1977
https://doi.org/10.1111/cpsp.12135
https://doi.org/10.1016/j.jad.2016.05.049
https://doi.org/10.1016/j.jad.2016.05.049
https://doi.org/10.1037//0033-2909.115.3.401
https://doi.org/10.1037//0033-2909.115.3.401
https://doi.org/10.1177/1754073913477507
https://doi.org/10.1016/j.jad.2013.10.003
https://doi.org/10.1016/S1328-%202743(05)80027-6
https://doi.org/10.1037/pas0000276
https://doi.org/10.1037/pas0000577
https://doi.org/10.1007/s11205-011-9966-7
https://doi.org/10.1146/annurev-clinpsy-021815-093204
https://doi.org/10.1146/annurev-clinpsy-021815-093204
https://doi.org/10.1002/1097- 4679(197704)33:2<361::AID-JCLP2270330207>3.0.CO;2-H
https://doi.org/10.1002/1097- 4679(197704)33:2<361::AID-JCLP2270330207>3.0.CO;2-H
https://doi.org/10.1002/1097- 4679(197704)33:2<361::AID-JCLP2270330207>3.0.CO;2-H
https://doi.org/10.1002/1097- 4679(197704)33:2<361::AID-JCLP2270330207>3.0.CO;2-H


Lageborn, C. T., Ljung, R., Vaez, M., & Dahlin, M. (2017). Ongoing university studies and
the risk of suicide: A register-based nationwide cohort study of 5 million young and
middle-aged individuals in Sweden, 1993e2011. BMJ Open, 7, 1e8. https://doi.org/
10.1136/bmjopen-2016-014264.

Linehan, M. M., Goodstein, J. L., Nielsen, S. L., & Chiles, J. A. (1983). Reasons for staying
alive when you are thinking of killing yourself: The reasons for living inventory. Journal
of Consulting and Clinical Psychology, 51, 276e286. https://doi.org/10.1037/0022-006X.
51.2.276.

Little, R. J. (1988). A test of missing completely at random for multivariate data with missing
values. Journal of the American Statistical Association, 83, 1198e1202. https://doi.org/10.
1080/01621459.1988.10478722.

Newnham, E. A., Hooke, G. R., & Page, A. C. (2010). Monitoring treatment response and
outcome using the World Health Organization’s wellbeing index in psychiatric care.
Journal of Affective Disorders, 122, 139e146. https://doi.org/10.1016/j.jad.2009.06.005.

Page, A. C., Cunningham, N. K., & Hooke, G. R. (2016). Using daily monitoring of
psychiatric symptoms to evaluate hospital length of stay. BJPsych Open, 2, 341e345.
https://doi.org/10.1192/bjpo.bp.116.003814.

Restifo, E., Kashyap, S., Hooke, G. R., & Page, A. C. (2015). Daily monitoring of temporal
trajectories of suicidal ideation predicts self-injury: A novel application of patient
progress monitoring. Psychotherapy Research, 25, 705e713. https://doi.org/10.1080/
10503307.2015.1006707.

Rudd, M. D. (2006). Fluid vulnerability theory: A cognitive approach to understanding the
process of acute and chronic suicide risk. In T. E. Ellis (Ed.), Cognition and suicide:
Theory, research, and therapy (pp. 355e368). Washington, DC, US: American Psycho-
logical Association. https://doi.org/10.1037/11377-016.

110 Alternatives to Suicide

https://doi.org/10.1136/bmjopen-2016-014264
https://doi.org/10.1136/bmjopen-2016-014264
https://doi.org/10.1037/0022-006X.51.2.276
https://doi.org/10.1037/0022-006X.51.2.276
https://doi.org/10.1080/01621459.1988.10478722
https://doi.org/10.1080/01621459.1988.10478722
https://doi.org/10.1016/j.jad.2009.06.005
https://doi.org/10.1192/bjpo.bp.116.003814
https://doi.org/10.1080/10503307.2015.1006707
https://doi.org/10.1080/10503307.2015.1006707
https://doi.org/10.1037/11377-016


CHAPTER 6

Alternatives to suicide: a
nonlinear dynamic perspective
Clemens Fartaceka,b Martin Plöderla,b, Günter Schiepekc
aDepartment of Crisis Intervention and Suicide Prevention, University Clinic of Psychiatry,
Psychotherapy, and Psychosomatics; Paracelsus Medical University, Salzburg, Austria; bDepartment of
Clinical Psychology, University Clinic of Psychiatry, Psychotherapy, and Psychosomatics, Paracelsus
Medical University, Salzburg, Austria; cInstitute of Synergetics and Psychotherapy Research, Paracelsus
Medical University, Salzburg, Austria

Introduction

Suicidal behavior is a public health problem, with approximately 788 000
annual deaths worldwide (WHO, 2015). Suicidal behavior results from a
specific process, the “suicidal process”, which implies progression of sui-
cidality over time (e.g., Van Heeringen, 2001). A better understanding of
the suicidal process may lead to the development of more effective pre-
vention and intervention strategies. Therefore, several suicidologists have
suggested modeling suicidal processes within the theoretical framework of
nonlinear dynamic systems (NDS), because NDS may provide new per-
spectives on clinically relevant questions about the prediction of suicide
phenomena and the mechanisms of change in suicidality (e.g., Rogers,
2003; Schiepek et al., 2011).

The aim of the chapter at hand is to outline an NDS perspective on
suicidal processes and to discuss principles of interventions as well as resil-
ience to suicide within this framework. Before addressing this, we would
like to introduce some basic concepts of NDS (for a detailed description see
Haken & Schiepek, 2006; Salvatore & Tschacher, 2012; Stam, 2005; Strunk
& Schiepek, 2006) and specify this perspective for suicidal processes. Finally,
a number of implications for suicide research are outlined.

Nonlinear dynamic systems

Theories of NDS, also termed self-organization theories or chaos and
complexity theories, are a family of interdisciplinary theories describing,
measuring, and explaining processes of NDS in different fields of science
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(e.g., mathematics, physics, chemistry, psychology). Regardless of the
subject of the research field, NDS share four structural properties (Strunk &
Schiepek, 2014): First, these systems are dissipative, i.e., they consume and
exchange energy with the environment, and they are driven by so-called
control parameters; second, they combine positive activating and negative
inhibiting feedback loops (mixed feedback); third, they consist of at least
one variable in the case of discrete processes or of at least three variables in
continuous processes; and finally, there is at least one nonlinear relationship
between the variables.

Some of these theories deal with pattern formations in systems con-
taining large amounts of interrelated elements (e.g., the human brain).
Under specific conditions ‒ described by so-called control parameter values
(e.g., the supply of energy in physical systems) ‒ the dynamics of previously
independent (sometimes stochastically) acting system elements are syn-
chronized to coherent collective patterns. According to Synergetics, a well-
established theory of NDS (Haken, 2004), such phenomena result from the
interactions of these system elements (e.g., cognitions, emotions, behaviors)
on a relatively microscopic level, which then lead to the emergence of
order structuresd so-called order parametersd at a relatively macroscopic
level (e.g., syndromes). The other way round, order parameters enslave the
system elements, leading to a circular-causal process between macroscopic
and microscopic levels. Therefore, order parameters describe the behavior
of many components or subsystems of a system (information compression).

The dynamics of order parameters are also referred to as attractors since
they “attract” trajectories (sequences of system states) and restrict the system
dynamics to their pattern. Deviating input or system states from this pattern
are damped away, as can be demonstrated by simple mathematical systems
such as the Verhulst system (see Fig. 6.1). In other words, attractors regulate
and organize the system’s dynamics and make them resistant against internal
fluctuations and external disturbances. There are four main types of
attractors in NDS (Stam, 2005): Fixed-point attractors (i.e., regulation to-
ward a steady state), limit cycles (i.e., regulation toward closed loops); torus
attractors (i.e., regulation toward a three-dimensional periodic or quasi-
periodic limit cycle with a donut-like shape), and chaotic or strange
attractors (see below). Such patterns neither result from input nor external
sources, but are produced by processes within the system itself, so that they
are referred to as self-organizing (Haken & Schiepek, 2006; Strunk &
Schiepek, 2006).
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Fig. 6.1 Illustration of a fixed-point and a periodic oscillation (period 4) of the Verhulst dynamics. The Verhulst system is a discrete
nonlinear dynamic system (xnþ1 ¼ rxn � rx2n), originally designed to describe population dynamics. r represents the control parameter, x
the population size (y-axis), and n the number of iterations (x-axis). The iteration process starts at an initial value of x ¼ 0.6. Depending on
the control parameter setting, different attractors emerge. At a control parameter setting of r ¼ 2.9 (bold line) and after transient behaviors
at the beginning, the system regulates toward a constant value (fixed-point attractor). At a parameter setting of r ¼ 3.45 (thin gray line), an
oscillation between the four values emerges.
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Some behaviors of NDS are referred to as complex, i.e., behaviors
which cannot be predicted in the long run, even if the generating system
operates completely deterministically and is known in detail (Strunk &
Schiepek, 2014). The most prominent type of complex behavior is
deterministic chaos, which became known as the butterfly effect in the
1960s through meteorologist Lorenz (1963). Chaotic attractors are complex
behaviors between regularity and noise that cannot be predicted in the long
run because even smallest differences in initial conditions would lead to an
exponential divergence of the trajectories over time (see Fig. 6.2).
Furthermore, during chaotic phases, the system does not visit a state twice,
although it shows a stable but ‘strange’ pattern in the phase space (see
Fig. 6.3).

So-called phase transitions (outside of physics also known as order or
pattern transitions) are another characteristic of non-linear dynamic systems
with reference to transitions from one order parameter to another. As
predicted by Synergetics, such order transitions are primed and accompa-
nied by critical fluctuations (Haken & Schiepek, 2006) and occur when
control parameters (e.g., energy-flow in physical systems) drive attractors
out of existing equilibrium states (non-equilibrium phase transitions) (see
Fig. 6.4). During phase transitions, systems are in an unstable state where
even minimal input from the outside or even internal fluctuations can be
crucial for the system’s next emerging attractor. Therefore, NDS in a phase
transition are not predictable.

NDS may also produce a landscape of coexisting order parameters, i.e., a
phenomenon that is referred to as bi- or multi-stability (see Fig. 6.4). In
other words, the system is able to create two or more order parameters with
the same set of parameter values. Depending on the impact of specific input
or internal fluctuations as well as the attraction (basin) of the competing
patterns, the system will manifest one of the potentially available order
parameters.

Furthermore, Synergetics postulates the principle of embodied system
history for human systems like brains or minds (Haken & Schiepek, 2006).
According to this principle, the more frequently specific order parameters
emerge, the more accessible they become and the stronger their attraction
gets. In terms of the potential landscape metaphor, the landscape itself
changes as a function of the use of the landscape (experience): The ball that
is moving around in this landscape (current system behavior) modifies the
shape of the landscape. With each emergence of an order parameter, its
accessibility (metaphorically expressed by flattening the repellor and
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Fig. 6.2 Illustration of sensitive dependency of the dynamics (“butterfly effect”) of the Verhulst system (see Fig. 6.1 for more details). At a
control parameter value of r ¼ 3.894, one dynamic starts at an initial value of x ¼ 0.6 (bold line) and the other at an initial value of x ¼ 0.59
(thin line). Although the initial values differ only slightly, they diverge exponentially after the 10th iteration.
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Fig. 6.3 The parabolic attractor of the Verhulst dynamics in a two-dimensional phase
space (xn vs. xnþ1) at a parameter value of r ¼ 3.9.

Fig. 6.4 A model of phase transitions and the (in)stability of system states as illustrated
by the metaphor of potential landscape. In (A), the ball in the valley symbolizes a
stable state (i.e., order parameter): External disturbances and internal fluctuations
bring the ball into motion, but it rolls back into the valley. The deeper the valley and
the wider its basin, the higher the stability and attractive force of an order parameter.
In (B), the control parameter is set in a way that the valley is flattened. The attraction of
the order parameter diminishes. In (C), the control parameter is set in a way that two
distinct valleys appear. At the top of a mountain (i.e., the repellor) the system becomes
extremely unstable: Smallest fluctuations and minimal input determine into which
valley (i.e., which order parameter) the ball will roll next. Altogether, the sequence of
potential landscapes from (A) to (C) illustrates a transition from mono-to bi-stability as
a result of changes in control parameters.
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expanding the basin of the order parameter) and its intensity and duration
(metaphorically expressed by an increasing depth of the potential valley)
would increase (Schiepek, Eckert, Aas, Wallot, & Wallot, 2015).

Nonlinear dynamics of suicidal processes

Modeling psychopathological processes with NDS has been suggested by
numerous scholars (e.g., Yang & Tsai, 2013). From an NDS-viewpoint,
dysfunctional mental states and disorders were considered order parameters
that reduce the degrees of freedom in the dynamics of cognitions, emotion,
and behaviors (e.g., depression), which are referred to as cognition-
emotion-behavior (CEB) patterns in Synergetics. These order parameters
make the system resistant against internal fluctuations and disturbances from
the outside (e.g., interventions or scheme non-conforming information)
(Haken & Schiepek, 2006). Whereas healthy minds remain poised to switch
order parameters depending upon stimulation and demands (Schiepek et al.,
2015), during psychopathological episodes, individuals are caught in the
basin of one or very few dysfunctional order parameters (see Fig. 6.5).
Successful therapeutic processes are associated with order transitions from
fixed pathological order states to healthy ones (Schiepek et al., 2015).

Fig. 6.5 Potential landscapes representing the transition from a healthy to a patho-
logical state. The landscapes illustrate the transition from a multi-stability (A) d
associated with flexibility and adaptability (cf. Kashdan & Rottenberg, 2010) switching
between several order parameters depending upon stimulation and demands d into
a nearby mono-attractor state (B), representing the emergence of a pathological state
that reduces the degrees of freedom of cognitions, emotion, and behavior (e.g.,
depression). (Reproduced with permission from Haken, H., & Schiepek, G. (2010). Syn-
ergetik in der Psychologie: Selbstorganisation verstehen und gestalten [Synergetics of
psychology: Understanding and facilitating self-organisation] (second ed.), p. 45. ©

Hogrefe.)
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Indeed, this was found in several empirical studies (e.g., Heinzel, Tomin-
schek, & Schiepek, 2014; Schiepek et al., 2013; Schiepek, Tominschek, &
Heinzel, 2014).

Several suicidologists have suggested modeling suicidal processes
within the framework of NDS (e.g., Bryan & Rudd, 2017; Fartacek,
Schiepek, Kunrath, Fartacek, & Plöderl, 2016; Rogers, 2003; Schiepek
et al., 2011). This suggestion can be underpinned by analogies between
the known characteristics of suicidal processes and the dynamic properties
of NDS. For example, according to the organizing function of order
parameters, specific states are expected to emerge during suicidal processes
in which the degrees of freedom of mental and behavioral dynamics are
reduced and which exhibit resistance to disturbances. The analogy to the
phenomenology of acute suicidal states is obvious. Pavulans, Bolmsjö,
Edberg, and Öjehagen (2012) describe acute suicidal states as specific states
of mind immediately prior to suicidal behavior in which the wish to live is
no longer accessible, and in which arguments against suicide may switch to
pro-suicide arguments, where no help can be sought or accepted, and
where suicide is seen as the only way out. The phenomenon of acute
suicidal states has also been described by other suicidologists. Hendin, Al
Jurdi, Houck, Hughes, and Turner (2010) describe a distinct, time-limited
psychological state, termed as “suicide crisis”, that typically precedes sui-
cidal behaviors and leaves clients feeling out of control and which signifies
acute danger of suicide. According to Yaseen, Gilmer, Modi, Cohen, and
Galynker (2012), this state is characterized by frantic hopelessness, rumi-
native flooding, and near-psychotic somatization, and enables the transi-
tion from suicidal ideations to suicidal behavior. Wenzel and Beck (2008)
describe a state of attentional fixation immediately before suicidal behavior
occurs. In this state, clients are preoccupied with the idea that suicide is the
only way out of their problems. They act like they are in trance or in an
“out-of-the-ordinary” state of mind, dissociative, like an automaton
(Maltsberger, 2004; Michel & Gysin-Maillart, 2015; Orbach, 1994). This
state is also termed “suicidal mode” (Michel, 2011; Pavulans et al., 2012),
which was conceptualized as a specific cognitive-affective behavioral-
physiological network of schemata (Rudd, 2000). In Synergetics, the
suicidal mode would be considered a specific order parameter or CEB
pattern that reduces the degrees of freedom in the dynamics of cognitions,
emotion, and behaviors (Schiepek et al., 2015).

In the suicidal process, acute suicidal states are likely to be preceded by
other suicide-related states. Considering these states to be specific order
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parameters as well, the suicidal process could be understood as a cascade of
order transitions within a nonlinear dynamic framework. For example,
Pöldinger (1968) describes a stage of “consideration”. In this stage, suicide
is considered as one potential solution among others. Here, unlike in acute
suicidal states, control over suicidal thoughts is completely preserved.
Furthermore, various authors describe a state of ambivalence in the sui-
cidal process, in which an inner struggle takes place between the desire to
live and the desire to die (e.g., Pöldinger, 1968; Shneidman, 1993). Ar-
guments against suicide (e.g., staying alive for one’s children) are weighed
against arguments in favor of suicide (e.g., to end one’s suffering) as the
wish to live and the wish to die are balanced against one another (Bryan,
this volume). The disappearance of the wishes to live could dissolve this
ambivalence and could be indicative of the transition into an acute suicidal
state and suicidal behavior (Bryan, Rudd, Peterson, Young-McCaughan,
& Wertenberger, 2016).

In NDS, one would expect strong fluctuations in system dynamics,
which could indicate critical instabilities before phase transitions. In line
with this, ecological monitoring studies found considerable fluctuations in
suicidality (e.g., Kleiman et al., 2017). A hint for phase transitions in the
suicidal process is also provided by studies that found a positive correlation
between the degree of affective variability with the frequency and severity
of suicidality (Palmier-Claus et al., 2013; Palmier-Claus, Taylor, Gooding,
Dunn, & Lewis, 2012). Affective variability could be indicative of critical
fluctuations in phases of order transitions (Strunk & Schiepek, 2014). For
suicidal processes, the ambivalent state, where the wish to live and the wish
to die are both elevated may be also indicate critical instability (Goods et al.
this volume).

Another analogy between NDS and suicidal phenomena can be drawn
from studies that found a sensitization to future suicidal episodes by past
ones. According to the principle of embodied system history (Haken &
Schiepek, 2006), with each emergence of an attractor its accessibility, in-
tensity, and duration will increase in future crises (see above). This is
supported by empirical studies which found that past suicidal behavior
increases the risk of future suicidal behavior (Beghi, Rosenbaum, Cerri, &
Cornaggia, 2013). Furthermore, suicidal crises are more easily triggered,
more intensively experienced, and last longer in multiple attempters
compared to single and non-attempters (Joiner & Rudd, 2000; Witte,
Fitzpatrick, Joiner, & Schmidt, 2005). Therefore, in addition to control
parameter configurations or the timing and intensity of disturbances

Alternatives to suicide: a nonlinear dynamic perspective 119



(depending on the stability of states), the principle of embodied system
history might also explain individual differences in the duration of suicidal
processes (e.g., Deisenhammer, Strauss, Kemmler, Hinterhuber, & Weiss,
2009).

Nonlinear dynamic relationships between input and output are typical
for NDS. Indeed, nonlinear relations between stressors and the emergence
of suicidality were described by several authors (Mishara, 2006; Ramsay,
1997; Schiepek et al., 2011). For example, massive stress at one moment
could have no effect on suicidality, while at other times even the smallest
stressors could lead to severe suicidality. Such dynamics would not be
surprising in NDS. The impact of external inputs depends, above all, on the
degree of stability or instability of the system. Even small disturbances can
trigger a phase transition at instability points, while massive disturbances at
stable states have no effect if the basin of the dominating attractor cannot be
overcome (see Fig. 6.4).

The inability to predict suicidal behavior may also be a characteristic
feature of nonlinear dynamics. Suicide research has concentrated almost
exclusively on the long-term prediction of suicide behavior, but only with
modest success (Glenn & Nock, 2014). Despite decades of research, pre-
dicting suicide is still not possible with satisfying specificity and sensitivity
(e.g., Large, Galletly, Myles, Ryan, & Myles, 2017). This failure is, from an
NDS perspective, not only a consequence of lacking epistemic knowledge
(e.g., unspecific or unknown risk factors) or aleatory processes (random
noise), but also a consequence of the inherent complexity of the underlying
system (Plöderl & Fartacek, 2018). Whereas some types of attractors (e.g.,
fixed-point attractors) enable long-term predictions if their control pa-
rameters are known and remain stable or controllable (which cannot be
taken for granted in living systems), complex dynamics such as chaos or
order transitions cannot be predicted in the long term, even if the gener-
ating system would operate in a completely deterministic fashion and is
known in detail.

Implications of NDS on suicide risk assessment

According to the analogies between the dynamic properties of suicidal
processes and NDS as described above, acute suicidal states can be under-
stood as order parameters, and the process up to that point can be described
as a cascade of order transitions between different suicide-related states. This
perspective has considerable implications for suicide risk assessment.
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According to the complexity of suicidal processes, the long-term prediction
of suicidal behavior over years is a utopian aim. Instead, suicidology should
focus on short-term prediction of suicidal behavior. This complies with the
need for warning signs as promoted by Rudd et al. (2006) that are
conceived as the earliest recognizable signs pointing to suicidal behavior in
the near future. According to an NDS model, three types of warning signs
would be appropriate for monitoring: (1) specific markers of suicide-related
states; (2) the control parameters of suicide-related states; and (3) critical
fluctuations and other related precursors during transitions into these states.

First, assuming a cascade of order transitions in the suicidal process,
suicide-related states (e.g., state of ambivalence, acute suicidal states) could
serve as precursors of suicidal behavior and be therefore used for risk
assessment. The warning signs postulated by Rudd et al. (2006) (e.g.,
hopelessness, no reason for living) may turn out to be specific markers of
suicide-related states. Second, the emergence of suicide-related order
parameters and the shape of the corresponding landscapes strongly depend
on the set of control parameters. Knowing the values of the relevant control
parameters and their critical thresholds (e.g., through high-frequency
monitoring) could support risk assessment. Depending on the control
parameter settings, one would know about the available repertoire of order
parameters. A control parameter setting that indicates the presence of acute
suicidal states in a multi-stable potential landscape would indicate a risk for
its emergence under the influence of external disturbances (e.g., stressors)
and the attraction of the available attractors (see below for hypotheses
concerning possible control parameters of suicidal processes).

Finally, critical fluctuations in the suicidal process could serve as warning
signs. This approach was inspired by common practices in geophysics used
for short-term predictions of rare but extreme events, such as earthquakes
or tsunamis, which are based on continuous monitoring of appropriate
signals and the identification of nonlinear precursors of such extreme events
(Albeverio, Jentsch, & Kantz, 2006). If we assume that acute suicidal states
correspond to the activation of a specific order parameter, critical fluctua-
tions can be expected before a transition into an acute suicidal state occurs
and may thus be deemed observable precursors. In terms of limitations, it
cannot be supposed that critical fluctuations are highly specific features of
acute suicidal states. Critical fluctuations occur at phases where a system is
unstable and where slightest external disturbances or internal fluctuations
can trigger the emergence of the next attractor of the system. This could be
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an acute suicidal state, but also a qualitatively different state. In addition to
critical fluctuations, a synchronization between the relevant system
elements would be expected in the course of the emergence of order
parameters (Haken, 2004). Therefore, such synchronization patterns might
also serve as precursors for suicide-related states (for detailed information on
various algorithms see Schiepek et al., 2015; Dako et al., 2012).

Ways out of and resilience to suicidal states

According to the title of the book Alternatives to Suicide: Beyond Risk and
Toward a Life Worth Living, the question arises how ways out of suicidal
states or alternative routes on the way to suicide can be facilitated within a
nonlinear dynamic framework. Based on the theory of Synergetics, the exit
from the suicidal process requires the realization of conditions for self-
organized order transitions of dysfunctional, pathological order parameters
into functional, healthy ones. Schiepek, Eckert, Honermann, and Weih-
rauch (2001) formulated generic principles describing the process of real-
izing these conditions for the benefit of psychotherapeutic processes (for a
detailed description see Schiepek et al., 2015). These principles are not a
phase model, but instead are criteria that are permanently relevant in psy-
chotherapy, though they are of different relevance to different process
stages (Schiepek et al., 2015).

Specifying the generic principles for suicidal processes, suicidal states
must be destabilized before new states can emerge. This requires stable
boundary conditions (generic principle stability conditions). For example, an
adequate treatment setting contributes to this (e.g., inpatient treatment), in
which the clients feel safe (e.g., distance from stressors) and relieved (e.g.,
professional support). Referring to Bowlby’s attachment theory (Bowlby,
1973), it is necessary to establish a secure base for the clients. This requires a
good therapeutic relationship between client and therapist that is based, for
example, on a shared understanding of the clients’mental pain and meaning
of the suicidal crisis (referred to as a collaborative approach; Jobes, 2006).

For treatment planning, dysfunctional order parameters must first be
identified (generic principle identification of relevant system patterns). These
typically emerge as CEB (cognition-emotion-behavior) patterns (Schiepek
et al., 2015). A heuristic that we have been testing during the last years is
called idiographic system modeling, which allows for identifying the most
important suicide-related components and their interrelations within a

122 Alternatives to Suicide



personal system (e.g., cognitions, emotions, resources, risk factors, coping
strategies) (see Box 6.1). From our experience, and in line with suicide
research, intolerable psychological pain, hopelessness, entrapment, sleep
disorders, or neglect of personal resources are often interrelated by positive
and negative feedback loops.

Idiographic system models often reveal plausible targets in CEB pat-
terns for therapeutic interventions (e.g., system elements with many
interrelations) that can contribute to the destabilization and amplification
of fluctuations of dysfunctional order parameters (generic principle

Box 6.1 The method of idiographic system modeling
In a cooperative interview, a list of important psychological and social variables
of the system under consideration is composed. Starting off at a general picture
of the client’s life in the last couple of months, the therapist takes notes
throughout the interview on important factors such as psychological problems,
problem-solving methods, coping strategies, and impact on social life. These
notes will form the basic components of the idiographic system model that is to
be developed (Schiepek et al., 2015). Any topic that is subjectively important to
the client can be used to create this model. It is advisable to use the client’s
language in order for client and therapist to create mutual understanding and
producing the client’s very own individual model. After the interview, all com-
ponents are checked for their terminology and content in order to make sure
that clients can find themselves in these components. It is important that the
components are expressed as variables with values that can change throughout
time. In a perfect case, therapist and client manage to capture all important bio-
psycho-social aspects of the client’s life presenting a risk for suicide, incorpo-
rating cognitions, emotions, motives, behavior, physiological states and more,
yet by using the client’s own language and terminology.

Subsequently, the inter-connections of these variables are mapped, creating
a personal landscape of relevant aspects of the client’s mental functioning e

the idiographic system model (ISM). Using a flipchart, variable A is written down
and the list is then checked for other variables that are connected to it. Writing
down a second connected variable B, both are linked with an arrow and a þ or
e sign, indicating whether there is a positive relation (same directedness: in-
crease in A leads to increase in B and decrease in A leads to decrease in B) or a
negative relation (opposite directedness: increase in A leads to decrease in B
and decrease in A leads to increase in B) (as example see Schiepek, Stöger-
Schmidinger, Aichhorn, Schöller, & Aas, 2016).
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destabilization and amplification of fluctuations). It is assumed that several
methods or techniques are equally functional in this regard, so that
therapists can freely choose according to their experience, personal pref-
erences, and style (Schiepek et al., 2015). Those interventions are most
effective that focus on the control parameters (generic principle identifi-
cation of control parameters). If treatment could focus on the control
parameters, the potential landscape would change, which would lead to
phase transitions into other order states. Despite their importance, control
parameters of suicidal processes are not yet known. With regard to their
identification, the distinction between order parameters and control
parameters plays an important role. The criterion for this differentiation is
the reference to different time scales. Control parameters change on a
slower time scale than the variables or states of a system. Therefore,
Schiepek et al. (2017) suggest that in psychological systems control
parameters can be interpreted as traits or dispositions that change on a
slower time scale than the order parameters or states of a system. Potential
hypotheses for control parameters of therapeutic change are provided by
the integrative nonlinear dynamic model of psychotherapeutic change
processes described by Schiepek et al. (2017). For example, such control
parameters could be emotion regulation abilities, capacities for mentali-
zation, problem-solving competence, or self-efficacy. Some of these
potential control parameters were also key targets in established thera-
peutic approaches to reduce suicidal behavior (e.g., dialectic behavioral
therapy, mentalization-based treatment, cognitive behavioral treatment of
suicidality). Moreover, suicidological literature provides a number of
suicide risk factors that might change on a slower time scale than acute
suicidal states (e.g., psychache, meaningfulness, entrapment, reasons for
living, burdensomeness). Therefore, studies are needed to distinguish
between control parameters and order parameters within suicide risk
factors. Until then, we recommend evaluating interventions for each
client in real time by using continuous electronic feedback systems (e.g.,
Kashyap, Hooke, & Page, 2015; Kyron, Hooke, & Page, 2018; Restifo,
Kashyap, Hooke, & Page, 2015).

From an NDS perspective, it is also necessary to personalize in-
terventions in a dynamic sense, because interventions need good timing
(generic principles: kairos, resonance, and synchronization). This is especially
necessary during phases of critical instability. In these moments, the system
is in an unstable state and sensitive to change, because the attractive force
of attractors is reduced. For the identification of such phases, electronic
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diaries such as the Synergetic Navigation System (i.e., a web-based and
app-based monitoring system that provides feedback on system stability in
real time through analysis algorithms; for a detailed description see
Schiepek et al., 2015) are helpful. Such feedback systems can be optimized
by the use of individualized questionnaires (Haynes, Mumma, & Pinson,
2009). To realize the latter, we combine idiographic system modeling and
the Synergetic Navigation System (Fartacek, Plöderl, & Schiepek, 2015).
Here, important suicide-related components (e.g., cognitions, emotions,
resources, risk factors, coping strategies) are derived from the variables of
idiographic system modeling, and by using the questionnaire editor of the
Synergetic Navigation System, a personalized process questionnaire can be
designed.

In a system that is far from equilibrium and close to an instability point,
two or more order parameters are potentially realized in an equally likely
degree (Schiepek et al., 2015). However, there are situations in which
certain patterns should be avoided and not left to chance (e.g., the suicidal
mode). To steer an order transition in a desired direction (generic principle
purposeful symmetry breaking), certain forms of assistance can be provided,
e.g., some structural elements of a new order state can be realized in, for
instance, role-play, imagination exercises, or through the activation of
personal resources. This can cause a partial realization of structural elements
of the order parameter and may, according to the enslaving principle, result
in the emergence of the full order parameter (Schiepek et al., 2015).

Relapse prevention is a key issue in suicide prevention, because once a
suicidal crisis has emerged, individuals have an increased lifetime risk for
further suicidal crises, especially in suicide attempters (Beghi et al., 2013).
An explanation is provided by Michel (2011), who describes the suicidal
mode as a learned and stored state of mind used for dealing with
psychosocial crises. In line with this, Shneidman (1993) has described
suicidality as a (lifelong) pattern for coping with unbearable and hopeless
life circumstances. This raises the question of how relapse risks can be
reduced and resilience to future suicidal crises can be developed (generic
principle: stabilization of new patterns).

Usual definitions of resilience resemble the stability of system dynamics
during or after disturbances. Resilience is seen as a response to different
adversities, ranging from ongoing daily hassles to major life events (Fletcher
& Sarkar, 2013). Ryff, Love, Essex, and Singer (1998) defined resilience as
the capacity to maintain or recover high well-being in the face of life’s
adversities. Resilience may come in form of a positive adaptation which
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must be conceptually appropriate to the experienced adversity and must be
examined in terms of the domains assessed and the stringency of criteria
used. Related concepts are coping, hardiness, or even autopoiesis, which
means the reproduction of the structure of a living system. All these con-
cepts refer to stability and homeostasis, which implies that the system under
consideration (e.g., individuals, families, groups, even societies) should be
able to return to the former existing attractor after any short-term or
enduring disturbances. In the context of Synergetics, this stability can be
basically explained in two ways: (1) Resilience implicates that existing
(non-suicidal) order parameters (valleys) should be deepened and their
basins should be broadened so that even violent disruptions and distur-
bances will not, metaphorically, “kick the ball out of the valley”. (2) Stable
control parameter values. In therapy, for example, this can be facilitated by
creating idiographic system models of individual recovery processes and the
determinants of healthy states (Strunk & Schiepek, 2014), which might
deepen the understanding of these processes and may enhance the capability
for mentalization and self-awareness.

From a developmental perspective, destabilization is not only a reaction
to stressors but a basic characteristic of development transients, which are
sometimes even triggered by the developing system itself (e.g., human
personality) (Lichtwarck-Aschoff, van Geert, Bosma, & Kunnen, 2008).
This perspective respects the inevitable fluctuating situational demands of
life and manifests itself as a cascade of order transitions enabling periods of
stability and instability. Accordingly, crises could be part of life and a
prerequisite for the development of new modes and personal growth.
Therefore, “good therapy” not only aims to ensure that clients survive such
crises, but also tries to develop new coping strategies with clients that allow
to manage future crises and to substitute their suicidal mode. In this sense,
safety plan interventions (Stanley & Brown, 2012) target the early detection
of and coping with emerging suicidal processes. The more often such
strategies succeed, the larger the basin of functional modes gets, while the
basin of the suicidal mode loses its attraction. This can be facilitated by the
relapse prevention task, where the skills learned in therapy are played
through imagination of past and future suicidal crises.

Outlook

As outlined in this chapter, from an NDS perspective, acute suicidal states
can be understood as order parameters of an underlying nonlinear dynamic
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system and the process up to that point as a cascade of order transitions
between different suicide-related states. This perspective has considerable
implications for suicide risk assessment and treatment of suicidal clients.
Long-term predictions are a utopian goal due to complex behaviors (e.g.,
chaos, phase transitions) of NDS. Instead, short-term prediction should
receive more attention and should be expanded by new approaches (e.g.,
monitoring of nonlinear precursors). Successful treatment requires the
realization of conditions for self-organized order transitions of the suicidal
mode into functional, healthy regimes. This change process can be guided
by generic principles already applied in psychotherapeutic research. In such
a model, resilience can be understood, on the one hand, through the sta-
bility of the order parameter regimes associated with health and their
corresponding control parameters settings. On the other hand, resilience to
suicidality is associated with the development of alternative modes for
coping with future crises.

Because of the substantial implications of the NDS model in under-
standing suicidal processes, its empirical investigation is, in our opinion, of
high relevance. Appropriate research designs are based on the identification
of dynamic features of NDS in relevant processes. Therefore, continuous
and high-frequent assessments of suicidal processes with equidistant sam-
pling rates (time-sampling) are required. Time-sampling procedures can be
realized using electronic diaries (e.g., ecological momentary assessment,
Synergetic Navigation System). These methods have already been applied
in suicidology. For ethical reasons, it is important to note that the few
available studies reveal no indication for iatrogenic effects of high-frequency
monitoring on suicidality (Blades, Stritzke, Page, & Brown, 2018; Law
et al., 2015).

The identification of prototypical dynamics of NDS like chaos in
process data is based on nonlinear time series analysis. Unfortunately,
classical algorithms that enable the identification of chaos, such as the
estimation of fractal dimensionality, require very long, highly resolved, and
stationary time series data (Grassberger & Procaccia, 1983). However, sta-
tionarity, i.e., invariant statistical characteristics across time (Molenaar &
Campbell, 2009), cannot be assumed in human systems, and therefore also
not in suicidal processes. Furthermore, the compliance needed for assessing
thousands of measures is unrealistic even in highly motivated clients.

Another, probably more feasible hypothesis of NDS, would predict
critical fluctuations during order transitions into another order parameter
(Haken, 2004; Haken & Schiepek, 2006). As described above, from an
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NDS perspective, suicidal states may be viewed as specific order param-
eters, and before the emergence of suicidal states, increased critical fluc-
tuations in the suicidal process would be expected. To test this hypothesis,
complexity algorithms are required that are capable of measuring critical
fluctuations and can be applied to short, coarse-grained and non-stationary
time series. Proposed algorithms are the dynamic complexity (Schiepek &
Strunk, 2010), permutation entropy (Bandt & Pompe, 2002), or recur-
rence plots (Webber & Zbilut, 1994). As a prerequisite for the investi-
gation of this hypothesis, studies are necessary to determine the optimal
sampling rate for tracking the suicidal processes. If the sampling rate is set
too low, the process would be too coarse-grained, and relevant infor-
mation about the process could be lost. If the sampling rate is set too high,
the participants would be unnecessarily overloaded. Furthermore,
empirically valid definitions and assessments of suicidal states are necessary.
Although there are some indications of different suicide-related states in
the suicidal process, a detailed empirical (qualitative and quantitative)
investigation and a conceptual operationalization of what constitutes these
states is not yet available (for first suggestions concerning acute suicidal
states see Rogers, Galynker, Yaseen, DeFazio, & Joiner, 2017).

In a next step, the actual positive impact of real-time process feedback
about critical fluctuations on suicide risk assessment and treatment of
suicidal clients must be clarified in further studies. As mentioned above,
from a nonlinear dynamic perspective, feedback on critical instabilities in
suicidal dynamics could be helpful for suicide risk assessment and the
treatment of suicidal clients, because they hint at moments sensitive to
therapeutic change as well as the emergence of suicidal states. Further-
more, the investigation of control parameters of suicidal states would be
crucial for suicidal risk assessment and therapy of suicidal clients. Despite
their importance, control parameters of suicidal processes are not yet
known. Since experimental designs under laboratory conditions are
difficult in the context of suicidology (but see Collins, Best, Stritzke, &
Page, 2016; George, Collins, Cao, Stritzke, & Page, 2017), micro-
longitudinal data collected via electronic diaries could provide a meth-
odological alternative. Such data allows the investigation of temporal
relationships between potential control parameters and qualitative changes
in system dynamics. According to Haken and Schiepek (2006), an
important hint for the identification of control parameters in time series
could be that control parameters would be expected to change more
slowly than order parameters and order parameters would change more
slowly than enslaved elements.
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Regarding the need for further research on an NDS model of suicidal
processes, the importance of electronic diaries has already been
mentioned. Independent of an NDS perspective, there are a number of
other suicidological research topics whose investigation could be driven
forward with such micro-longitudinal data (see Kleiman & Nock, 2018).
Moreover, electronic diaries can be useful for the treatment of suicidal
clients in several ways. For example, continuous monitoring of suicidality
could improve suicide risk assessment, because suicide risk is not always
assessed the same by clients and clinicians (Bewick, McBride, & Barkham,
2006). If electronically assessed suicidality is reported to the clinician on a
regular basis, errors in judgment could be corrected. Furthermore, process
feedback allows for an early identification of non-responders, thereby
enabling the modification of treatment in real time. Also, it is likely that
the feedback to clients themselves as well as joint reflections on the process
also contribute to improvement (Harmon, Hawkins, Lambert, Slade, &
Whipple, 2005). Data from monitoring could be useful in helping accu-
rately reconstruct the process between treatment sessions in detail with
reduced recall bias (e.g., enhanced recall of information that is congruent
with one’s mood, and vice versa). This might reveal forgotten positive
experiences that convey a sense of hope (Wenze & Miller, 2010).
Moreover, the data may give insights into activities that may benefit cli-
ents’ emotional well-being and thus support an experience of self-efficacy
and encourage self-management skills (Wichers et al., 2011) that might
lead to a reduction in hopelessness (Wenzel & Beck, 2008). Additionally,
process feedback may draw attention to environmental contingencies and
triggers (Wenze & Miller, 2010). This might improve the quality of case
formulation, behavior modification, and the client’s episodic memory for
triggers or warning signs (Lynch, Chapman, Rosenthal, Kuo, & Linehan,
2006). Repeated self-assessments may also increase emotional awareness
and competencies in meta-cognition, as well as the awareness of suicide-
specific warning signs. This is concordant with studies that found a
positive association between continuous monitoring and aspects of
emotion regulation (Kauer et al., 2012; Reid et al., 2013). Furthermore,
continuous self-monitoring allows for combining with tele-health appli-
cations, which might improve outcomes (Kasckow et al., 2015).

To sum up, the NDS approach to the suicidal process may open up
novel and powerful new theoretical ways to understand the risk and
resiliency for suicidality and may establish the basis for more effective sui-
cide prediction and interventions.
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CHAPTER 7

Connectedness and suicide
Bita Zareian, E. David Klonsky
University of British Columbia

Most theories of suicide focus on factors that cause suicide ideation and
attempts, such as pain, hopelessness, and social isolation, as opposed to
factors that make life worth living (Klonsky, Saffer, & Bryan, 2018).
Similarly, research has focused far more on risk factors for suicide than
protective factors (O’Connor & Nock, 2014). However, most people who
develop suicide ideation do not make suicide attempts, and most people
who make suicide attempts do not go on to die by suicide (Klonsky, May,
& Saffer, 2016). In short, most people struggling with suicidality end up
living long, productive lives.

Even and especially for those struggling with painful adversities and
emotions, it is important to understand what makes life worth living and
what keeps people alive. In this chapter we focus on one such construct:
connectedness. First, we briefly describe the role of connectedness in major
suicide theories; second, we review at length the empirical research on four
forms of connectedness that are protective against suicide; third, we
conclude by considering contemporary perspectives on connectedness and
its measurement.

Connectedness in major theories of suicide

While seminal theories of suicide have focused on risk factors and causes of
suicide, they also have implications for factors that might protect individuals
from suicide ideation and attempts. For instance, Durkheim (1951) suggests
that low social integration causes reduced sense of meaning and purpose in
life, which in turn elevates suicide risk. His theory suggests that having
connections with other individuals, such as a spouse, as well as with one’s
larger community and society, acts as a protective factor against suicide by
giving the individual a reason to live. More recent theories of suicide have
also focused on the importance of having a sense of connection to other
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people as a protective factor against suicide. Joiner (2005) explains in his
interpersonal theory of suicide that suicide ideation develops when an
individual has a sense of thwarted belongingness and burdensomeness,
suggesting once again that feelings of belonging to one’s loved ones, and
perhaps in a broader sense, to society, might protect the individual from
suicide ideation.

However, connection to other people might not be the only form of
connection that protects individuals from suicide. Durkheim (1951), for
instance, suggests that being connected to a religion can protect an indi-
vidual against suicide by giving a sense of meaning to the individual’s life.
Klonsky and May (2015) also consider connections beyond those to people
in their Three-Step Theory (3ST) of suicide. The first part of the theory
states that individuals who experience both pain and hopelessness are at risk
of developing suicide ideation. However, the second part of the theory
suggests that, in those experiencing pain and hopelessness, connectedness is
protective against escalating suicide ideation. Their definition of connect-
edness is intentionally broad, and includes connections to a job, role, values,
community, or any sense of purpose or meaning that may make life worth
living even in the presence of pain (Klonsky & May, 2015). Thus, there are
many forms of connectedness that hold promise as protective factors against
suicide and provide reasons to live.

Empirical research on four forms of connectedness that
are protective against suicide

While theories have been enormously helpful in conceptualizing the
protective role of connectedness against suicidal thoughts and acts, it is of
course necessary to conduct research and assess the validity of these theo-
retical perspectives. In this chapter we focus on four types of connectedness
that appear to be protective against suicide: (a) a sense of purpose and
meaning in life, (b) relationships, (c) religiosity, and (d) employment. While
these variables can overlap, they each appear to have unique roles in pro-
tecting against suicide, and thus are discussed separately.

Sense of meaning and purpose in life
Many theorists have emphasised the importance of meaning of life for
individuals’ mental health (Frankl, 1985; Seligman, 2011; Wong, 2012).
Almost all of these theories point to the fact that life can have different
meanings for different people: what people perceive as meaningful in life
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varies significantly from person to person. Indeed, empirical research sup-
ports the notion of individualized meanings of life (Glaw, Kable, Hazelton,
& Inder, 2017). Glaw et al. (2017) found that while there were many
factors that participants endorsed as variables that give meaning to their
lives, relationship were the most important and the most frequently
endorsed. Relatedly, Debats (1999) found that the most important reasons
for living for all participants were relationships, lifework, personal well-
being, and self-actualization, and among those, the most frequently
endorsed one among both patients and non-patients was relationships.
Similarly, another group of researchers found that relationships were the
most endorsed area of meaning in life, specifically among patients (Volkert,
Schulz, Brütt, & Andreas, 2014). Taken together, two conclusions can be
drawn from this work: first, relationships contribute to meaning of life for
most people; and second, a variety of other factors also can contribute to
meaning of life and can vary from person to person.

Additional research appears to support a third take-home message:
reduced meaning in life is robust predictor of mental health problems,
depression, and suicide risk. One study found that individuals with mental
health problems find less meaning in life, and those with depression find
even fewer reasons to live compared to individuals with non-depressive
forms of mental health problems (Volkert et al., 2014). Lower senses of
purpose and meaning have also been linked to eating disorders (Marco,
Cañabate, Pérez, & Llorca, 2017) and histories of childhood abuse (Lamis,
Kapoor, & Evans, 2018). In addition, research has found that having a sense
of meaning and purpose in life is negatively correlated with suicide ideation
(Harlow, Newcomb, & Bentler, 1986). Similar results have been found
among children, adolescents, and older adults (Heisel & Flett, 2016; Tan,
Chen, Xia, & Hu, 2018; Wilchek-Aviad, 2015). Likewise, individuals with
histories of suicide attempts report fewer life goals and purposes than those
without a history of suicide attempt (Rodríguez, Salvador, & García-
Alandete, 2017). All in all, research suggest that stronger perceptions of
meaning in life and sense of purpose are protective factors against mental
health problems generally and suicide ideation and attempts specifically.

Relationships
A great deal of research has focused on loneliness and isolation as risk factors
for suicide ideation and attempt. For instance, research has found that
individuals who live on their own are at heightened risk of suicide attempt,
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in comparison to individuals who live with family members (Denney,
2010). Conversely, having to care for a young child seem to act as a pro-
tective factor against suicide attempt (Denney, 2010). However, the extent
to which living with others acts as a protective factor against suicide de-
pends on many specifics, such as the nature of the relationships to others
and the family structure and dynamics (Frey & Cerel, 2015).

Marriage. One form of relationship that has been studied frequently in
relation to suicide risk is marriage. Research has most often found that
individuals who are married are less likely to attempt suicide (Cheng, Chen,
Chen, & Jenkins, 2000; Denney, Rogers, Krueger, & Wadsworth, 2009;
Duberstein, Conwell, Conner, Eberly, & Caine, 2004) than those who are
divorced, separated, or never married (Boardman, Grimbaldeston, Handley,
Jones, & Willmott, 1999; Denney et al., 2009). Divorced individuals seem
to be at the highest risk of suicide in comparison to other non-married
groups of individuals (i.e., widowed and never married) and married in-
dividuals (Kyung-Sook, SangSoo, Sangjin, & Young-Jeon, 2018), sug-
gesting that rejection of connectedness may be particularly harmful. In
contrast, results for widowed individuals is mixed (Denney et al., 2009;
Kposowa, 2000; Park, Lee, & Kim, 2018; Smith, Mercy, & Conn, 1988),
with some studies suggesting that these individuals are not at a greater risk
of suicide than married individuals (Kposowa, 2000).

Interestingly, the relationship between suicide and marital status may
vary by key demographic factors. A few studies find that marriage is a
stronger protective factor for males than females (Cantor & Slater, 1995;
Denney et al., 2009; Kposowa, 2000). A recent meta-analysis found that
divorce and widow-status increased suicide risk for men more than women
(Kyung-Sook et al., 2018). Furthermore, this study found that age was also
acting as a moderator variable, with non-married individuals (i.e., single,
divorced, widowed) younger than 65 years old, especially females, at
greater risk of suicide compared to non-married older than 65 years old. In
other words, marriage seems most protective for younger individuals.

Of course, the quality of the relationship between romantic partners is
also a variable that should be considered in assessing the relationship be-
tween marital status and suicide. As mentioned before, divorced individuals
have the highest risk of suicide in comparison to individuals with other
marital status, such as never-married individuals (Kyung-Sook et al., 2018),
suggesting that perhaps conflict that results from divorce might contribute
to the risk of suicide. Similarly, recent separation, recent bereavement, and
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having conflict and difficulties in relationships with the romantic partner all
significantly increased the risk of suicide (Bastia & Kar, 2009; Boardman
et al., 1999; Duberstein, 2004; Gururaj, Isaac, Subbakrishna, & Ranjani,
2004). These findings suggest that, while being married protects the in-
dividuals from suicide, having conflict in that relationship can have the
reverse effect.

Parenthood. In addition to marriage, having children has been found to
act as a protective factor against suicide (Denney, 2010). This relationship
appears to be especially true for parents with younger children (Qin &
Mortensen, 2003). Similar to the protective effect of marriage on risk of
suicide, there seems to be a gender difference in the relationship between
parenthood and suicide: mothers benefit from the protective effect of
having children more than fathers (Krüger, Priebe, Fritsch, & Mundt, 2017;
Qin & Mortensen, 2003). In their research, Qin and Mortensen (2003)
found that for men, having children acted as protective factor only during
the first year after the child’s birth; in contrast, mothers were protected
against suicide even when the children had reached the age of 18. Similarly,
Krüger et al. (2017) found that while incarcerated mothers were at lower
risk of suicide attempt in comparison to incarcerated females without
children, incarcerated fathers did not differ from their childless male
counterparts in risk of attempting suicide. Furthermore, research suggests
that not only is having any children protective, but having more children is
correlated with a reduced risk of suicide, a relationship that also seems to be
stronger in females (Qin & Mortensen, 2003).

Another important factor in the association between parenthood and
suicide is the quality of the parent-child relationship. Unfortunately, the
research on the effect of parent-child relationship quality on parent’s suicide
risk is thin. One study found that, for parents without a history of mental
illness, having a child diagnosed with a mental illness increases the risk of
suicide (Qin & Mortensen, 2003), suggesting that the stress and relationship
difficulties associated with raising a child with mental health problems,
nullifies the protective effect of having a child. Furthermore, parents’ sui-
cide attempts are reported to frequently have been preceded by a conflict
with a child or a conflict with the spouse about children (Cerel, 2006).
More research is needed to further clarify the protective role of parenting
against suicide.

Family Factors. Though living with (as opposed to without) family
members appears to be protective against suicide (e.g., Boardman et al.,
1999; Duberstein, 2004), there are many family composition variables that

Connectedness and suicide 139



appear to influence suicide risk. In general, having larger families is pro-
tective against suicide, presumably because they afford more and richer
opportunities for connection (Denney, Rogers, Krueger, & Wadsworth,
2009). However, being an oldest sibling increases risk for suicide, as does
having more siblings (Çetin, 2001). More research is needed to clarify the
sibling characteristics that increase and decrease suicide risk. Similarly, the
relationship between suicide and number of parents at home is not clear.
Some studies have found that children in one parent families are at
increased risk of suicide attempt (Hollis, 1996). However, other studies
have found that the number of parents that a child lives with is unrelated to
suicide risk once other variables, such as age and gender, are controlled for
(Lin, Lin, Hsieh, & Chang, 2014).

Extensive research suggests that the quality of family relationships is
important for suicide risk. Research has consistently found a negative
correlation between quality of parent-child relationship and suicide ideation
in children (Chiu, Tseng, & Lin, 2017; Feng, Waldner, Cushon, Davy, &
Neudorf, 2016; Lardier Jr, Barrios, Garcia-Reid, & Reid, 2016). For
instance, Feng et al. (2016) found that school children who reported an
excellent relationship with their parents were less likely to have suicide
ideation in comparison to children who had moderate or poor relationship
with their parents, suggesting that good parent-child relationship can
protect against suicide ideation. Relatedly, Barzilay et al. (2015) found that
while the effect of belongingness to parents was significantly related to
suicide ideation, sense of belonging to peers was not. This finding
emphasizes the importance of parent-child relationship in risk of suicide.
Moreover, research has found that quarrelsome and disharmonious family
environments significantly contribute to risk of suicide ideation (Chiu et al.,
2017), even after controlling for variables such as depression (Hollis, 1996;
Lin et al., 2014); thus, the relationship between parents not only affects the
relationship of the parents with their child, but the child’s suicide risk.

Social support. Apart from the family, one’s extended social network also
seems to play a role in protecting against suicide (King & Merchant, 2008).
Johnson et al. (2002) found that, after controlling for demographic vari-
ables, not having close friends, having difficulty making new friends, and
frequent argument and anger toward friends are associated with attempting
suicide in late adolescence and early adulthood. Relatedly, among adoles-
cent psychiatric inpatients, low level of close friendship and higher levels of
peer rejection were associated with suicide ideation (Prinstein, Boergers,
Spirito, Little, & Grapentine, 2000). There also seems to be some gender
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differences in the association between social network and suicidality among
adolescent (Bearman & Moody, 2004; Kerr, Preuss, & King, 2006). A study
found that adolescent girls, and not adolescent boys, were more likely to
have suicide ideation if they were isolated from their peers or had intran-
sitive friendships (Bearman & Moody, 2004). Furthermore, while attending
a school with dense social networks protected adolescent girls from suicide
ideation, it protected adolescent boys from suicide attempt (Bearman &
Moody, 2004).

Apart from the effect of peer support in protecting adolescents from
suicide, feeling of connectedness with school defined as “the belief by
students that adults in the school community care about students’ learning
and about them as individuals” (Waters & Cross, 2010) seems to also protect
adolescents from suicide ideation and attempt (Kidger, Araya, Donovan, &
Gunnell, 2012; Marraccini & Brier, 2017). One study found that perceived
teacher support decreased the risk of suicide among Latino adolescents by
23% (De Luca, Wyman, & Warren, 2012). Similarly, a study on South
African adolescents showed that higher perceived teacher support was
associated with lower risk of suicide (Peltzer, 2008). Therefore, it seems
like, perceiving the support of adults other than the parents in adolescent’s
life can act as another barrier against suicide.

Social support seems to also act as a protective factor for adults (Endo
et al., 2014; Hollingsworth et al. 2018; Xie et al., 2018). A study found that
social connectedness, as measured by the number of past and present
affiliations with social groups, and social support, measured by items such as
“My friends really try to help me” (Zimet, Dahlem, Zimet, & Farley,
1988), were both inversely associated with suicide ideation, and both
relationships were mediated by perceived burdensomeness among adults
(Hollingsworth et al., 2018). However, this study has not differentiated
between the effectiveness of different sources of support, and therefore, it is
not clear whether the effectiveness of social support in this study is only
because of perceived support from family members, or that other sources of
support are also contributing to its protective effect. A study that has
differentiated between sources of support found that in a sample of adults in
Japan, lifetime and current suicide ideation were both associated with lower
perceived social support and lower satisfaction with the quality of received
support (Endo et al., 2014), and that other than family support, perceiving
support from the neighbors, was the only factor negatively associated with
suicide ideation (Endo et al., 2014). A study, assessing the role involvement
in organized community groups as a proxy of social support, and the role of
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having a sense of community in protecting against suicide ideation, found
that both social support and having a sense of community were correlated
with lower level of suicide ideation at baseline; further, after controlling for
host of other variables, higher availability of social support was associated
with lower likelihood of developing suicide ideation in the follow up
(Handley et al., 2012).

Similar relationships between social support and suicide has been found
in older adults (Chang, Chan, & Yip, 2017). A longitudinal study in older
age adults found that smaller social network size was associated with an
increased likelihood of developing suicide ideation in the follow up
(Lapierre et al., 2012). Relatedly, another study found that older adults
who have higher number of friends and relatives or have more frequent
visits from friends or relatives were less likely to have thoughts of death or
suicide ideation (Bartels et al., 2002). Moreover, in a sample of older
adults, participation in community activities was associated with reduced
likelihood of having suicide ideation (Saïas, Beck, Bodard, Guignard, &
Roscoät, 2012).

Therapeutic alliance. There is evidence for the effectiveness of different
types of therapies in reducing suicide ideation and attempt (Lieb, Zanarini,
Schmahl, Linehan, & Bohus, 2004; Liberman & Eckman, 1981). How-
ever, because very different approaches from very different theoretical
backgrounds have been found to be effective in reducing suicide ideation,
some have suggested that a factor common to these different therapies may
account for at least some of their effectiveness: therapeutic alliance
(Dunster-Page, Haddock, Wainwright, & Berry, 2017; Michel et al.,
2011). One study showed that, across both behavioral and non-behavioral
forms of therapy, therapist-rated therapeutic alliance was associated with
reduced risk of suicide attempt among clients (Bedics, Atkins, Harned, &
Linehan, 2015). Similarly, a study assessing the effect of the Attempted
Suicide Short Intervention Program on patients with a recent suicide
attempt found that better therapeutic alliance predicted lower suicide
ideation at 12-month and 24-month follow-ups (Gysin-Maillart, Schwab,
Soravia, Megert, & Michel, 2016). Furthermore, perceiving the thera-
peutic relationship as collaborative has been found to be associated with
decreased suicide ideation (Ilgen et al., 2009). A meta-analytic review of
the relationship between therapeutic alliance and suicidal thoughts and
behaviors found that the risk of both suicide ideation and attempt is
reduced by a stronger therapeutic alliance (Dunster-Page et al., 2017).
Results suggest that a strong and positive relationship between therapist
and client is a protective factor against suicide.
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Religion
Decades of research suggests that religiosity is associated with reduced risk
of suicide ideation and suicide attempt (Dervice et al., 2004; Martin, 1984;
Kleiman & Liu, 2014). There have been several proposed direct and
indirect mechanisms examined through which religiosity may act as a
protective factor against suicide (Gearing & Lizardi, 2009).

Increased social connectedness. Being affiliated with a religious group and
clergy can expands one’s social network and can increase the perceived
quality of relationships within the social network (Ellison & George, 1994).
Furthermore, it has been suggested that being connected to “religious
professionals” provides an additional layer of social support (Ellison, Vaaler,
Flannelly, & Weaver, 2006). As explored extensively in previous sections,
research has shown that an increase in social connectedness can act a pro-
tective factor against suicide. Based on these findings, it seems reasonable to
think that religiosity can act as a buffer against suicide ideation and attempt
via increasing opportunities for social support. Consistent with this
hypothesis, a study found that public religiousness, and not private reli-
giousness, was associated with reduced suicide ideation, and this relationship
was mediated by the extent of social support (Robins & Fiske, 2009).

Relatedly, another study found that those who felt closer to their
church members and interacted with their church members more
frequently had a reduced likelihood of suicide ideation. However, fre-
quency of interaction with church members was rendered insignificant
when closeness to church members was controlled for (Chatters, Taylor,
Lincoln, Nguyen, & Joe, 2011). Interestingly, this study found that those
with a history of suicide attempt were more likely to report more frequent
interactions with their church members, suggesting that, perhaps,
individuals with a history of suicide attempt, seek an increase connect-
edness to life through interacting with their church members (Chatters
et al., 2011).

Fear of punishment and moral objection to suicide. Most religions consider
suicide a sin and prescribe punishments for an individual who attempts
suicide. As a result, strong religious beliefs might act as a protective factor
against suicidality (Gearing & Lizardi, 2009). Consistent with this hy-
pothesis, research has found that religions that consider suicide unforgivable
and a greater sin, like Islam, are associated with lower suicide rates than
religions that are more forgiving of suicide, like Hinduism (Ineichen, 1998).
Furthermore, moral objection to suicide is one of the variables that have
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been found to be negatively associated with both suicide ideation and
suicide attempt, and the associations remained significant after controlling
for demographic variables and other religion-related variables (Dervice
et al., 2004; Dervice at al., 2011; Jongkind, van den Brink, Schaap-Jonker,
van der Velde, & Braam, 2018). Furthermore, moral objections to suicide
has also been found to be associated with lower levels of suicide risk factors
such as depression, hopelessness, impulsivity, and anxiety, lower likelihood
of suicide attempts, and more reasons for living (Lizardi et al., 2008).

Sense of meaning and purpose in life. Durkheim (1951) proposed that one
of the factors contributing to the protective effect of religion against
suicide is meaning and purpose. In other words, religion may provide
individuals with an enhanced sense of purpose and meaning in life. Stack
(1983) suggests that religion can provide meaning and purpose for one’s
suffrage. Religion depicts life’s ups and downs as tests from God.
Therefore, individuals with strong religious beliefs are likely to see their
problems and pains not merely as reasons for unhappiness but as an integral
part of a larger, meaningful context (Stack, 1983). In a qualitative study of
individuals with psychotic disorders, half of these participants reported that
religion is a protective factor for them against suicide because it gives them
hope and a sense of meaning in life. Similarly, quantitative research sug-
gests that giving meaning to life is one of the most important factors that
contributes to protective effect of religion against suicide (Heisel & Flett,
2008).

Reduced risk factors for suicide. Gearing and Lizardi (2009) proposed that
being religious can indirectly reduce risk of suicide attempt by reducing
maladaptive behaviors and substance abuse that increase risk. Research has
also supported this idea showing that those who are more religious are less
likely to be aggressive (Mann, Bortinger; Oquendo, Currier, Li, & Brent,
2005), smoke (Martin, Kirkcaldy, & Siefen, 2003), and drink alcohol
(Marsiglia, Ayers, & Hoffman, 2012), all of which has been linked to sui-
cidal thoughts and behaviors.

Type of religion. Not all religions protect against suicide ideation and
attempt to the same extent (Gearing & Lizardi, 2009). Suicide seem to be
less prevalent among countries with majority Muslims or Jewish popula-
tion (Levav & Aisenberg, 1989; Stack & Kposowa, 2011), and some
research has shown that risk is lower among Muslims in comparison to
Jewish populations (Levav & Aisenberg, 1989). Reasons for differences
among religions are not completely clear. However, there might be
several explanations. One possible explanation is that religions differ in
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how strictly they prohibit suicide. While suicide is considered a sin in
Chritianity, Islam, and Judaism, the Christian prohibitions against suicide
seem less strict as compared to Islam and Judaism (Gearing & Lizardi,
2009). For instance, while historically suicide has been considered a sin in
Christianity (Gearing & Lizardi, 2009), the current view of Catholic
Church (1994) is that for an act to be considered a sin, the executer of the
act should be mentally competent. As a result, Gearing and Lizardi (2009)
suggest that since suicide most often is considered a result of a mental
illness, some Christians might not interpret it as a sin. However, this is not
always the case in Islam and Judaism. In Judaism, some orthodox sources
consider suicide a sin greater than homicide (Herring, 1984). Similarly,
Quran considers suicide a great sin, and some Islamic countries still
consider suicide as a crime (Al-Jahdali et al., 2004). This might result in
both reduced suicide rates out of fear of punishment and stigma, as well as
potential under-reporting of suicide in these countries (Al-Harrasi, Al
Maqbali, & Al-Sinawi, 2016). On the other hand, some religions such as
Hinduism have a less clear stance on suicide. Gearing and Lizardi (2009)
explain that while suicide is discouraged in Hinduism, Hinduism’s phi-
losophy of reincarnation might suggest a more tolerant stance on suicide.
The fact that suicide rates are higher in religions such as Hinduism, which
has a more ambivalent stance on suicide (Kamal & Loewenthal, 2002),
compared to religions that do consider suicide a sin (Ineichen, 1998;
Kamal & Loewenthal, 2002) support the idea that religious conviction and
fear of punishment in afterlife may protect against suicide.

God representation. Jongkind et al. (2018) define God representation as a
“mental representation of personal relationship with God, and cognitions
and emotions toward God”. Previous research has shown that being
fearful of God, feeling wronged by God, and believing in a punishing God
are associated with negative mental health outcomes, such as depression,
general anxiety disorder, social anxiety disorder, paranoia, and obsessive-
compulsive disorder (Braam et al., 2008; Braam et al., 2014;
Schaap-Jonker, van der Velde, Eurelings-Bontekoe, & Corveleyn, 2017;
Silton, Flannelly, Galek, & Ellison, 2014). Conversely, having a positive
perspective of God has been shown to be associated with more positive
mental health outcomes and less sever mental health problems (Braam
et al., 2008, 2014; Schaap-Jonker et al., 2017; Silton et al., 2014).
Although the relationship between suicidality and God representation has
not been thoroughly investigated, one study found that God representa-
tion was significantly related to suicide ideation; specifically, a positive and
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supportive God representation was associated with less suicide ideation,
whereas a passive, angry, and anxiety-provoking God representation was
associated with more suicide ideation (Jongkind et al., 2018). After con-
trolling for demographic and other religion variables, the relationship
between God representation and suicide ideation remained significant.

Religious salience. People who identify as belonging to a religion may still
have important differences in religious salience, defined as the extent to
which religion is significant in individual’s day to day life (Jongkind et al.,
2018). Religious salience has been found to be negatively correlated with
suicide ideation (Jongkind et al., 2018; Kralovec, Kunrath, Fartacek,
Pichler, & Ploderl, 2018). However, the protective effect of religious
salience against suicide does not appear to remain once other demographic
and religion-related variables are controlled for (Jongkind et al., 2018),
suggesting that the relationship between religious salience and suicide
ideation is mediated by third variables, such as social support or frequency
of religious attendance (Edgell, Tranby, & Mather, 2013; Rushing, Cor-
sentino; Hames, Sachs-Ericsson, & Steffens, 2013).

Frequency of religious attendance. While some studies have not found an
association between frequency of religious attendance and suicidal thoughts
and behavior (Jongkind et al., 2018), other studies find that frequency of
religious attendance it related to reduced likelihood of suicide attempt, even
after controlling for the role of perceived social support (Rasic et al., 2009;
VanderWeele, Li, Tsai, & Kawachi, 2016). Consistent with this latter
finding, a longitudinal study found that individuals who had higher fre-
quency of religious attendance were prospectively less likely to attempt
suicide, even after controlling for physical and mental health problems,
social support, and socioeconomic status (Rasic, Robinson, Bolton, Bien-
venu, & Sareen, 2011). Furthermore, a retrospective study found that those
who died by suicide were less likely to have had religious participation
compared to those who had died by natural causes e a difference that
remained reliable even when controlling for social support (Nisbet,
Duberstein, Conwell, & Seidlitz, 2000).

Frequency of prayer. Findings regarding the protective nature of praying
on suicide risk is mixed. Whereas some studies have found that frequency
of prayers is negatively correlated with suicide ideation (Kralovec et al.,
2018), other studies have not found an association between private reli-
gious practices such as prayer and suicide related variables (Rushing,
Corsentino, Hames, Sachs-Ericsson, & Steffens, 2013). Jongkind et al.
(2018) found that frequency of prayers was inversely correlated with
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suicide ideation, suggesting a protective effect, however this relationship
was rendered nonsignificant once demographic variables and other aspects
of religiosity were controlled for. Results suggest that frequency of prayers
may not have a direct relationship to or effect on suicide ideation.

Demographic moderators. Some demographic variables such as age and
gender seem to affect the relationship between religiosity and suicide. For
example, the protective effect of religion may be most pronounced among
older adults (Wu, Wang, & Jia, 2015). A possible explanation is that older
adults have suffered many losses of connection (e.g., children moving out,
losing job due to retirement, deaths of friends) that increase their suicide
risk; as a result, religion plays a stronger protective factor against suicide in
this population (Wu et al., 2015). However, studies in elderly population
has shown that the protective effect of religiosity on suicide ideation is only
partially explained by increased social support (Rushing et al., 2013), sug-
gesting that other aspects of religiosity such as perceived meaning in life
help religion protect against suicide in this population.

Gender also appears to moderate the relationship between suicide and
religion. For instance, Ozdel et al. (2009) found that among suicide
attempters, females but not males were more likely to have lower religious
beliefs. Similarly, another study found that religion was a stronger protec-
tive factor against suicide ideation in females, in comparison with males
(Kralovec et al., 2018). For instance, frequency of religious attendance and
prayers, as well as believing in the existence of god, was inversely associated
with suicide ideation in females, but not in males. Furthermore, almost all
aspects of religiosity were associated with increased belongingness in fe-
males, and with reduced capability for suicide in males (Kralovec et al.,
2018), suggesting that religiosity might be acting as protective factor against
suicidality through different pathways in different genders.

Employment
Literature on the relationship between employment and suicide has mostly
focused on assessing employment as a risk factor for suicide. In fact, un-
employment has consistently been found to be associated with elevated risk
of suicide (Kraut & Walld, 2003; Milner, Page, & LaMontagne, 2014).
These studies suggest that employment on its own can act as a protective
factor against suicide ideation. Some have suggested that particular factors
related to employment, such as type of employment or security of
employment, are also important for suicide risk; the available research on
these factors is reviewed below.
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Type of occupation and skill. A recent meta-analytic review of suicide rates
among different vocations found that clerical support workers and highly
skilled managers had lower rates of suicide, suggesting that these types of
jobs can potentially act as protective factors against suicide (Milner, Spittal,
Pirkis, & LaMontagne, 2013). Furthermore, they found that, jobs requiring
low skill levels were associated with elevated risk of suicide. Interestingly,
however, jobs requiring higher skill levels were not associated with reduced
risk of suicide in comparison to the average rate of suicide across different
occupations.

Job security. Studies assessing the relationship between job security and
suicide consistently find that individuals with low job security are at greater
risk of suicide (Han, Chang, Won, Lee, & Ham, 2017; Kraut & Walld,
2003; Min, Park, Hwang, & Min, 2015). For instance, in a study across
Europe, higher expectation of job loss in next 12 months was associated
with elevated risk of suicide (Yur’yev, Värnik, Värnik, Sisask, & Leppik,
2012). This suggests that having a sense of stability and job security might
act as a protective factor against suicide. Furthermore, some of these studies
found that the relationship between job security and suicide was much
stronger among male participants (Han et al., 2017; Yur’yev et al., 2012),
hinting at a gender difference in the association between suicide and job
security.

Connection to job. Connection to a job or a sense of responsibility to
others can have an important protective role against suicide (Jobes & Mann,
1999). Some jobs more than others induce a sense of camaraderie and
purpose, and come with strong organizational and social support at work.
Examples may include soldiers in military, firefighters, and police (Stanley,
Hom, & Joiner, 2016). These jobs can protect against suicide in multiple
ways. Not only do they offer a strong sense of belonging and purpose,
which can act as a protective factor against suicide, but because they can
give individuals a sense of purpose and may reduce the sense of perceived
burdensomeness that sometimes motivates suicide (Stanley et al., 2016).

Research on the relationship between military personnel and suicide has
provided some evidence for this argument. For instance, several aspects of
military life seem to protect soldiers from suicide, including: leadership,
positive military attitudes, and unit cohesion (Hourani et al., 2018).
Relatedly, among US Air Force personnel, dissatisfaction with lifestyle
associated with being an Air Force employee was a predictor of suicide
ideation among males, and this relationship was strongest among married
men (Langhinrichsen-Rohling, Snarr, Slep, Heyman, & Foran, 2011).
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Furthermore, among female employees of the Air Force, satisfaction with
the workplace relationship was a predictor of suicide ideation. Notably, the
associations between these workplace variables and suicide risk indicators
remain even after controlling for family support and social support
(Langhinrichsen-Rohling et al., 2011).

Contemporary perspectives on connectedness and its
measurement

Recently, Klonsky et al. (2016) advocated for a particular framework to
inform all of suicide research, theory, intervention, and prevention: The
Ideation-to-Action Framework. This framework emphasizes that a) the
development of suicide ideation and b) the progression from suicide
ideation to potentially lethal suicide attempts are separate processes with
separate explanations and predictors. Therefore, to better understand sui-
cide and prevent suicide attempts, we need to gain a better understanding
of the distinct factors that contribute to these distinct processes, and any
intervention should be clear about which of its mechanisms are meant to
reduce ideation and which are meant to impede the transition from idea-
tion to attempts (Klonsky et al., 2016).

More recent theories of suicide, such as the interpersonal theory (Joiner,
2005), integrated motivational-volitional (O’Conner, 2011), and Three-
Step Theory of suicide (Klonsky & May 2015), are positioned within this
framework. These perspectives are sometimes collectively referred to as
ideation-to-action theories of suicide (Klonsky et al., 2016). Of note,
connectedness plays a prominent role in each of these theories.

Joiner’s interpersonal theory of suicide posits that for an individual to
develop suicide ideation, they need to perceive reduced sense of belonging
to others (i.e., thwarted belongingness) and to perceive themselves as a
burden to others (i.e., perceived burdensomeness; Joiner, 2005). This
theory further explains that for an individual to progress from suicide
ideation to suicide attempt, they need to develop acquired capability for
suicide. Joiner (2005) explains that attempting suicide involves overcoming
fears of pain, injury, and death that are barriers to attempting suicide. One
way individuals overcome this fear, is through habituation to pain and
anxiety associated with harming oneself through experiences such as non-
suicidal self injury. This habituation to fear and anxiety associated with
suicide attempt, in known as acquired capability for suicide.
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In Joiner’s theory, both factors required for the development of suicidal
desire, thwarted belongingness and perceived burdensomeness, involve
connectedness to others. Joiner suggests that the presence of either can
cause passive suicidal ideation, but that the combination of thwarted
belongingness and perceived burdensomeness is particularly pernicious and
likely to lead to active suicidal desire.

The second ideation-to-action theory of suicide is the integrated
motivational-volitional model (O’Connor, 2011). O’Connor (2011) pro-
poses that the motivational phase (i.e., suicide ideation) is a product of
feeling entrapped, where killing oneself is seen as the only avenue through
which the individual can escape. These feelings of being trapped are often
the result of defeat and humiliation experienced in one’s life. The transition
from defeat and humiliation to entrapment and from entrapment to suicide
ideation are facilitated by specific moderators (O’Connor; 2011). Faced
with defeat and humiliation, factors such as lower problem-solving abilities,
less effective coping skills, or having negative cognitive biases, can act as
moderators through which the individuals might develop feelings of
entrapment. In turn, motivation moderators, factors such as thwarted
belongingness, burdensomeness, and low social support, result in the
development suicide ideation as a solution to feeling entrapped (O’Connor,
2011). Finally, progression from motivation phase to volitional phase, or in
other words progression from suicide ideation to attempt, is facilitated by
volitional moderators, which according to O’Connor (2011) are factors
such as impulsivity, access to means, and fearlessness about death.

Once again, we can see the prominent role of connectedness in
developing suicide ideation. The role of connectedness is specially pro-
nounced in motivational moderators that helps individuals progress from
feeling entrapped to developing suicide ideation. According to O’Connor
(2011), having connection to other individuals can offer avenues other than
suicide through which the individual can escape entrapment, and as a result
can prevent or alleviate suicide ideation.

The Three-Step Theory of suicide (Klonsky & May 2015), is the most
recent ideation-to-action theory of suicide. In this theory, Klonsky and
May (2015) suggest that pain and hopelessness are both required for
development of suicide ideation. However, to progress from moderate
suicide ideation to strong suicide ideation, one’s pain needs to outweigh
one’s connectedness. The Three-Step Theory defines pain and connect-
edness more broadly than previous theories of suicide. In the context of
Three-Step Theory, pain can result from myriad sources, including social
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isolation, perceived burdensomeness, thwarted belongingness, feelings of
entrapment, or even physical pain. Connectedness is also defined more
broadly and includes factors such as connection to other people, a job, a
role, or anything that gives a sense of purpose and meaning to life (Klonsky
& May 2015). Finally, to progress from suicide ideation to attempt, one
needs to have capability to attempt suicide. Capability can be acquired
capability as defined by Joiner (2005) in interpersonal theory, or can be
practical capability (e.g., access to firearms) or dispositional capability (e.g.,
low pain sensitivity).

Once again, we can observe the importance of connectedness in
developing suicide ideation. According to Three-Step Theory, reduced
connectedness can result in psychological pain, and as a result, can
contribute to development of suicide ideation. Reduced connectedness can
also reduce hope for a better future. At the same time, strong connectedness
can act as a protective factor against developing strong suicide ideation in
those otherwise experiencing pain and hopelessness. Even for someone
who experiences pain in day to day life, and who is hopeless about the pain
stopping, a sense of strong connectedness can make life worth living.

Given the prominent role of connectedness in theories of suicide,
careful thought has gone into delineating and measuring this construct.
There have been some recent efforts to develop measures of connectedness
that are well-matched to the forms of connectedness highlighted in recent
theories of suicide. For instance, Van Orden, Cukrowicz, Witte, and Joiner
(2011) developed Interpersonal Needs Questionnaire (INQ) to assess
perceived burdensomeness and thwarted belongingness, variables that in
interpersonal theory of suicide (Joiner, 2005) contribute to development of
suicide ideation. While INQ has been used extensively to measure
connectedness in the context of suicide research, it only focuses on
connectedness to other individuals and does not address connection to
other aspects in individuals’ life that can give them a sense of purpose and
meaning, and as a result, might prevent them from developing suicide
ideation. As Klonsky and May’s (2015) Three-Step Theory of suicide
proposes, individuals can feel connected to life through a sense of
connection to others as well as factors such as roles, projects or interests.
However, this definition of connectedness is broader than other definitions,
and a challenge will be to develop a measure that covers the entire construct
and not just a part. So far research has used the INQ belongingness subscale
to measure connectedness for the purpose of testing the Three-Step Theory
(Klonsky & May 2015).
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Even beyond the Three-Step Theory, there is a need to develop suf-
ficiently broad measures of connectedness. Over and over again connect-
edness features prominently in theories of suicide, though in different
forms. Moreover, as illustrated in our research review, connectedness can be
conceptualized in different ways e connection to people, to religion, to
employment, to a sense of meaning e and each of these versions of
connection have been found to be protective against suicide risk. There-
fore, a useful next step in the field might be to develop a measure of
connection that is sufficiently broad and multi-dimensional, and that can
therefore cover the different forms of connectedness that have been
emphasized in theories and examined in various studies on suicide risk.
Through better measurement we can better understand how individuals
perceive and value connection in their lives, and the role that these con-
nections play not just in suicide risk but in contributing to a life that feels
meaningful and worth living.
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. such hideous fantasies [of suicide], which cause well people to shudder, are to
the deeply depressed mind what lascivious daydreams are to persons of robust
sexuality

Styron (1990, p. 53).

A number of autobiographical accounts have been published by
individuals who have experienced suicidal crises, and much is to be gained
from reading them. In Night Falls Fast, for example, psychologist Kay
Jamison (Jamison, 1999) speaks of a “loss of fundamental innocence” that
occurred when she first began to give serious consideration to suicide as
“the only solution possible to an unendurable level of mental pain” due to
her bipolar illness. Prior to this, she notes, “I knew death only in the most
abstract of senses; I never imagined it would be something to arrange or
seek” (p. 5).

Like Jamison, many mental health professionals (especially younger
ones) will confess to bewilderment at the very idea of someone’s taking
active steps toward ending his or her own life. Needless to say, a helper’s
feeling bewildered by a patient’s psychological experience does little to
facilitate that individual’s feeling understood and working in close alliance
with that helper, especially around such a sensitive issue as suicide.

Indeed, it was this very bewilderment that led me (TE) to pursue a
specialty focus in suicidology that extended through most of a 40-year
career. This seemed a noble cause at the time, although I have since
come to see it as an “arrogant ignorance;” for it is easy for a professional
who has never experienced the awful reality of a suicidal crisis, with all
good intentions, to provide “help” with statements like, “That sounds
painful; tell me more,” statements that are seemingly empathic, but in
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reality conceal that helper’s fundamental view that “It makes no sense for a
person to attempt or die by suicide.” It reminds me of a remark I once
heard at a lecture by the Zen Buddhist philosopher Alan Watts: “Let me
help you lest you drown, said the monkey, placing the fish safely up a tree.”

Although reading gifted authors like Jamison and conducting multiple
studies of the suicidal mind helped me to move in the direction of Orbach’s
instructive to “develop empathy for the suicidal wish,” (Orbach, 2001), my
patients at the Menninger Clinic in Houston stand alone as my best
teachers. The typical patient at Menninger brings with him or her a lifelong
history of struggles with multiple psychiatric disorders and failures of
therapies, whether pharmacological, psychological, or both. Multiple
diagnoses are the rule rather than the exception, including mood disorders,
severe anxiety, substance-related disorders, and personality disorders that
cause severe damage to relationships in personal and work arenas. Treat-
ment histories generally include trials of multiple drugs from various drug
classes, often in combination; neurostimulation treatments such as electro-
convulsive therapy (ECT); multiple hospitalizations (sometimes involun-
tary); and years (sometimes decades) of psychotherapy. Younger patients,
while experiencing fewer years of treatment hardships, often report a
numbing sense of meaninglessness, purposelessness, and cynicism that
challenge even the most seasoned therapists’ fundamental assumption that
life is worth living. It is clear to anyone paying attention that these patients
have not “failed treatment” due to any lack of desire or effort; rather, the
treatments, even when offered by competent, caring professionals, have
failed them. In such a context, it is virtually impossible to maintain the
position that considering suicide “makes no sense.”

It is my view that the commonest mistake by well-meaning helpers
seeking to prevent loss of life due to suicide is to assume that their agenda to
save a life is shared by an individual simply because he or she is in their
office. It is crucial for the clinician to realize that it is the choice to live itself
that makes no sense to an individual who sees no viable alternatives for
relief from suffering.

A lived experience perspective

I (HB) have struggled with suicidal ideation all my life; I am an attempt
survivor who lost her brother to suicide. It’s been a long journey to learn
how to live fully and even while experiencing suicidal thoughts, but a
journey worth taking. I was struggling with wanting to die even as I began
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my work in suicide prevention. Then, at a conference, I met Dr. Kenneth
Tullis. He asked me whether I thought one could become addicted to
suicidal thoughts and behaviors. I suddenly realized that this was what I had
been doing e I’d been using suicide much like I previously used alcohol.
Whenever I was stressed or upset, I knew I could turn my thoughts to
suicide and it would calm and soothe me. I can always kill myself, I’d think.
It provided an escape plan. Because I was in recovery for alcoholism, I was
able to apply the principles of addiction recovery to my thoughts of suicide.

Although this helped, from time to time suicidal thoughts returned. I
was seeing a therapist shortly after my brother died. At first it was bumpy,
and we didn’t talk much about my suicidality because I thought he didn’t
get it. However, somewhere along the line, we began talking about it. On
my own, I learned about cognitive distortions, automatic thinking, and
how to combat those thoughts (Ellis & Newman, 1996), and I learned that I
could talk to my therapist openly about it and we’d figure it out e what
worked and what didn’t. It organically became a collaborative process.
Now, when the thoughts pop up and don’t leave, I’m able to discuss them
either with my therapist or my husband and that’s usually sufficient to
manage them. I don’t fight them as much; I also try not to judge them.
They are part of my life, my being, so I accept them for what they are and
do my best to maintain a healthy life so as not to invite them to stay and
take root.

Theoretical context

Consistent with the general thrust of this volume (see Introduction), we
seek here to describe a therapeutic perspective on suicide that moves away
from a near exclusive focus on “what’s wrong” and preventing suicidal
behaviors, toward an emphasis on cultivating deeper empathic insight into
the individual’s experience of suicide, in service of a deeper, more effective
relationship between the professional helper and the individual. This is not
in any way to abandon a commitment to saving lives, nor to deny con-
tributions of psychological impairments to suicidality (see, for example, Ellis
& Rutherford, 2008), but to seek a more balanced perspective in hopes of
enhancing therapeutic processes.

Building blocks for a less exclusively pathology-oriented perspective on
suicide can be found in at least three bodies of work. In his groundbreaking
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work on Rational-Emotive Behavior Therapy (REBT), Albert Ellis (no
relation) (1994) posited that, while disturbed emotion and behavior can be
reduced by modifying “irrational” thinking, it is important not to lose sight
of intrinsic human strengths. Ellis maintained that, although human beings
do seem “hard-wired” for irrationality, they also are born with a drive to
grow and develop their innate potentialities (Bernard, Froh, DiGiuseppe,
Joyce, & Dryden, 2010). Beyond “rational” thinking, human happiness also
is characterized by a variety of healthy behaviors, including those Ellis
described as “vital absorption.” Examples of activities to be cultivated and
nurtured are loving (feeling absorbed in other people), creating (getting
absorbed in things and activities), and philosophizing (getting absorbed in
ideas) (Bernard et al., 2010). This perspective is reflected in current
developments in behavioral activation therapy (Hopko, Ryba, Mclndoo, &
File, 2016), which enjoys considerable empirical support in the treatment of
clinical depression.

Equally ground-breaking has been Marsha Linehan’s work on reasons
for living. Linehan is famous (infamous?) for offering validation for the
experience of suicidal patients with borderline personality disorder with
comments like, “If I had your life, I think I’d be suicidal, too!” In a seminal
research paper, Linehan and colleagues noted, “Focusing on adaptive, life-
maintaining characteristics of nonsuicidal people is similar to the approach
proposed by Viktor Frankl (1959) and others, who have asked: How did
the survivors of the Nazi concentration camps maintain their will to live?
Investigators and survivor testimonials have pointed to beliefs about life and
expectations for the future as instrumental in keeping many alive through
extremes of painful life stress (Linehan, Goodstein, Nielsen, & Chiles, 1983)
(p. 277).

A third, more recent body of work, Acceptance and Commitment
Therapy (ACT), has focused less specifically on suicide but offers as much
or more to understanding and addressing suicide therapeutically. A close
cousin of cognitive behavior therapy (CBT), ACT has distinguished itself
through its emphasis on recognizing human suffering as an inexorable
aspect of the human condition (Hayes, 2005). Here, the primary focus shifts
from getting rid of negative mood states to pursuing a fulfilling life
consistent with one’s most cherished values (McKay, Forsyth, & Eifert,
2010). This model places experiential avoidance (EA) at the center of
emotional and behavioral disorders; avoidance strategies, which may range
from repressed grief to addictions, while intended to relieve misery, are
commonly seen only to worsen suffering in the long run. In a study
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designed to test the notion that suicidal ideation and behavior may be
viewed as the ultimate form of experiential avoidance, Ellis and Rufino
(2016) found that EA predicted suicidal ideation, even after controlling for
other major correlates of suicidal ideation, such as depression, hopelessness,
and prior suicide attempts. The ACT model is consistent with the
perspective presented here that suicidality can be approached as a “normal”
effort by an individual to relieve suffering, and that therapy preferably shifts
its focus away from getting rid of certain emotions and eliminating suicidal
thoughts and behavior to helping an individual to clarify what is really
important to him or her and finding ways to pursue it.

Finally, it behooves one seeking to optimize the working relationship
between clinicians and suicidal individuals to attend to a body of work that
is largely overlooked by clinicians and suicide researchers alike: psycho-
logical reactance. This principle is epitomized by the cartoon showing a man
saying to his wife, “I suddenly have an urge to juggle machetes,” while
standing next to a street sign reading, “Absolutely NO machete juggling.”
The caption reads, “The Essence of Human Nature.”

Psychological reactance is an aversive affective reaction in response to
efforts at behavioral control that impinge on freedom and autonomy
(Brehm & Brehm, 1983). Reactance occurs when a person feels that
someone or something is taking away his or her choices or limiting the
range of alternatives. Reactance can cause the person to adopt or strengthen
a view or attitude that is contrary to what was intended; it also increases
resistance to persuasion. Psychotherapists and clients alike will recognize
this as the “digging in the heels syndrome.”

Indeed, this phenomenon seems to be human nature; examples abound,
both in the laboratory (Brehm & Brehm, 1983) and in the natural world.
Consider prohibition, Romeo and Juliet, teen smoking, gun control, and a
variety of prohibited unhealthy behaviors. This is one reason why well-
intentioned efforts to save a person’s life, whether by therapists, family
members, or friends, backfire. “You must not kill yourself,” is experienced as
a roadblock to the one course of action that the individual sees as a possible
route to relief from suffering. Thus, a more collaborative approach is needed,
as now recognized in a variety of quarters (Ellis, 2004; Jobes, 2016).

A lived experience critique

In reflecting on ways that conventional approaches fall short of what sui-
cidal people actually need, I [HB] recalled a recent visit with my new
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psychiatrist. (I had recently relocated.) I liked him. He adjusted my med-
ications, and I felt better; but when the topic of my suicidality came up, I
turned my head away and inwardly thought, “Ah yes, this is why I didn’t
want to see a new doctor.” It was almost as if I could see the muscles and
sphincters clenching. “Suicide? Did you say suicide? Do you have a plan?
Do you have a time frame? Do you have access to enact your plan or other
ways?” “Do we need to do something about this?”

For me, as someone who struggles with chronic suicidality, this wasn’t
helpful. Yes, I have a plan, I’ve always had a plan; once it’s in your head,
you can’t simply erase it. But just because I talk about suicide doesn’t mean it is
imminent. Although I recognize that clinicians must do a reasonable risk
assessment, it sometimes seems as if the risk they are managing is more their
own (liability) than the patient’s. It’s like a knee-jerk reaction e I say
suicide and you say, “Yikes! Do we need to hospitalize her?” The end result
is that I don’t even want to bring it up.

It’s ironic that almost the last person I feel like talking to about my
suicidality is the one person who is supposed to be the most helpful for it.
The perspective presented in this paper calls for clinicians to balance the
assessment of lethality, imminence, and safety with exploring suicidal
thinking openly, calmly, and frankly. Maybe if you asked why I felt that
way, or what’s going on that I would feel that way, how long have I been
feeling that way instead of my plan, timeframe, etc., I’d be more willing to
talk with you. You’d find out all that information anyway, without
showing that you almost panic as soon as you hear the word suicide. I
understand it’s a tough word, and you probably feel responsible for keeping
me alive. But you aren’t e I am. In doing so, patients like me will be much
more open to bringing the subject up the next time if need be.

I have talked with other attempt survivors who say the same thing. A
friend of mine once told me her doctor would always pull out a safety
contract as soon as she said suicide and my friend said she’d “sign the damn
thing just to get her off her back.” She knew the safety contract was to
make the doctor feel better, not her. It can be exhausting to explain your
chronic suicidality, and often you can tell the professionals aren’t hearing
you e they’re focusing so much on keeping you alive that they sometimes
lose sight of how to help you not want to kill yourself. Plus, one can be
thinking about wanting to die but not want to actually go through with it.
It’s the same as thinking about having a chocolate sundae but not indulging
in it because you’re on a diet or have diabetes.
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Finding a doctor with whom you can talk openly about your thoughts,
discuss how they started, find out why they started, what’s going on to
prompt it all, can be a difficult process but one that’s worth the time and
energy. Again, like so many others with lived experience have said,
working together, educating each other about suicide, is the best way to
help suicidal people.

The foregoing overview is not presented as an exhaustive review of
tributaries to the growing stream of alternative approaches to suicide, but to
provide the reader with a sense of where this development originated and
how it might be further enhanced. The following sections offer more
specific thoughts on potential approaches for therapist and client that might
be helpful as an individual moves from looking for a way out to cultivating
a way forward.

Implications for practice

Other authors in this volume [cites] outline problems with what we might
characterize as the “conventional” approach to suicidal patients, so that will
not be repeated here. Suffice it to say that conventional approaches pri-
oritize prevention, sometimes to the neglect of a full acknowledgment and
understanding of the patient’s experience. At risk of setting up a bit of a
straw man, let us consider what might be considered a conventional (and,
we might add “common-sense”) approach to working therapeutically with
a suicidal individual (Chapters 1 and 9).
1. Priority one: Keep the patient alive (with or without the individual’s

consent).
2. Make the environment safe.
3. Provide encouragement and attempt to inspire hope.
4. Utilize support systems.
5. Mitigate modifiable risk factors (e.g., reducing depressive symptoms via

medication and/or psychotherapy).
6. Encourage adherence.

Such an approach has been shaped largely by a medical model, in
which an alliance with the patient, while desirable, is considered
secondary to the implementation of procedures to achieve the goal, in this
case, preservation of life. While commendable and consistent with a
generally agreed upon standard of care, professionals and (more so)
patients are aware of limitations that often limit success and sometimes
actually precipitate failure. This approach has been described as the
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“therapist responsibility” model (Ellis, 2004). While eschewing the
opposite extreme, the “client responsibility” model, Ellis (2004) proposed
a third, “collaborative,” model that recognizes crucial, complimentary
roles that clinicians and their clients play in approaching the problem of
suicide effectively.

For illustration, imagine the six items above through the eyes of an
individual whose wish to die is substantially greater than his or her wish to
live. Every item, even the seemingly innocuous third one, become
distasteful and alienating; for all are contrary to the individual’s experience
of hopelessness and the relief seemingly offered by death. Indeed, perhaps
the most basic shortcoming of a “common sense” approach to the suicidal
individual is that it is the provider’s common sense that is being considered,
not the individual’s. Indeed, it is common sense to the individual that nothing
will help (perhaps nothing has helped up to this point) and that the only
solution, therefore, is death. Thus, attempts to “provide encouragement
and inspire hope,” however well-intentioned, become yet more evidence
to the individual that the provider is, at best, clueless, or, at worst, mini-
mizing or dismissing the depth of his or her suffering and sense of hope-
lessness. Conventional interventions such as safeguarding the environment
and utilizing the support system may be experienced as coercive efforts to
implement an unwanted agenda, rather than the compassionate acts that
they are intended to be.

Where does this leave the helper e endorsing the individual’s hope-
lessness or even his or her view of death as the only solution? This distasteful
alternative is obviously unacceptable, and leads many to adhere to the
conventional approach, drawbacks and all. However, consider the
following stance as an alternative:
1. Priority one: Pursue a therapeutic alliance as the sine qua non of working

effectively with a suicidal individual (Michel & Jobes, 2011).
2. Seek to gain and convey understanding of the reality and validity of the

individual’s suffering and desire for relief.
3. Endeavor to build a partnership toward the shared goal of helping the

individual to obtain relief from suffering and begin movement toward
a life that he or she feels is worth living.

4. To allow time for this work to be accomplished, collaboratively develop
a plan for safety to ensure that the individual survives the current or
anticipated crises. Safety planning might potentially include involve-
ment of significant others and even agreements regarding nonconsensual
actions such as hospitalization, should the individual become unable to
care for himself or herself (such as during a psychotic episode).
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5. Collaboratively implement evidence-based, suicide-specific therapeutic
strategies.
Let us now explore each aspect of the above “stance” in greater detail.

Pursue a therapeutic alliance
The therapeutic alliance may at first seem to be a “no-brainer” that is so
obvious that it scarcely needs to be discussed. Human attachment is widely
recognized as a fundamental aspect of emotional well-being and effective
coping (e.g., Allen, 2013). From this perspective, it is no surprise that the
therapeutic alliance has consistently emerged as one of, if not the, strongest
predictor of psychotherapy outcomes (Norcross & Lambert, 2011).
Conveying empathy, a key aspect of developing such an alliance, is one of
the first skills taught in counseling and psychotherapy training programs and
comes naturally to many clinicians. But what of empathy for the suicidal
wish itself (Orbach, 2001)? Many clinicians chafe at the prospect of
expressing understanding e not to mention acceptance e of suicidal
thoughts and urges, for fear of somehow implying that suicide is okay,
acceptable, or even desirable, and thereby nudging the client in the
opposite direction from the one the clinician desires.

It is important to be clear about what empathic “acceptance” and
“understanding” do and do not mean in this context; for far from
condoning or endorsing suicide, what the helper needs to convey here is
that suicidality is present, is based on frustrated needs that may or may not
be fully understood at this time, and that suicidal thinking will not be
judged morally nor rejected in knee-jerk fashion. In other words, there is
no presumption that the individual’s suicidality is illogical, unreasonable, or
irrational, nor that suicidality must be “taken off the table if we are to work
together” (a pre-condition for a surprising number of clinicians). This
distinction between acceptance and endorsement is not obvious to many
professionals; yet it is crucial if a helper is to feel and express true empathy
to the suicidal individual and avoid alienating him or her from the earliest
stages of the relationship.

Seek to gain and convey understanding of the reality and
validity of the individual’s suffering and desire for relief
The above stance requires active steps by the clinician to develop empathic
understanding of suicidality, notably by reading first-person accounts, such

Collaborative movement from “preventing suicide” to recovering desire to live 169



as those by Kay Jamison (1995), William Styron (1990), and Sylvia Plath
(1971). Another means is to devote time, perhaps through imagery, to
vividly imagining being “in the client’s shoes,” including childhood
traumas, current stressors, symptoms of mood disorder, lack of social sup-
port, and other sources of suffering in the client’s life. It is also well worth
engaging actively where possible with individuals active in the growing
“lived experience” movement, such as in the recently formed division of
the American Association of Suicidology (www.suicidology.org).

Eschewing a knee-jerk rejection of suicide can be tricky for helpers,
who of course tend to be strongly convinced that life is almost always
preferable to death. One means of conveying acceptance and objectivity to
a suicidal client is described in a section of Choosing to Live (Ellis & New-
man, 1996), titled, “Advantages of Suicide e Are You Kidding?” The
answer to the question should be, “No, I am not kidding. You are not
stupid; we both need to be clear that you have valid reasons for wanting to
kill yourself, and we need to understand what they are. When we are
finished, we will also want to examine reasons why you want to stay alive,
which I assume to be present because you are here talking to me. Ad-
vantages and disadvantages exist, and it is crucial that we closely examine
both if you are to make a sound decision.” The clinician will of course
(a) worry that the client will be biased toward advantages of suicide to the
neglect of disadvantages and (b) will naturally (hopefully!) have a corre-
sponding bias toward the disadvantages of suicide and advantages of staying
alive. This complementarity adds to the collaborative nature of the process.
However, it is crucial that the conversation not devolve into a debate or
argument; remaining collaborative is key.

We should point out that a similar perspective has been promoted for
many years by Motivational Interviewing (Miller & Rollnick, 2013), which
now enjoys substantial empirical support (Burke, Arkowitz, & Menchola,
2003). The MI process entails spending time with the client exploring the
therapy agenda (such as quitting substance abuse), and sincerely exploring
advantages of changing versus not changing behavior. This includes
exploring (though not preaching) the importance of various goals (e.g.,
being a positive role model for one’s children), as well as various obstacles
that interfere with attaining such goals (such as strong urges to use drugs)
and how these might be managed. Thus, motivation is constructed via a
respectful, evolving relationship, rather than through persuasion, argument,
moralizing, or guilt-inducement.
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Build a partnership toward the shared goals
As has been suggested throughout this chapter, it cannot be over-
emphasized that an intervention attempted without agreement on goals is
likely to fail, whether the goal is quitting smoking, losing weight, or
refraining from self-harm. The suicidal person is in essentially the same boat
as the individual who “knows” the family wants him to quit smoking,
“knows” quitting is the logical thing to do, but either is not fully invested in
quitting, or (more common) has tried to quit numerous times and has no
hope that another quit attempt will succeed. A major difference in the case
of suicide is that the suicidal person typically is experiencing suffering that
he or she cannot tolerate and feels desperate to bring to an end. The task of
finding common ground between helper and the suicidal individual is a
significant challenge, success of which must not be taken for granted just
because an individual is in the helper’s office.

We recommend that helpers take a cue from the theory and practice of
Acceptance and Commitment Therapy (Hayes, 2005) and resist any
temptation to set goals without first identifying cherished personal values.
ACT theory emphasizes the centrality of suffering to the human condition
and the harm that results from desperate attempts to avoid suffering
(including drug abuse and suicide). However, a simple “tough it out”
message (“Stay alive and just accept the fact that suffering is part of being
human.”) is doomed to fail, because a clear vision of exactly why one should
tolerate such (often severe) suffering is essential. Values clarification (e.g.,
McKay et al., 2010) is a critical aspect of this work. In the above example,
the helper recognizes that the “politically correct” goal of quitting smoking
(together with the difficult work of overcoming an addiction) will remain
half-hearted until and unless it is connected with the person’s heartfelt
values. This can vary widely from one individual to another, from love for
children, to saving money, to a teenager’s concern about bad breath or
“looking stupid”! Regardless, it is the values of the individual, not the helper,
that matter here, and it is crucial for the helper to guide the individual to a
point where quitting matters to him or her, not just to the helper or sig-
nificant others.

In the case of suicidality, this is where “the rubber meets the road” and
where helpers and clients often struggle; for the client is often suicidal
precisely because nothing seems to matter. Goals often have been set
repeatedly (such as in careers or important relationships) only to result in
failure and disappointment. The question arises, “Why should I get excited
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about new goals, only to be disappointed yet again? It makes more sense to
give up and get out.” This kind of hopelessness can be contagious to
therapists and loved ones alike, for the harsh realities may be indisputable;
yet it is essential to recognize that, even in the context of great adversity,
hopelessness is a feeling and not necessarily a fact.

More precisely, as Aaron Beck has observed for years, hopelessness is not
actually an emotion, but an appraisal of the future (Beck, Steer, Beck, &
Newman, 1993); and appraisals are subject to bias, particularly when one is
depressed. In other words, a depressed, suicidal individual often is literally
unable to access positive memories (e.g., past successes), and therefore bases
future predictions on memories of failure. It is also important to recognize
that many if not most people (least of all an individual in the midst of a
suicidal episode) are unable to articulate core values clearly. However, it is a
mistake to conclude that an individual has no values; in fact, it can be
argued that it is precisely because strong values (such as interpersonal
connection) have not been fulfilled that an individual is so distraught.

The ACT approach is not naïve about harsh realities of life, and there is
no assumption that clarifying one’s values will magically lead to said values
being fulfilled. Indeed, the work of therapy, ACT or otherwise, entails a
dual agenda of addressing (a) “How can we work together to help you
pursue your values and create a life worth living?” and (b) “Let’s work
together on skills to manage painful emotions when bad things happen, so
that you will have options other than self-harm or death for relief of
suffering.” Those familiar with Dialectical Behavior Therapy will recognize
this as an agenda eloquently and thoroughly described by Marsha Linehan
in her landmark volume first describing DBT (Linehan, 1993).

Develop a safety plan to allow time for this work to be
accomplished
Next comes the crucial work of enhancing chances that the individual will
survive long enough to benefit from treatment. Of course, a large body of
literature exists describing various approaches to crisis intervention with
suicidal individuals (e.g., Simon & Hales, 2012), so we need not summarize
it here. However, it behooves us to cover one issue in this area that captures
like no other the crucial nature of the therapeutic alliance: the no-suicide
harm “contract.” Widely panned in the literature (e.g., Rudd, Man-
drusiak, & Joiner, 2006), such contracts remain stubbornly imbedded in
conventional care, and may in some respects even be considered “standard
of care.” Such contracts call on the patient to sign a form stating that he or
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she promises not to kill or harm himself or herself, at least during the course
of treatment. As noted above (HB), these contracts are easily detected by
the patient as more for the helper’s anxiety than patient protection, and
even as a thinly disguised attempt to protect the helper from liability.
Needless to say, such perceptions do little to facilitate (and even cause harm
to) the development of a trusting working alliance. For more detailed
critiques of the conventional no-suicide contract, see Garvey, Penn,
Campbell, Esposito-Smythers, and Spirito (2009) and Rudd et al. (2006).

A preferable and highly practical approach to enhancing safety with a
suicidal individual is safety planning. Promoted most prominently by
Barbara Stanley and Greg Brown (Stanley & Brown, 2012), safety planning,
by design, is a collaborative process of structured brainstorming with a
suicidal individual to identify warning signs of a suicidal crisis and make
written lists of internal and external coping resources that may be utilized
when needed. Here, the helper takes a firm stance indicating that verbal
assurances are a good starting point, but that concrete plans are required in a
life-and-death situation (cf. fire drills). It has been my (TE) experience that,
once the individual feels “on the same page” with a helper who has vali-
dated suffering and addressed frustrated needs, a natural flow into ensuring
survival follows. A structured, collaborative, form-based process of identi-
fying warning signs and listing various coping options that are tailor-made
for the individual provides a solid foundation for an evolving working
relationship between a suicidal individual and a helper. We should note
that, while the traditional no-suicide contract has little if any empirical
support (Rudd et al., 2006), early studies of the safety planning approach
appear quite promising (Bryan et al., 2017).

Collaboratively implement evidence-based, suicide-specific
therapeutic strategies
It is important to note that to emphasize one’s “stance” and the impor-
tance of a collaborative working relationship is by no means presented
“instead of” clinical interventions, but “together with.” As noted above,
multiple randomized trials in recent years have shown clearly that
interventions designed for suicidality as a problem unto itself, rather than
as a symptom of illness, result in significantly superior outcomes relative to
conventional treatments (Brown et al., 2005; Ellis, Rufino, & Allen, 2017;
Rudd et al., 2015). Table 8.1 presents a list of sample interventions from
various suicide-specific therapies with significant empirical support.
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These include Dialectical Behavior Therapy (DBT) (Linehan, Comtois, &
Ward-Ciesielski, 2012), cognitive therapy for suicide prevention (CT-SP;
Wenzel, Brown, & Beck, 2009), brief cognitive therapy (Rudd et al.,
2015), and the Collaborative Assessment and Management of Suicidality
(CAMS; Jobes, 2016).

Although research has not yet identified specific “active ingredients”
within these interventions, clinical experience does allow for some
educated guesses. For example, it has been striking to me (TE) how,
contrary to the concerns of some clinicians, clients rarely object to a specific
focus on suicide when this agenda is proposed in an empathic and
collaborative manner. To the contrary, it is common to hear from the client

Table 8.1 Examples of suicide-specific interventions.

Maintenance of an up-to-date safety plana

Collaborative means management (e.g., stockpiled medications, firearms, etc.)
Hope Kitb

Detailed study of how suicidal episodes unfold (DBT behavioral chain
analysis)c

Ongoing use of a Suicide Status Form (CAMS)d

Consistently teaching and practicing coping alternatives to self-harme

Regularly exploring core factors underlying suicidality (stress, hopelessness,
emotional pain, etc.)f

Problem-solving trainingg

Coping cardsh

Behavioral activation (systematically planning and/or implementing rewarding
activities)i

Exploring reasons for living and dyingj

Clarifying personal values to help inform reasons for livingk

Exploring “the one thing that would make me no longer suicidal”l

Imaginal rehearsal (re: coping with future adversity)m

Development/enhancement of social connection (e.g., resumption of
community involvement)n

aStanley and Brown (2012).
bWenzel et al. (2009).
cLinehan (1993).
dJobes (2016).
eEllis and Newman (1996).
fJobes (2016).
gNezu, Nezu and D’Zurilla (2013).
hWenzel et al. (2009)
iHopko et al. (2016).
jEllis and Newman (1996).
kMcKay et al. (2010).
lJobes (2016).
mWenzel et al. (2009)
nHopko et al. (2016).
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how refreshing and validating it is to be able to talk directly and openly
about what previously had been viewed as a taboo, even dangerous topic.

Second, although the quality of the therapeutic relationship is
commonly recognized as a powerful influence on therapeutic outcomes
(Norcross & Lambert, 2011), suicidal people often manifest vulnerabilities
that must be addressed lest the need for the therapeutic relationship should
continue indefinitely. These vary widely from one individual to another,
and may include deficient problem-solving skills (Reinecke, 2006),
emotional dysregulation (Rufino, Ellis, Clapp, Pearte, & Fowler, 2017),
dysfunctional cognitive patterns (Jager-Hyman et al., 2014), and over-
generalized autobiographical memory (Williams, Barnhofer, Crane, &
Duggan, 2006), among others. The strategies listed in Table 8.1 are derived
from these interventions, as well as from clinical experience.

Finally, there seems to be no substitute in the context of suicide for the
restoration of hope. Hopelessness is recognized as a crucial mediator
between depression and suicide risk (Beck et al., 1993) that can and should
be addressed specifically in therapy. Importantly, this requires more than the
mere “pep talks” that the suicidal individual has heard many times, to no
avail, but working specifically on how hope becomes lost e and how it can
be sustained e during times of adversity. The development of the Hope
Box by Brown and colleagues (Wenzel et al., 2009) is one of many possible
examples of ways to take restoration of hope beyond the superficial level.
This creative yet simple exercise invites the client to start a collection (in a
physical box, envelope, or in digital form) of reminders of inspiration,
meaning, and hope. Clients are often highly creative in choosing what to
include in such a collection, including photos of loved ones and pets,
inspirational spiritual passages and poems, invigorating music, certificates of
achievement earned through the years, anecdotes of “heroes” who have
overcome adversity, and so forth. The hope box is added to over time and
kept on hand, to be built during good times and utilized during dark times.

Conclusion

It is an uncommon challenge to move toward an alternative approach to a
life-threatening situation that seemingly requires abandoning “common
sense” and an instinctual inclination to “save a person from himself.” Such
an approach may work on occasion, perhaps while pulling a person back
from the ledge of a tall building. A similar argument may be made regarding
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involuntary hospitalization (although we hasten to note that empirical
evidence for the effectiveness of hospitalization is severely lacking (Linehan
et al., 2006)). But such emergency situations are fundamentally different
from working in a non-emergency situation with an individual who may
still be in crisis, but whose risk of suicide is longer-term.

Following the lead of such approaches as Motivational Interviewing and
Acceptance and Commitment Therapy more effectively accommodates the
realities of the individual’s experience, as expressed eloquently by in-
dividuals with lived experience of suicide. Such an approach helps the
helper to re-orient from his or her own anxiety about the prospect of losing
a client to suicide to an empathic connection with the suicidal individual
that reduces resistance (reactance) and sets that stage for a partnership that
produces needed energy from both parties to invest in the difficult work of
solving complex problems. In the process, both parties recognize that sui-
cidality occurs for understandable reasons and that what may appear to be
insurmountable problems can be addressed through the synergy of
collaboration.
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CHAPTER 9

The “alternatives to suicide”
approach: a decade of lessons
learned
Sera Davidow, Caroline Mazel-Carlton
Western Massachusetts Recovery Learning Community, Holyoke, MA, United States

In the United States (US) and most other Westernized nations, where
considerations of killing one’s self are concerned, risk assessment serves as
the primary ‘intervention’ (sometimes masquerading under the guise of
‘prevention’). In turn, containment comprises a large slice of the front line
‘treatment’. It is an approach that at least implies that those who are likely to
die by suicide will readily present themselves through implementation of a
brief questionnaire under a watchful eye, and that we somehow magically
become clear at that point on ‘what to do’ with those for whom suicide is
most imminently at hand. If only that were true.

The latest international initiative in the Suicide Prevention arena is one
called “Zero Suicide”, but it is largely the same old thing under little more
than a new name. In the US, this effort is organized by the Suicide
Prevention Resource Center (SPRC) as primarily funded by the
Substance Abuse and Mental Health Services Administration (SAMHSA),
a governmental agency that seems to have fully bought in to the project’s
objectives. These objectives start with creating buy-in toward reduction in
rates of suicide, training the workforce, and “identifying” people who are
at risk (Zero Suicide, 2018).

The first point (reduction in rates) is certainly not a hard sell, but the rest
bears furthers examination. However, these objectives are presented un-
critically by SPRC and others in spite of the fact that there are copious
reports and studies citing the utter lack of efficacy of any assessment tool
currently in existence. For example, in 2016, the American Psychological
Association published an article in which Joseph Franklin of Harvard
University was quoted as follows:

Our analyses showed that science could only predict future suicidal thoughts and
behaviors about as well as random guessing. In other words, a suicide expert
who conducted an in-depth assessment of risk factors would predict a patient’s
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future suicidal thoughts and behaviors with the same degree of accuracy as
someone with no knowledge of the patient who predicted based on a coin flip.
This was extremely humbling d after decades of research, science had produced
no meaningful advances in suicide prediction.

American Psychological Association (2016).

Strangely, though, Franklin nonetheless warned that risk guidelines
should not be abandoned. He suggested, “As most of these guidelines were
produced by expert consensus, there is reason to believe that they may be
useful and effective.” This is a bold statement given it directly followed his
quote about such tools proving no better than flipping a coin.

How odd that within moments of declaring failure, the very same
individual may nonetheless reject that failure simply on the basis that what
failed also happens to align with the dominant paradigm and those
prominent figures that tout it. Moreover, this article does not exist in
isolation. It is one of many, including a 2016 article, “The futility of risk
prediction in psychiatry” in which the authors offer that “the evidence suggests
that risk categorization may be of limited value, or worse, potentially
harmful, confusing clinical thinking” (Mulder, Newton-Howes, & Coid,
2016). In fact, a 52% rate of accurate prediction seems to be the highest rate
of accuracy currently on record. This rate was reported in a study published
in 1983 in the Archives of General Psychiatry using what were considered to
be the 20 best predictors available. It involved the correct prediction that 35
of 67 individuals would eventually die by their own hand, though not how
soon that would occur or what might have helped to prevent it. Even the
report’s author, Alex Pokorny, indicated that he found no item or com-
bination of items to be useful in identifying who would come to die by
suicide (Pokorny, 1983).

Yet, challenging what is claimed in the name of ‘science’ is hard,
especially when several industries (healthcare, pharmaceutical, suicidology,
and so on) have organized their very existence around particular beliefs. In
fact, there is a well-established bias against even publishing papers that are
seen as ‘negative’ or counter to what is already purported to be truth
(ScienceBlog, 2009). And, as we see above, even when studies do get
published, many thought leaders are quite adept at the mental contortions
required to nonetheless disregard what is said.

Unfortunately, it is this sort of thinking that also appears to drive much
of the ‘treatment’ of people who are deemed at risk for dying by their own
hand. This includes hospitalization, considered to be a front line defense
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designed to keep people ‘safe’. In May of 2017 the Journal of the American
Medical Association’s Psychiatry division published an international meta-
analysis looking at suicide rates of individuals who had been hospitalized.
What they found was a fairly clear message: Suicide risk remains very high
after psychiatric hospitalization. Specifically, they identified that individuals
hospitalized for thoughts of suicide were 200 times more likely than the
general population to die by suicide within three months post-discharge.
Perhaps even more interestingly, individuals hospitalized for reasons un-
related to suicide also saw a post-discharge bump of 100 times increased
risk. And, even years after discharge, individuals who had spent time on an
inpatient psychiatric unit were still about 30 times more likely to kill
themselves (American Psychiatric Association, 2017).

Ultimately, and in spite of the fact that the preceding information is
readily available, most of us continue to be wrapped up in systems where
ineffective assessment tools are used to inaccurately identify who should be
held (sometimes against their will) on psychiatric units to prevent their
death in the moment, thereby increasing the likelihood that they will
eventually kill themselves. It is a set up that appears to force providers to
section people into two distinct groups: The people we need to immedi-
ately contain because they appear to be at high risk of self-inflicted death,
and those we may (more or less) ignore because they are not. And, it is a
particularly peculiar set up given that we also have research that tells us that
as many as 95% of individuals put in the ‘high risk’ pot will not die by
suicide, and that about 50% of suicides happen within the group that it
seemed safe to ignore (Murray & Devitt, 2017). Ultimately, it is a frame-
work that is designed to make the provider feel comfortable that they have
done what is recommended; they have practiced the standard of care. The
impact on the individual supported appears to be secondary, at least once
they are out of sight.

Clearly, there is a great deal to be unpacked here. For example, if
assessment tools are not useful, what should we do instead? And, is there
ever any call for hospitalization when someone is contemplating suicide? If
so, then what are those circumstances, and what precisely would be helpful
about a hospital environment? (And, could what would be helpful be
replicated in an environment that does not also include all the harmful
elements?) Finally, if not hospitalization, then what else can we do that
would more genuinely support people through some of their darkest times?
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The Alternatives to Suicide approach was developed in 2008 by the
Western Massachusetts Recovery Learning Community (RLC) with
financial support from local suicide prevention entities. It was a response e at
least in part e to some of the aforementioned quandaries. This was an
unusual collaboration, particularly since the Alternatives to Suicide approach
has been described as intentionally not being ‘suicide prevention’ at all. Of
course, some are startled by that claim, and hear it to mean that people
involved with developing and sustaining Alternatives to Suicide have not had a
vested interest in supporting people to stay alive. Quite the contrary.

The founders of Alternatives to Suicide realized early on that the blind
spots endemic to the world of Suicide Prevention were causing harm (by
encouraging force, etc.) and counter-productive to the stated goal of
preventing suicide. Rather, they felt it was essential to let go of any agenda
that required taking responsibility for keeping everyone alive, and instead
to focus on making space for people to come to a place where they want
to do that for themselves. As such, understanding the differences between
being responsible for (keeping people alive, etc.) versus being responsible to
(being with one another through dark times) rose up as the primary aim.
People choosing not to die by suicide was and continues to be a side-effect
of that aim done well (Western Massachusetts Recovery Learning
Community, 2018).

Piloted in group format, the intent was to identify leaders who had
themselves struggled with thoughts of suicide or suicide attempts, and who
wanted to be a part of supporting others to share their thoughts openly, and
without looming threat of negative consequences (i.e., any unwanted
intervention) as a result. Unlike other efforts that involved someone who
had first-hand experience with suicide, no clinicians were involved as
co-facilitator. This was for several reasons including how difficult it can be
for most clinicians to unlearn what they have been taught in school and
work about how they should respond to what they perceive as a ‘crisis’, and
some of the extra complications that can arise from involving someone with
a clinical license. However, the top reason was because many people would
find the presence of a clinician silencing (even if the clinician was able to
overcome all other obstacles and had the greatest of intents), thus defeating
the whole purpose of gathering at all.

For a brief period at the start, the initial funder did require a quarterly
clinical consult with facilitators. Yet, after several consecutive meetings
where the assigned clinician proclaimed that he was learning more than he
was teaching or consulting (and because the RLC did not want to give
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appearances that clinical support was needed when in fact it was not
particularly being utilized at all), that element was discontinued. There
were several other components that were considered or tested out during
this period that also did not stick over the long-term. These included
operating as closed groups with an ‘intake’ of sorts to make sure someone
was a good fit for the group, and following a group structure that required
‘check ins’ from each attendee. (Both were quickly done away with because
it was found to be essential that the groups be accessible on a timeline and
for reasons defined by the individual considering attending, and because it
was also essential that they self-determined how they would participate
once there).

Although the initial start-up process was led almost entirely by people
who had struggled with thoughts of suicide themselves, they also sought to
include as much input from as many other people who had ‘been there’
themselves as possible. One method for gathering input was through a
community forum to ask people what had actually been helpful (and
harmful) to them in the past. However, the founders of this approach were
well aware of the tensions between failing to include many voices, and
asking people (especially people subsisting on fixed incomes and living in
poverty) to work for free. Individuals who have been in the system often
get taken advantage of in research, or asked to share what they have learned
on advisory boards and so on with no compensation by employees who are
getting paid (Davidow, 2017b). As such, care was taken to be transparent
about how information would be used, and to provide a monetary thank
you to each participant. This gathering resulted in a ‘Supporting Conver-
sations Around Suicide’ handout that has been evolving ever since (Western
Mass Recovery Learning Community, 2015).

In spite of any bumps and shifts already noted, there were many starting
elements that did come to constitute the foundation of the Alternatives to
Suicide approach. For example, the approach has always focused on the idea
that no one would exist in immovable ‘fixer’ or ‘fixee’ roles. This is a
concept that seems simple, but is often misunderstood. One of the beauties
of it is that it makes space for facilitators to truly participate in the groups,
even if they themselves are struggling. In 2015, Alternatives to Suicide
founders attended a conference in New York State in the United States
where they unexpectedly crossed paths with presenters claiming to be
running groups based on the Alternatives to Suicide approach. However,
upon further examination, the New York group was found to have
implemented rules and limitations such as that facilitators needed to have
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been free of any thoughts of suicide for at least one year before taking on
the facilitator role. This alone is inconsistent with the idea of breaking
down boundaries between ‘fixer’ and ‘fixee’. While facilitators must be
present enough to be able to help hold the values of the space and work
with their co-facilitator to address issues as they arise, the very idea that one
cannot be capable of these things while also sometimes struggling runs
counter to key ideology. Furthermore, this approach accepts that moving in
and out of questioning one’s purpose, life, and place in the world is normal
for many people, and thus the idea that one would need to be ‘cured’ from
such contemplations makes very little sense at all.

Other components that have held since the beginning include an
emphasis on curiosity and mutual exploration, as well as looking for
opportunities to maintain or create threads not just with another solitary
individual, but with the communities that might help keep someone
tethered to this earth. Similarly, the groups have also always centered
around honesty, and not treating each other as fragile, although what ‘not
treating each other as fragile’ truly means and looks like was another area
that expanded over time. For example, although the earliest groups
believed wholeheartedly that there was room to challenge and be upfront
with one another, they nonetheless still subscribed to the “no graphic
detail” limitation that so many clinical groups and programs have in place.
However, over time, those guiding the growth of Alternatives to Suicide
came to realize that such a rigid approach does little more than act as
another way to suppress people’s stories (Davidow, 2019). Sometimes
people need to have the fullness and rawness of their experiences heard,
and if there is not space for that in the groups, it may not exist anywhere.
Additionally, they realized that telling people that what they had been
through was “too much” for others to hear sent a strong message to some
that it must also be “too much” for them to survive. That and the idea that
they might “trigger” others just by the telling of it all also served to
replicate the idea that big feelings are bad, and should be avoided. Thus,
over time, the ‘no graphic detail’ term was replaced with an expectation
that graphic detail could be shared, and that individuals could be trusted to
step out if something touched them too deeply in the moment. Now, if
someone has a big response to another person’s story, the assumption is
not that it was wrong for that story to be told, but that it has potentially
helped uncover something that would be useful for someone else to talk
about, too.

184 Alternatives to Suicide



Alternatives to Suicide groups in their current and longstanding form are
intentionally very different from support groups found in clinical envi-
ronments. This intentionality begins with the environment itself. The
choice of non-clinical environment mitigates the fact that many folks who
have had thoughts of suicide have experienced institutional trauma
including forced drugging, confinement and coercion. Some of the settings
used for Alternatives to Suicide groups include Quaker Meeting houses,
synagogues, community centers, coffee shops and spaces used exclusively
for peer support. Consideration is given around factors such as lighting,
chairs, cushions, and so on. The intent is to do as much as possible to create
a space that conveys the non-clinical values of the groups before facilitators
ever say a word of introduction.

Most of the framework of Alternatives to Suicide groups is also now
defined by the Alternatives to Suicide Group Charter. The charter was
modeled after the Hearing Voices Group Charter (Hearing Voices USA,
2008). Its purpose is to clearly define the framework of what makes an
Alternatives to Suicide group, without dictating each moment or eliminating
opportunity for differences based on culture, geography, and so on. As
indicated in the charter, there is no assessment, referral or “red tape” to
attend Alternatives to Suicide groups. Individuals are invited to just show up as
works for them. Participants are asked to meet one and only one criteria in
order to attend: Believing that they might have something to personally
gain in their own human struggle by being present for group conversations
about the challenges of life, contemplation of death, and all that may follow
from that.

Alternatives to Suicide groups are also explicitly not solely “attempt sur-
vivor” groups. Spaces are open to all who want to share about suicidal
thoughts and experiences. The idea that a facilitator may check someone at
the door for whether or not they have attempted already, and tell them to
“come back when they have tried it” is seen as darkly absurd. It is little
more than a bizarre replication of a mental health system that commonly
offers little to no support until a certain level of crisis has been achieved.

Facilitators arrive well in advance of the group so that when a new
person joins they can be sure to welcome them, offer relevant information,
and answer any questions. On some occasions, people come to the group
thinking that it is for “suicide loss survivors” (i.e., people who have lost
someone else to suicide). In those instances, facilitators clarify that while
many people in the group may be grieving losses of various kinds, the
ultimate purpose is to voice and explore personal thoughts around suicide.

The “alternatives to suicide” approach: a decade of lessons learned 185



Rare occurrences of loss survivors using the group to ask participants to
explain to them why their loved one chose suicide have sometimes stirred
up feelings of shame, guilt, anger and other responses that have been
counter-productive and inhibited the meeting from serving its stated pur-
pose. Hence, separate resources for “loss survivors” are important.

Unlike many groups in clinical settings, there is no long list of rules
posted on the wall. Groups are begun on-time by an introduction that
focuses on values over prohibitions. Typically, groups are introduced by
sharing a bit about the history and why it felt important to develop groups
like this in the first place. Often facilitators will use the introduction as a
time to share some of their own story. For example, they might share ways
that they were treated in other spaces when the topic of suicide arose. This
is done for many reasons, including how important it is to demonstrate that
this is not yet another group where participants will be asked to share their
deepest thoughts and feelings to fellow humans who share nothing of
themselves back.

There is no written preamble used to introduce an Alternatives to Suicide
group. This allows for personal experience, vulnerability, community needs
and cultural values to infuse the space from the very first words. It also
conveys an authenticity to the conversation and typically encourages people
to pay closer attention than they would have if words were just being read
off a page. Copies of the Alternatives to Suicide charter are generally made
available to refer to if needed in the group as well as any additional com-
munity value statements such as the Western Mass Recovery Learning
Community’s Defining Principle (Western Mass Recovery Learning
Community, 2012). An example of a group introduction may look as
follows:

Welcome everyone to the Springfield meeting of Alternatives to Suicide. When we
come together at this time it is very special because it is a meeting of one of the
only true peer-to-peer support groups around the topic of suicide in the world.
These groups started in Western Massachusetts in 2008 when members of the
community noticed that there were very few places that they could have sup-
portive conversation around the topic of suicide. They noticed that they experi-
enced judgment when talking about suicide. They heard things like “a real man
wouldn’t think those thoughts” or “mothers who have these types of thoughts or
selfish.” Other folks like myself experienced things like forced hospitalization or
being told they were “mentally ill” when they brought up the topic of wanting to
die. In Alternatives to Suicide groups one of our Charter values is “no assumption
of illness” but that does not mean “no assumption of struggle”. What that means
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is we can talk about the many diverse experiences and emotions that might be
leading us to consider leaving this world. We can also name for ourselves the
things that help us stay in it, even if that just means staying alive to see the next
season of “Empire”. No one here is in a clinical role. All facilitators have had
thoughts of suicide themselves. No one will be taking notes or reporting on
anyone for thinking about suicide. This is a social group so typically when
someone shares something another person might ask them more about it or
speak to what they relate to. However, if you just want to share something and
have the group immediately move on to another topic that is fine, too. Just let us
know.

In an effort to convey the collectively held nature of the group, facil-
itators will typically invite non-facilitators to share in their own words some
of the values of Alternatives to Suicide groups and what they mean to them
personally. For example one young man once shared that the group “was a
place where people ask ‘how are you doing?’ and I can actually tell the
truth.”

Another way that Alternatives to Suicide groups differ from more clinical
groups or 12 step meetings is (as aforementioned) the lack of formal check-
in after the introduction. In a typical group, participants go around in a
circle only once in order to share with the community how they want to be
referred to in the space both by name and pronouns, as well as any
accessibility needs. It is emphasized that participants do not have to use the
same name and pronouns in the group that they might use in other spaces.
There is also no assumption that the name and pronoun used at the last
group will be what a person uses in the current meeting. While the invi-
tation to share pronouns can be controversial to or uncomfortable for some,
it is prioritized in these groups because of the growing body of research that
tells us that transgender and gender non-binary individuals (those who
identify as neither fully male or female) are attempting suicide at alarmingly
high rates (Toomey, Syversten, & Shramko, 2018), and that one of the
most effective ways to reduce that trend is to hear and accept the name and
pronouns that they ask others to use (Russell, Pollitt, Li, & Grossman,
2018). In fact, groups can be a place where people experiment with
different identities including identities around gender, culture, societal
roles, voice hearing experiences, and more. After everyone has shared how
they want to be referred to, the conversation then begins.

Because the Alternatives to Suicide Charter is explicit that groups are social
and non-clinical, value is placed on organic conversation arising and sup-
porting a free-flowing dialogue around topics that are normally taboo or
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may lead to punitive responses under the umbrella justification of “safety”.
Facilitators do not respond to other group members in a formulaic way, nor
are they encouraged to respond to every person who shares. This helps
avoid creating a dynamic that conveys that the facilitator holds all the
answers.

Conversations in Alternatives to Suicide groups can be incredibly diverse.
Instead of determining risk factors or focusing on IF someone is going to
end their lives, the discussion focuses more on WHY people are having
thoughts of suicide. Quite a few participants have come from spending
weeks on inpatient units because of a suicide attempt without having ever
been asked why they wanted to die in the first place throughout the
duration of their stay. For example, on more than one occasion, a young
college student has arrived to the group after a hospital stay for a suicide
attempt, and having not been asked what happened that led to the attempt,
only to find out they had recently been sexually assaulted or raped.
Sometimes, the student has also been involuntarily placed on leave or
expelled from school due to the hospitalization and the school’s fears of
liability, which is an all too common occurrence itself (Klugman, 2018).

Conversations may center around traumatic events recent and in the
past. Other common topics include lack of resources or purpose. A great
deal of time is also spent unpacking some of the negative messages people
have received from society at large about gender roles, race or immigrant
status, or about worth being centered on people’s economic output or
relationship status. People can share fears of inadequacy, of not being
enough, or of being “too much”. More often than not, they will also hear
those fears echoed by other people in the group. Several participants have
reported that the group is one of the only places they can talk about ex-
periences of sexism, racism or transphobia without these experiences being
denied or shut down.

While the Alternatives to Suicide framework does not constitute ‘rocket
science’, it is so fundamentally different than how most of us are taught to
respond to someone who is talking about their own death, that it requires
significant unlearning and practice in order to implement it well. Hence,
the Western Mass Recovery Learning Community has developed a facili-
tator training to help people along that path. Of course, unlearning one
concrete approach is much simpler, if there is another concrete approach
being used as a replacement. One of the greatest challenges of teaching
people to implement the Alternatives to Suicide approach, however, is that
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the very point is to replace a concrete approach with one that is flexible,
and more abstract and exploratory. This presents a substantial hurdle for
many students who have continued to ask Alternatives to Suicide trainers for a
formula of some sort.

In 2018, in a best effort to straddle the lines of formula and abstraction,
the following was developed by Caroline Mazel-Carlton: Vali-
dation þ Curiosity þ Vulnerability þ Community (VCVC). This formula
is meant as a touchstone for facilitators (and all others attempting to practice
the Alternatives to Suicide approach); something to bear in mind when sitting
in figurative darkness with others, and as a check-in point when things feel
stuck or off track.

The formula is not meant to indicate the order in which these com-
ponents must come into play. Rather, in conversation, all pieces should be
kept in mind and brought in as makes sense, sometimes in combination
with one another. That said, validation (the first ‘V’) is indeed often a good
place to start. Validation of difficulties is emphasized over fixing. In clinical
models, emotions and experiences around the topic of suicide typically go
unrecognized because of the quickness to which clinicians are required to
turn to risk assessment protocols. While this may seem inconsequential to
some, it is through validation that we signal to people that we have truly
seen and heard them. And, for someone who has walked through this
world feeling unseen and unheard for so long, that may be precisely what is
driving them to seek permanence where their seeming invisibility is con-
cerned. After all, it seems not unreasonable to conclude that feeling so
invisible may be far less painful if one, in fact, does not exist.

Thus, finding words that communicate genuinely seeing one another
are prioritized, as is identifying and doing away with common and well-
intended phrases that may unintentionally have the opposite effect. For
example, facilitators are taught to avoid asking people if they have taken a
pill for their distress, telling someone they are wrong to feel a certain way,
or saying things such as “it could always be worse”. Meanwhile, examples
of statements that can serve as validation include:
• That sounds really hard
• It makes so much sense that you would feel [furious/sad/scared/etc.]
• The world can be such a scary place
• It seems like you are holding so much right now
• Thank you so much for being able to express your anger around that

issue
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Validation can be useful (and essential) even in the most stuck moments.
As Brené Brown offers in her short video on empathy (https://bit.ly/
1d7dG0H), something like “I don’t even know what to say right now. I’m
just so glad you told me”, can make all the difference in signaling to someone
that you are with them, and that they count (Brown, 2013). Ultimately,
Alternatives to Suicide groups emphasize the power of individual pain shifting
to a collectively held and seen issue. This means that there is a meaningful
role even for those who may choose not to speak into the room for the
duration of a group, as there is great power and value in being present to
bear witness. Participants often report the sensation of a “weight being
lifted” when they are able to share secretly held emotions or experiences
with the group and be told that they make sense.

Curiosity (the first ‘C’) often walks hand-in-hand with validation. For
example, it would be commonplace to hear someone say something like,
“Wow. That sounds like it would be so scary. What was it like for you?”
Similarly, if someone comes in to the group describing themselves in
clinical terms (e.g., diagnostic labels like ‘bipolar’, behavioral labels like
‘decompensating’, ‘manic’, etc.), they are likely to be asked, “What does
that look like for you?” Other curiosity questions include:
• How long have you felt this way?
• Is there something in your life that you need to let go of or let ‘die’?
• What makes you feel strong?
• Where do you think that message that you’re not ‘good enough’ comes

from? Whose voice is it?
• Have you felt like this before?

Some of these questions have important implications for aiding us to
break out of our more typical responses. For example, one woman spoke of
how scared she was when speaking to another woman who was sharing her
thoughts of suicide. She stopped being as scared when she simply asked,
“How long have you felt suicidal”, and the woman responded, “Oh, about
30 years”. Many questions also help get at the idea that thoughts of one’s
own death may represent something very different than an actual desire to
die. Perhaps those overwhelming thoughts of wanting to be gone are really
about a relationship, job, or housing situation that needs to be eliminated
instead. This is something Caroline Mazel-Carlton spoke so eloquently to
in a keynote address at the 2018 World Hearing Voices Congress in the
Netherlands:

I remember one of the times in my life where one of the voices I hear was just
insistent that I needed to kill myself. Over and over telling me I needed to die. I
was 29 years old at the time and since I had been involved with psychiatry since I
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was 8, I knew the consequences for telling someone this. My solution to resist the
voice was that I would buy a ticket to see a movie and sit in the theater all day
because I figured I couldn’t kill myself there. Finally, I said to my voice in
desperation ‘Fine. You right. I should be dead. And I will kill myself. But first I have
to read every word of the Lord of the Rings trilogy.’ I wish I could say there was
some deep symbolism to this choice. But honestly, no offense to fans of Tolkien, I
just knew there was probably no way I was going to read those books. My voice
didn’t know this however, and it bought me some peace and space. Of course,
ultimately, what I had to do to move forward was to listen to the voice’s mes-
sage. To realize that when I am hearing a voice that is telling me to kill myself,
that there usually is something in my life that needs to die. Not that my literal
heart needs to stop beating. But that there is a role, a relationship, a conception
of myself that needs to END for me to go on living.

Mazel-Carlton (2018).

It is precisely these sorts of questions that replace the more standard “Do
you have a plan” oriented ones that often signal to people that someone is
trying to figure out what to “do” with them. They also help discourage
people from jumping to “problem-solve” as this can get in the way of the
power of simply having the opportunity to speak and be heard.

It is this curiosity ‘C’ that also centers the idea that people are the experts
on themselves. Sometimes people make the mistake of hearing this as
equivalent to saying that people already know what to do, and do not need
anyone else. Rather, it means that no one else could possibly know them
better, but that they may need some support to raise the most relevant
knowledge to the surface and put the various pieces together. In some
instances, this process can even be silent. For example, one woman shared
that just by being in the space created by the group and listening to others
make meaning of their experience, her mind seemed to find the permission
to make sense of what she had been through in a way that she had simply
never been able to before. Specifically, she had been seeing visions about
death and encouraging her to take certain harmful actions. She had been
too afraid to share all that with any other human being for fear of the
consequences, but during a group, was able to determine that the visions
were a message about how she was still blaming herself for the past. That
realization was what allowed her to regain some sense of power over the
situation, and eventually those visions faded away.

This focus also provides space for inquiries such as “What are the reasons
that you have chosen not to die?” These types of conversations often get to
the heart of important issues around meaning, purpose, spirituality, and
valued relationships. The most common response is that people have
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chosen to stay alive because of a pet or child. Another critical question
(especially for someone who is insistent that suicide is the right choice)
might be “Are there things that you want to do before you die?” This type
of question helps break out of any power struggle that could be ensuing,
and creates space for a totally different sort of conversation. For example,
one man who was absolutely determined to die by his own hand had a
conversation with a supporter about the art show he wanted to create and
be remembered by. They talked about the photographs he already had, and
where he wanted to go to take more. They talked about where the show
might happen, and how he would want his pictures to be framed. And, by
the end of that conversation (which lasted about two weeks), he did not
want to die anymore because he has reconnected with something so
meaningful to him. It is here in these sorts of situations where we may most
strongly be called upon to accept that “the key to saving someone is to
admit you are powerless to save anyone at all” (Davidow, 2018a, 2018b).
Sometimes, it is only by letting go of any agenda that one is able to have the
conversations that helps another person reconnect with their own internal
spark. Thus, exploring these topics is just as valuable as discussing problems
or traumatic events.

The second ‘V’ speaks not only to vulnerability, but also to the trans-
parency that is required to bring that to life. This is where facilitators are
encouraged to share deeply about their own experiences, but also to be
honest about their fears and worries in the moment. It is where they get to
say that they are scared for someone else, or unsure what to do, and ask
others in the room to be with them in that uncertainty. It is also where they
get to be honest about their limits (for example, not promising to be there
all night with someone, if they have a child to pick up at 5 p.m.). A
common statement heard in groups is from people sharing they have not
spoken about “suicidal thoughts” in months or even years. Typically they
will share that they stopped speaking about the thoughts after some
negative clinical intervention or interaction with law enforcement or
university authorities. Yet, no participant has ever voiced that they stopped
HAVING thoughts of suicide after these responses; Simply that they
stopped speaking of them out loud and started struggling in silence. It is
often this second ‘V’ that paves the way for them to start speaking again.

Most group participants report some form of institutional trauma,
coercion or force before attending groups. Therefore, it is often not enough
to simply state in the group introduction that the space differs from clinical
models. Facilitators of the group must model through their own shares that
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difficult experiences can be named without negative consequences. Also,
because most of the mental health system is based on correcting individual
brain pathology, it is also incumbent on facilitators to introduce the
freedom to examine the context of thoughts of suicide. Examples of this
include naming how rigid gender roles or messages that worth is linked to
economic status or skin color have influenced their thoughts of wanting to
die. The Charter freedom to “challenge social norms” is often modeled first
by facilitators but powerful group discussions typically arise as many par-
ticipants weigh in on how it impacted them to hear things like “boys don’t
cry” or “your people are lazy”. The groups provide a space where a wider
definition of trauma (beyond combat or sexual assault) is acknowledged.
Frequently, after the acknowledgment and finding out others have shared
experiences, people begin to feel less distress.

Individual expressions of culture, language and spirituality are
welcomed in the group. Facilitator training contains modules exploring the
impact of colonization not only on rates of suicide but also on the language
used to define human struggle and the ways forward. Potential facilitators
are encouraged to examine their own culture and to stretch to find lan-
guage to describe a difficult moment in their life beyond “mental illness”.
During the course of the exercise, they also explore methods they used to
move through the time of struggle beyond psychiatric drugs.

That brings us to the final ‘C’: Community. The clinical system is often
designed in a manner that creates dependence on one clinician or team or
service. While this can be a step toward something better, it also contributes
to people getting stuck within and sometimes building their identities
around the mental health system and their relationship to it. In 2017, the
Massachusetts Department of Mental Health released an age demographic
chart that told a very clear story about this fact. It showed a moderate influx
of individuals entering the system in their 20s and 30s, followed by a spike
of representation of people in their 40s, and a steep drop off beginning in
the 50s. This is no accident. What it means is that people enter the system in
their 20s and 30s, get stuck in the system, and then begin dying (much
earlier than people outside of the system) or being transferred to nursing
homes in their 50s (Davidow, 2017a). It is the rare provider organization
that does a good job not just of providing support and whatever services
that it offers, but also supporting people to connect to the broader world.
And, so, the community ‘C’ in VCVC is meant as a prominent reminder
that we are to be bridges, and not life rafts.
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This looks like many things. It may mean simply making space for
people to share about spiritual communities, sports teams, book clubs, and
other places where they are making connections in the world, including
how they got connected and how others might do the same. However, it
also may look like creating an on-line group or email list so people who
attend the group can stay connected, or participants (rather than facilitators)
stepping in to stay late if someone is having a hard time and wants more
support. In more than one instance, when facilitators have not been
available (due to a holiday or some other reason), regular attendees have
made plans to have the group meet at a local mall or coffee shop and carried
on without them. Regardless of what it looks like, this ‘C’ is about making
sure the power is shared, that each person holds a piece of it (especially
where their own lives are concerned), and that the focus is on co-creation
rather than looking to someone else to make things okay.

Groups are always co-facilitated (with both co-facilitators not only
identifying as having their own experience with suicidal thoughts, but also
being willing to share about that). The co-facilitation model helps bring
diversity to group discussions about the many reasons a person may consider
suicide, make meaning of difficulties they face, and move through them.
Before holding group space, potential facilitators participate in a training
exercise called “Mapping a Moment”. In this exercise, they share with a
partner the many factors that were impacting their life during one single
moment where they were very close to choosing death. With their partner,
they are encouraged to take turns sharing about the impact of past adversity
(trauma), social factors, lack of resources, oppression, emotional states and
how they were experienced personally. For many potential facilitators, it
may be the first time they have explored these issues out loud with another
person.

It is an important goal to have Alternatives to Suicide groups accessible to
every person who wants them. However it would be naive to suggest that
this will be enough. Even in places where Alternatives to Suicide groups have
existed for a decade, participants are arriving all the time wounded and
frustrated by experiences in the conventional mental health system. Many
are dying before ever having found out that such spaces exist. To create
broader change, the adoption of an Alternatives to Suicide approach that can
be used by all individuals is needed. Early success has been had with the
development of a “When Conversation Turns to Suicide” curriculum that
passes on many of the lessons of the group space to people in clinical roles,
family members, clergy, and whoever else may be interested in attending.
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Unfortunately, change is not easy nor accepted with wide open arms in
most instances. Moreover, alternative approaches tend to be judged
through a much more critical lens for any apparent failures or weaknesses
than more standard interventions that are in line with the dominant
paradigm. This is perhaps doubly true when it comes to the tricky topic of
suicide. Yet, it is hard to argue with the feedback of those who have
actually attended. In 2018, the Western Mass Recovery Learning Com-
munity undertook the first efforts toward looking at outcomes for those
who have attended groups. Although the research is ongoing, initial results
tell us that the number one reason (cited by over 90% of respondents) that
groups are helpful is because attendees “knew [they] could talk openly
about suicide and other taboo topics without negative consequences.”
(Unsurprisingly, the next most popular reason was that attendees could
“listen to how others were making meaning or moving through their
distress.”) The vast majority of respondents (over 85%) felt that at least one
area of their life had improved as a result of attending groups, with the
greatest area of improvement (95%) falling into the area of increased sense
of connection to community (followed next by “improved understanding”
of why suicidal thoughts sometimes rise up). Specific feedback included:

I have come to see thoughts about suicide and dying as a basic part of human
experience, and that I don’t have to be afraid to talk about it, even if sometimes it
feels scary

The group has plugged me into a community that continues to help me move
forward and grow stronger. My life is better than I ever imagined it could be, and
my thoughts of suicide have decreased a lot. This is largely because of the support
of the group, which helped me to work through the thoughts and reduce their
power.

I know for certain that this is the single most astonishing and optimistic change
that I have found in my life in the last 2 years.

The groups make me feel less crazy and less alone. I have not gone into the
hospital since going to the groups, and now for the first time in my life I don’t
think I’m going to be hospitalized again because I have a place where I can talk
about what’s going on and have people ask me why I’m feeling that way, rather
than assuming I feel the way I do because I’m sick and because there’s something
wrong with me.

I believe that [Alternatives to Suicide] has helped me stay alive, but (more
importantly), has helped me become more of the kind of person I am ok living
with.
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I really appreciate that I can talk about things by name without having to be
euphemistic and assuming that the other people in the group were too fragile to
hear what I was going to say. This is the only group (except other RLC groups)
where I can actually say the word “rape” and not have anyone tell me that that’s
“too triggering” and that I can’t say that.

Nonetheless, as the approach gains traction and even as positive out-
comes and feedback continue to roll in, many fear-based questions also
continue to rise up. One such question about Alternatives to Suicide is
whether or not the groups are simply a place for people to go to learn how
to ‘do it’ (i.e., kill themselves) better. One individual in Australia, in fact,
asked if the groups might be seen as a “college of suicide”. This is a fear that
comes out of the clinical system, and has been applied to all sorts of topics
from hearing voices to problems with food (typically referred to as “eating
disorders”) to suicide. Whatever the topic, it is rooted in the idea that it is
not only bad, but downright dangerous, for struggling people to talk to
anyone who is not trained to help them. However, there simply is no
foundation for this fear within any context. We need only look at the
thriving Hearing Voices Movement (through which hundreds of thousands
of voice hearers have joined internationally to hold conferences, groups,
trainings, and more) to demonstrate that fact.

Another common question is how many attendees have died by suicide.
This is rooted in the fear that unsupervised suicidal people will be even
more likely to die by their own hand, but the answer should do a great deal
to put both this and the prior question to rest. Of the hundreds upon
hundreds of people who have attended Alternatives to Suicide groups, only
two deaths by suicide are known. Both were people who had moved out of
range of the support groups they had been attending in the Northeast
region of the United States. Another commonality between these two
individuals is that both worked in roles in the conventional mental health
system. It is not out of the ordinary for clinicians to attend Alternatives to
Suicide groups and report that the groups are one of the only options they
have to receive support. When given space to share about their struggles,
they will often name the demands of the provider role itself which expects
them to take full responsibility for “fixing” the problems of others while at
the same time remaining silent about their own. On the other hand, an
Alternatives to Suicide approach is one that acknowledges that the distinct
binary between “helper versus helped” or “sick versus well” has been
ineffective in reducing suicide rates at best, and life-threatening on both
sides of the divide at worst.
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Yet another question that inevitably comes up in just about every
training or talk about Alternatives to Suicide is “What do you do if someone
tries to run in front of a truck”, or “off a cliff”, or “shows up to group
having overdosed on pills” or “stands on the roof in a lightning storm”.
(Yes, at least one person e and often more than one e has asked each of
those questions. The honors for the creativity of the last example go to a
conference attendee in Denmark.) Some even misunderstand the philos-
ophy of no risk assessment and no forced interventions for suicidal thoughts
to mean that an Alternatives to Suicide facilitator would be expected to stand
by and watch someone die. However, here is the thing: Suicidal thoughts
are not a medical issue, and as indicated at the start of this chapter, the
medical system seems to have really poor outcomes when trying to address
this non-medical issue. On the other hand, our medical systems have quite
good outcomes when it comes to addressing actual medical emergencies,
whether they are brought on by a suicide attempt or other causes. No, the
Alternatives to Suicide approach does not suggest standing by and watching
someone die, whether by heart attack or overdose. That would not be fair
to anyone involved. Non-consensually bearing witness to another person’s
death can be traumatizing. Yes, if a facilitator (or anyone else involved with
the approach) sees someone racing to jump in front of a truck or off a cliff,
it would be seen as perfectly okay to knock them over along their way. But,
such an intervention would not be called ‘treatment’. It would simply be
called being human, and not wanting to watch a fellow human die.

The systems around us continue to make the mistake of pointing to
‘suicide’ as ‘the problem’ to be stamped out, often by any means necessary.
Yet suicide is not ‘the problem’. It is a solution. It may be a very desperate
solution that we hope people will not choose, but it is a solution none-
theless. Treating it as ‘the problem’ is what has led us to this point. It
renders the actual problems invisible, and lulls us into thinking we don’t
need to look any further. In fact, people say the words “I feel suicidal” for
so many reasons, from not having a place to sleep tonight and knowing the
hospital has a warm bed to having been trained by the system that’s what
one needs to say in order to get someone’s attention to “I really want to
die”. And, if someone really wants to die, there’s even more potential
reasons why (Davidow, 2016).

Advocacy organizations argue that there is a ‘stigma’ surrounding suicide
that is preventing people from seeking treatment. Yet, the true ‘stigma’
seems to lie within the hands of a treatment system so quick to take away
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someone’s power should they utter thoughts of their own death (Davidow,
2018a, 2018b). Instead, Alternatives to Suicide argues that we must hear each
other more clearly than ever before. We must acknowledge what we don’t
know, and accept that the answers will only be found if each of our voices
has a place in the dialogue. We must accept our own powerlessness to
control each other, in order to open up new possibilities for finding ways to
co-exist. Perhaps the hardest reality that we must learn to accept is that we
will always lose people, and that nothing we can do will ever prevent that.
But, we lose more people when we try too hard to contain them, rather
than working with them to figure out how to go on living. The greatest
challenge of all is to figure out how to “hold each other with our arms wide
open” (Davidow, 2018a, 2018b). And, this is precisely what the Alternatives
to Suicide approach seeks to do.
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CHAPTER 10

Psychological resilience to
suicidal experiences
Patricia Gooding, Kamelia Harris
School of Health Sciences, Division of Psychology and Mental Health, University of Manchester,
Manchester, United Kingdom

Key points
1. Resilience lacks conceptual clarity, but the key issue is what people with

mental health problems, including suicidal experiences, mean by resilience
from their personal perspectives.

2. Research exploring resilience to mental health problems is relatively scant
although growing.

3. There are at least five approaches to researching resilience which may
overlap, and which need to be applied to suicide research.

4. There needs to be a sustained effort across different mental health services
to develop psychological interventions which aim to amplify resilience to
mental health problems, including suicidal experiences, across the lifespan.

5. Those who are Experts By Experience should be involved in all research
investigating psychological resilience to suicide.

6. It should be noted that Gooding has lived experience of suicidality.

Suicidal thoughts, behaviors, and deaths are of substantial personal, public,
and societal concern worldwide (CDC, 2012, 2016; EU, 2012). The
prevalence rates of death by suicide reflect one death every 40 s (WHO,
2017). There is robust evidence that the probability of death by suicide is
considerably raised in those with experiences of severe mental health
problems (Bolton, Gooding, Kapur, Barrowclough, & Tarrier, 2007;
Caldwell & Gottesman, 1990; Cohen, Lavelle, Rich, & Bromet, 1994;
Hawton, Sutton, Haw, Sinclair, & Deeks, 2005; Saha, Chant, & McGrath,
2007). It has been reported that in approximately 90% of all suicide fatalities
the individuals who died had severe mental health problems, for example,
schizophrenia, bipolar disorder, personality disorders, and anxiety disorders,
including PTSD, Obsessive Compulsive Disorder and Body Dysmorphic
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Disorder (Angelakis, Gooding, & Panagioti, 2016; Angelakis, Gooding,
Tarrier, & Panagioti, 2015; Hawton, Casanas i Comabella, Haw, &
Saunders, 2013; Hawton et al., 2005; Hawton & van Heeringen, 2009;
Panagioti, Gooding, & Tarrier, 2012; Panagioti, Gooding, Triantafyllou, &
Tarrier, 2015).

Although preventing suicide deaths is paramount, it is also vitally
important to consider the distress that people experience when they have
suicidal thoughts, make suicidal plans, experience suicidal urges, and attempt
suicide. For instance, in those who have mental health problems on the
schizophrenia spectrum, up to 50% experience suicidal ideation at any point
in time or have a history of previous suicide attempts (Fialko et al., 2006;
Hawton et al., 2005; Palmer, Pankratz, & Bostwick, 2005). Furthermore,
having suicidal thoughts is a strong risk factor for death by suicide (Chapman
et al., 2015; DeVylder, Lukens, Link, & Lieberman, 2015).

However, some people with severe mental health problems do not
experience suicidal thoughts, plans, or urges and do not attempt, or die by,
suicide. It is imperative to understand i. why some individuals do not develop
suicidal thoughts when they experience numerous adversities, ii. why some
people who have suicidal thoughts do not, then, form concrete plans to die
by suicide, and iii. why some people who have concrete suicide plans do not
attempt suicide or die by suicide. In other words, the obverse of identifying
risk factors for suicidal experiences needs to be pro-actively addressed and
explored. We need to understand why and how some people who have
many risk factors for suicidal experiences seem to develop psychological
resilience to some forms of suicidality. Research studies which focus on
examining resilience to suicidal thoughts and acts are relatively scant, espe-
cially compared to the plethora of work examining risk factors for suicide
(Johnson & Wood, 2017; Johnson, Wood, Gooding, Taylor, & Tarrier,
2011). There needs to be a better balance between investigating risk factors
and investigating resilience factors with respect to understanding and
addressing suicidal experiences.

The case of Jane: psychological resilience to suicidal
thoughts and acts

Jane is in her mid 50’s. Growing up as a small child, she experienced daily
physical violence from her grandmother. Her grandparents acted as primary
caregivers during a period when Jane was 5e7 years of age. The physical abuse
abated as Jane grew older and as she entered her teenage years. Jane also
experienced sexual abuse from the partner of her mother when she was about
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The case of Jane: psychological resilience to suicidal
thoughts and actsdcont'd

7, with the perpetrator attempting to continue this abuse until she was around
14. Her mother colluded with the sexual abuser and also physically and
emotionally abused Jane. Jane has experienced mental health problems,
including having suicidal thoughts, for most of her life. She has a concrete
suicide plan which gives her a sense of relief because it seems a viable escape
route for her. Recently, Jane feels she is being bullied at work which reminds her
of the abuse she experienced when growing up. Having this escape route of
suicide helps her get through the bullying. Jane perceives herself as a survivor
but doesn’t feel she is really living her life. Although Jane has thoughts of suicide
and has a concrete suicide plan, she has not attempted suicide.

What has enabled Jane to survive? How has Jane managed to be resilient?
Does Jane perceive herself as resilient?

Some people facing severe negative stressors do not experience suicidal
thoughts or urges. Still others take no action to translate suicidal thoughts
into plans and/or to translate a concrete plan into attempting suicide, as in
the case of Jane described above. So, why do some people seem to have
psychological resilience to developing suicidal thoughts, formulating plans
of suicide and attempting to, or taking, their own lives? Addressing this
question and acquiring this understanding about resilience to suicidal
experiences is important at levels which include the political, societal,
organizational, community and, of course, the individual (Wickham,
Taylor, Shevlin, & Bentall, 2014). It has been suggested that targeting
resilience represents a paradigm shift away from a focus on pathophysiology
and that the emphasis on resilience operates at cognitive-emotional levels
and also neurobiological levels (Kalisch, Müller, & Tüscher, 2015). This
paradigm shift is fundamentally important.

Recent discussions with colleagues (e.g., clinical psychologists, thera-
pists, social workers, community psychiatric nurses, support workers)
working in mental health services (i.e., the National Health Service, UK)
and in UK mental health charities (e.g., Mind, The Samaritans, Self Help &
The Big Life Group) highlighted the need for strong commitment at policy,
political, societal and community levels to address psychological resilience.
It was pointed out that resilience is eroded by multifaceted dysfunctional
interactions between financial, employment, and housing crises; that there
is a lack of resources to help ameliorate physical and mental health issues in
general; and that there are numerous problems with navigating complex
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health and social care systems which seem to inhibit, rather than to facili-
tate, the abilities of mental health professionals to nurture and encourage
people to build, maintain, and sustain resilience. It was also pointed out that
there can be a, somewhat, insidious view in some sectors of society that if an
individual has a mental health problem, then they are not resilient, and that
this may be seen as a personal failing undeserving of resource and unde-
serving of care.

The case of Peter: the undeserving, non-resilient

Peter has Type 1, insulin dependent, diabetes which he has had for just over 25
years. Peter sometimes has hypoglycemic episodes where his blood-glucose
levels drop dangerously low and he loses consciousness. In these instances,
his body can push out adrenalin and make his muscles twitch which results in a
glucose out-flow and this helps him regain consciousness. However, when
regaining consciousness he lacks motor co-ordination to a severe extent, and he
can also experience visual hallucinations which are threatening to him. Peter
has been feeling depressed about his diabetes for many years and hasn’t been
managing his condition well consequently. Sometimes, Peter thinks that death
by suicide is a welcome option. Peter was recently admitted to Accident and
Emergency (A&E) services at his local National Health Service hospital in the UK
because he had a hypoglycemic episode, which he collapsed from, at a bus
station in the city centre where he lives. He felt that the paramedics treated him
well. On arrival at the A&E department, the nurse receiving him told him that
he had failed to take care of himself properly and that he shouldn’t be allowed
to take up time needed by those who were ‘really ill’. Peter knew that this type of
judgment was unacceptable but felt too vulnerable to make a complaint. He
also knew all too fully that hypoglycemia can be fatal. In hospital, he started to
have suicidal thoughts which continued when he was discharged. Peter felt
undeserving and a burden to society.

What were the key factors about the interaction between the nurse and
Peter, when Peter arrived in hospital, which were detrimental to him? What
should be done when following up, not only Peter, but also the nurse who
received him onto the ward? How could Peter’s psychological resilience be
boosted?

Feeling a burden, for example, to family, friends, communities and
society in general, is a key risk factor for having suicidal experiences,
including death by suicide (Van Orden et al., 2010). This view, expressed
by some health professionals, of the ‘undeserving non-resilient’ as in the
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case of the nurse receiving Peter onto the ward, described above, can be
contrasted with an opposing view that is often a key principle of mental
health charities. This opposing view is that everyone is resilient. Everyone
is deserving, and a fundamental goal is to boost that resilience, and then
work with everyone collaboratively to find ways of maintaining and
amplifying resilience. In the case of Peter, he had been dealing with a
physically/physiologically demanding and psychologically depleting con-
dition for two-and-a-half decades. Hence, Peter can be seen as being
exceptionally resilient. Identifying, enhancing and maintaining resilience
is embraced by many mental health charities, and, indeed, by many
individuals working in the mental health field. Key principles are that
no-one should feel excluded from receiving mental health care; no-one
should feel abandoned by mental health care services; and no-one
should lose sight of their own resilience and potential for resilience.
Understanding the psychological mechanisms which underlie resilience to
suicidal thoughts and acts is crucial in promoting the development of
psychological therapies and psychological approaches which enhance and
maintain resilience to suicidal thoughts, plans, urges, acts and behaviors.

What is psychological resilience?

Psychological resilience is considered to be a set of skills or mechanisms
which operate in the face of negative stressors or negative life events to
return an individual to, or maintain, optimal psychological functioning
(Bonanno, 2004; Masten, 2001). Such negative stressors can be internal, for
example hearing criticizing voices (“you’ll always be bad; you’ll always be a
failure; why are you still here; you shouldn’t be here”), or external, for
example, facing redundancy or other financial pressures, bereavement, a
relationship break-up, being bullied, being excluded for many reasons and
facing numerous types of stigmatization.

In the psychological literature, resilience has been investigated across a
number of domains including elite sports performance (Golby & Sheard,
2004; Jones, Hanton, & Connaughton, 2002), military effectiveness (Bar-
tone, 2006; King, King, Vogt, Knight, & Samper, 2006), academic
achievement (Martin & Marsh, 2008; Nota, Soresi, & Zimmerman, 2004),
homelessness (Kidd & Shahar, 2008), attitudes and coping abilities in those
experiencing chronic illnesses (Hampel, Rudolph, Stachow, Labeta-
Lentzsch, & Petermann, 2005; Moskowitz & Wrubel, 2005; Rabkin,
Remien, Katoff, & Williams, 1993), in response to traumatic events
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(Bonanno, 2005; Gold et al., 2000) and in minority groups, such as, sexual
minorities (Kwon, 2013).

The problem with conceptualizations of resilience is that they lack
definitional clarity and precision. A recent narrative systematic review
(Ayed, Toner, & Priebe, 2018) based on 31 publications investigated
resilience in adults with mental health problems. The review concluded
that there were two broad ways of conceptualizing psychological resilience.
The first was as a process and the second was as personal characteristics of an
individual. Processes included three concepts: i. Immunity, such as, being
able to resist; ii Bouncing Back, defined as returning to a state of stability;
and iii Growth, implying positive transformation as a function of adversity.
Characteristics of individuals encompassed i. having Personal Resources and
ii. having Social Resources both of which were seen as having the potential
to be protective. Examples of personal resources included developing
coping skills, using positive emotions, acceptance, courage, and having
hope for the future. Examples of social resources included the power of
communities to aid recovery, having well-functioning and meaningful
social networks, and having prompt access to well-resourced health and
social services. It is a notable strength that the studies included in this sys-
tematic review used a range of methods, e.g., reviews, mixed methods, and
qualitative and quantitative designs.

Thinking about resilience as both a set of processes and having personal
and social resources offers the greatest potential for developing and sus-
taining resilience across a number of different levels, e.g., societal, com-
munity and individual. In other words, resilience may be determined by a
range of modifiable psychosocial factors (Chmitorz et al., 2018; Kalisch
et al., 2015). That such psychosocial factors are adaptable offers the potential
for developing psychological approaches and techniques which can maxi-
mize and sustain resilience.

In order to determine the starting points for developing psychological
interventions and techniques for nurturing resilience, it is important to
explore what resilience means, personally, to individuals with severe mental
health problems. In a qualitative study (Gooding, Littlewood, Owen,
Johnson, & Tarrier, 2017), we were privileged to gain responses from 21
people with non-affective psychosis (e.g., hearing negative voices) and
suicidality, together with experiencing external stressors (e.g., losing their
job) to the question ‘what does resilience meant to you?’ Around 80% of
the sample said that they understood the term resilience, and these were
some of their responses:
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“you can come to terms with everything” [ID ¼ J25 ii]

“not caving in under pressure” [ID ¼ J35 ii]

“ is sort of keeping going, erm, a sense of not being defeated” [ID ¼ J18 ii]

“Try to put something off, put something away, you know. Erm, don’t know. Put
something away, push something aside, so it doesn’t matter.” [ID ¼ J16]

“you’re tough” [ID ¼ J30 ii]

“being able to kind of bounce back from something.” [ID ¼ J27 ii]

“energy to fight back” [ID ¼ J19 ii]

“Well. to people. it would mean like how they cope with things. erm.
yeah, just like that.” [ID ¼ J15 ii]

As depicted in Fig. 10.1 below, there were three overarching themes
which described the responses of our participants. These were i. Accep-
tance, ii. Resistance and iii. Active strategies.

Only a small number of participants (three) expressed the meaning of
resilience in terms of Acceptance. This seemed to encapsulate an idea of
being reconciled with stressful or negative events and not having to
challenge or fight against those events. The majority of participants
endorsed resilience as a form of Resistance which was emotionally, psy-
chologically and/or pragmatically seen as protective against a range of
negative stressors. This protection was thought to act in three ways. First,
to withstand pressure and ‘keep going’. Second, to develop inner strength
and form a ‘thick skin’. Third, to be self-reliant. Resilience conceived of as
an Active response to stressors captured the idea that difficulties in life
could be challenged or over-come by not being defeated, rebounding, and

Meaning of resilience

Acceptance

Come to terms 
with difficulties

Face up to things

Resistance

Withstand 
pressure

Being 
independent

Inner strength

Active

Bounce back

Coping

Fight back

Fig. 10.1 The meaning of resilience as depicted by individuals with experiences of
psychosis, and suicidal thoughts/behaviors.
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finding the energy to fight back. It is interesting that the systematic review
described above (Ayed et al., 2018) and our qualitative study converged in
identifying resilience factors which were i. immunity/resistance, ii. bouncing
back/rebounding, iii. acceptance and iv. developing coping skills.

Psychological resilience to suicidal experiences: a mixed
methods approach

Suicidal experiences have been described as being on a continuum in which
suicidal thoughts lead to suicidal intent, then the formation of a concrete
suicide plan, and then suicidal acts e.g., suicide attempts. This continuum
view of suicidality can, of course, be challenged because these sorts of
experiences (Tarrier et al., 2013) are not necessarily perceived as being
linear and can be experienced as cyclical or spiraling (Wyder & De Leo,
2007). That said, it is important to know how to stop suicidal thoughts
from occurring in the first place, and/or escalating; how to stop the for-
mation of suicidal plans; and how to prevent a suicide attempt.

In order to investigate these issues further, we presented a vignette to 36
people with a diagnosis of non-affective psychosis who had suicidal expe-
riences (Gooding, Sheehy, & Tarrier, 2013). The vignette described a
protagonist called ‘Poppy’ in which there was an escalation of her suicidal
experiences from thoughts to plans and then to actively preparing to kill
herself. Participants were asked what would stop Poppy’s suicidal thoughts,
plans and active preparations. We used a mixed methods approach. Social
support was seen as most protective against suicidal thoughts with psy-
chological talking therapies viewed as being most helpful in terms of input
from mental health professionals. Medication was considered important in
ameliorating suicidal plans. Hospitalization, albeit for short-stays followed
up with counseling/talking therapy, was highlighted as the best approach
for preventing suicidal acts.

This is the vignette that we developed. We’d like to invite you to consider how
to reduce or weaken Poppy’s suicidal thoughts and plans, and then lessen her
active engagement with those plans. Perhaps, we can ask the question as to
how resilience could be nurtured in Poppy in both the short and long term
based on your experiences?

Poppy is in her early 30s. She has two small children, a demanding part-time job
and difficult family commitments, particularly with her in-laws. Poppy is now
expecting a third child. The first half of her pregnancy has gone as expected.
However, she now feels constantly tired and increasingly inert. She literally feels
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as though a black cloud is swallowing her up and she becomes ever more
withdrawn from her friends and family. She catches herself looking up at air-
planes in the sky willing them to crash down on her. She begins to hear voices
telling her that she is not fit to have another child and that she will give birth to
the devil. She feels she is carrying a monster inside her.

You can find Poppy’s evolving story here (Gooding et al., 2013).

Before we can consider how to nurture resilience in Poppy with respect
to her suicidal experiences, we need to identify the different models or
approaches that we can use to best understand psychological resilience to
mental health problems, including suicidality. Only by identifying and
specifying these models, can we begin to challenge, test and further develop
our understanding of resilience to suicidal experiences.

A multi-componential mechanistic approach to
understanding psychological resilience to suicidal
experiences

The main problem with probing the meaning of resilience and examining
factors which can stop suicidal thoughts, urges, plans and acts is that the
definitions which have been generated and the factors which have been
suggested are highly descriptive (Ayed et al., 2018). In order to understand
how resilience to suicidal experiences can be developed and maintained, we
need to comprehend the psychological mechanisms which underpin resil-
ience to such experiences. Mechanisms which explain resilience to suici-
dality can only really be captured by a multi-componential dynamic
approach (Johnson et al., 2011; Johnson, Gooding, Wood, & Tarrier, 2010;
Johnson & Wood, 2017; Kalisch et al., 2015).

A case study of Nathan and Charlotte: a multi-componential
approach

Nathan is in his 50’s. He married his wife, Charlotte, about 18 years ago. Both
are nurses working in mental health. Nathan works with people who live in the
community. Charlotte works on inpatient psychiatric wards. Nathan has often
had to take time off work due to work stress manifested as general anxiety
which has been building up over the past 12 months. He often feels depressed
because of his work. He also has suicidal thoughts because of the accumulative

Continued
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A case study of Nathan and Charlotte: a multi-componential
approachdcont'd

stressors that he experiences. That said, Nathan enjoys creative writing and has
joined an on-line creative writing forum. Others on the forum have asked
Nathan to submit a creative writing blog he has developed to a competition.
Nathan doubts his abilities but feels encouraged by the people on the forum. He
has also started mindfulness meditation classes at his local community centre
which he feels are reducing his levels of anxiety related to work. However, he
feels little improvement in his depression and still has suicidal thoughts. In his
spare time Nathan volunteers for a dog rescue centre. He has always resonated
with animals and, although he finds working with rescue dogs can be stressful
and upsetting for many reasons, he very much values this work. He feels this is a
core value for him. Whilst working on psychiatric inpatient wards is equally as
stressful as working in the community, albeit in different ways, Charlotte does
not feel that her work is detrimental to her mental health. However, Charlotte
cannot have children due to medical reasons, but she does want to bring-up
children. Charlotte discusses with Nathan whether they may be able to be
‘foster parents’ and may be able adopt in the future. Charlotte perceives that she
cannot fulfill her role as a woman and that she does not fit into society unless
she is able to bring-up children and thinks she is becoming depressed as a
consequence. Nathan feels able to support Charlotte in whichever direction she
wants to explore with respect to having a family. Because of Nathan’s support,
and reflecting and exploring her situation, Charlotte finds her sense of being a
woman returning. In fact, she thinks that her sense of being a woman is
stronger than it has ever been, even before she felt depressed about this issue.

What are the sources of resilience for Nathan and Charlotte? How might
these sources of resilience intertwine for them as a couple? If you were a
clinician working with Nathan and/or Charlotte what would be your ‘gut re-
action’ with respect to working with their resilience individually, and then as a
couple? What was the source of your gut reaction?

Five ways of modeling a dynamic approach to understanding psycho-
logical resilience can be identified. As we examine each of the five
modeling approaches it might be helpful to consider them by reflecting on
the case of Nathan and Charlotte as described above.

The unidimensional ‘two poles’ approach
This approach conceptualizes resilience as at one end of a pole (e.g., feeling
socially supported) with risk factors at the other end of the pole (e.g., feeling
socially defeated). To take the example of Nathan, if work-related stress and
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anxiety were risk factors for suicidal thoughts and acts, then resilience
would be a lack of those risk factors, that is, not experiencing work-related
stress and anxiety. The problem with this approach is that not experiencing
a stressor or a risk factor does not equate to developing and maintaining
resilience. Similarly, being resilient, does not equate to not experiencing
risk factors. In the example above, if the stress and anxiety experienced by
Nathan were not present, then Nathan could be seen as resilient. Clearly,
there are two issues to consider in this situation. Is Nathan no longer
exposed to the stress and anxiety, and, therefore, is he showing resilience
because the stressor or stressors simply no longer exist? Or do the stressors
exist, but Nathan can buffer or counter, those stressors?

The two-dimensional, buffering, approach
Two-dimensional conceptualizations of resilience expand the unidimen-
sional approach. Such two-dimensional approaches suggest that risk and
resilience are best considered as independent, albeit interacting, dimensions,
such that the presence of one dimension, e.g., risk, does not imply the lack of
the other, e.g., resilience. In the vignette, Nathan can experience risk factors
for suicidality (e.g., stress and anxiety) and also evidence resilience to those
risk factors at the same time. The buffering approach to resilience makes this
idea more concrete. Resilience as a buffer focuses on being able to rebut
negative stressors by weakening associations between stressors/risk factors and
a negative outcome, such as, suicidal experiences (Johnson et al., 2011;
Johnson & Wood, 2017). For instance, there may be a strong and positive
association between financial pressures and developing suicidal thoughts but
having a solid sense of being connected to others may weaken, or buffer, that
association (Stone, Luo, Lippy, & McIntosh, 2015; You, Van Orden, &
Conner, 2011). In the example in the vignette above, Nathan finds that the
mindfulness meditation classes are positively acting on, i.e., weakening, the
associations he is experiencing between work stress and anxiety. In other
words, mindfulness meditation is a protective or buffering factor. This fits
with the buffering hypothesis which suggests that resilience factors moderate
or buffer the relationship between suicide risk factors, or triggers for suicidal
experiences, and negative outcomes (Johnson et al., 2011).

Recovery
In the recovery model of resilience, a factor or function which has been lost
is perceived as being regained. This model identifies adverse events and
stressors; the subsequent adverse deviations from functioning caused by
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these events and stressors; and then the extent to which these deviations are
alleviated (Goubert & Trompetter, 2017). This type of recovery process is
sometimes conceptualized as rebounding or bouncing back to health
(Tugade & Fredrickson, 2004). In the above vignette, Charlotte was losing
her sense of being a woman because she was unable to have children which
was negatively affecting her mental health. Through support from Nathan,
she not only recovered her sense of being a woman but found that this
sense had returned more strongly. This example illustrates that recovery can
be allied to an experience of personal growth as a result of coming through
negative experiences (Jacob, 2015; Sumskis, Moxham, & Caputi, 2016).

Psychological immunity
In the psychology immunity model, negative stressors do not have a
detrimental effect on well-being (Davydov, Stewart, Ritchie, & Chaudieu,
2010). In other words, individuals seem resistant to negative events and
negative stressors. In the vignette above, Charlotte seemed immune to
work stressors having a detrimental effect on her mental health which could
be contrasted with the experiences of her husband, Nathan. Of course, it is
important to understand how individuals develop and maintain psycho-
logical immunity to factors which can be triggers for mental health prob-
lems, both in acute periods of their lives and over the longer time-course of
their lives.

Maintenance
The maintenance approach to resilience encapsulates the ability to sustain a
positive outlook in the face of negative experiences and stressors, sometimes
over a long time period. This approach is closely linked to the positive
psychology movement which examines how individuals thrive and flourish
across different domains of their lives (Wood & Tarrier, 2010). The ability
to maintain meaningful activities and values, despite adversity, is a key
feature of the Maintenance model (Goubert & Trompetter, 2017). An
important point is that this approach to resilience does not depend on
recovery, nor a weakening of mental health problems due to a buffer, nor
immunity. A positive outlook to life may be observed despite no
improvement in mental health problems. It has been suggested that this
positive outlook may hinge upon identifying key values which deflect focus
away from mental health problems (Goubert & Trompetter, 2017). In the
vignette, although Nathan’s anxiety had been helped by mindfulness, he
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still experienced depression and suicidal thoughts. However, this was off-set
by the work he did with the animal rescue center, exemplifying an
important value held by him.

Evaluating the five resilience models

There are several important points to consider when evaluating these five
resilience models. First, they are not necessarily mutually exclusive. For
example, there may be buffering or protective factors which subsequently
result in recovery and/or personal growth. Similarly, maintenance factors
may exist alongside mechanisms which are protective or promote re-
covery. Second, and relatedly, the influence of the components of these
five models, and the interactions between the five models, may differ
across the lifespan. Hence, it is important to adopt a ‘life-span’ approach to
understanding resilience. Third, all models resonate with the idea that
resilience factors can be developed and nurtured which is a crucial un-
derpinning for the development of psychological resilience interventions
and a ‘positive action’ based approach to mental health problems including
suicidal experiences. Fourth, the models have the potential to be adaptable
to diverse cultures and diverse belief systems. Fifth, the five models are
situated at an individual level of understanding rather than broader
community, societal, and political levels which could be considered a
weakness. That said, the principles intrinsic to these five models have the
potential to be applied across different levels of understanding, including
broader societal and political contexts. Finally, there are four contempo-
rary psychological theories which have been developed to aid the un-
derstanding of suicidal experiences (see below). A key question is how to
optimally develop these theories of suicide so that they can i. examine
pathways to suicidal experiences and ii. the converse of that which is to
examine and understand pathways to resilience to suicidal experiences
across multiple domains.

Theoretical models of psychological resilience to suicidal
experiences

There are four recent psychological theories which seek to explain the
pathways to suicidal experiences. The first of these contemporary models of
suicide is the Schematic Appraisal Model of Suicide, i.e., the SAMS
(Johnson, Gooding, & Tarrier, 2008). The second is the Interpersonal
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Theory of Suicide (Van Orden et al., 2010). The third is the Integrated
Motivational-Volitional model of suicide (O’Connor, 2011). The most
recent is the Three Step Theory (Klonsky & May 2015). Although all of
these models can be adapted to consider psychological resilience to suicidal
experiences, only the SAMS was explicitly developed to explain psycho-
logical resilience to suicidal experiences.

In order to develop all four theories of suicidal experiences with respect
to resilience, it is necessary to i. evaluate the evidence pertaining to the five
dynamic resilience to suicide approaches in general; and ii. determine the
extent to which the evidence supports, refutes, and extends the contem-
porary models which attempt to understand pathways involved in suicidal
thoughts and behaviors.

Evidence pertaining to the five dynamic suicide resilience
models

It is not within the scope of this chapter to evaluate the evidence in detail
which sheds light on which of the five resilience models are best supported.
This caveat also applies to exploring which current psychological theories
attempting to elucidate the pathways to suicidality are the most optimal for
studying resilience to suicidal thoughts and acts. However, work from
suicide researchers at the University of Manchester, UK, have found that
feeling socially supported; perceptions of being able to regulate emotions;
and feeling able to problem solve, especially inter-personally, seem
important resilience factors in people who do and do not experience mental
health problems e.g., PTSD (Panagioti, Gooding, Taylor, & Tarrier, 2014),
psychosis (Gooding et al., 2017; Johnson, Gooding, Wood, & Tarrier,
2010; Johnson, Gooding, Wood, Taylor, et al., 2010) and bipolar disorders
(Owen, Gooding, Dempsey, & Jones, 2017).

One point which should be emphasized is that the requisite method-
ological diversity doesn’t exist in the literature to enable us to evaluate
which of the five models of, or approaches to, resilience to suicidality are
the most promising. For example, much of the research examining resil-
ience to suicidal experiences in people with non-affective psychosis has
simply taken a unidimensional, two-poles, approach, using very basic
correlational designs. To explore buffering, recovery, immunity, and
maintenance approaches to resilience to suicidality, longitudinal designs are
needed in which temporal precedence can be established. Indeed, longi-
tudinal deigns are relatively scant in work examining pathways to suicidal
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experiences (but see Panagioti, Gooding, & Tarrier, 2015). A potentially
interesting question to consider is to what extent longitudinal designs using
time points comprising months and years converge with findings using
micro-longitudinal experience sampling designs where individuals are asked
about their thoughts and feelings over the course of each day, across several
days (Littlewood et al., 2019; Myin-Germeys et al., 2009). It is also the case
that the vast majority of resilience research adopts quantitative designs.
Qualitative work in this area is essential because we are only just beginning
a journey which seeks to understand suicide resilience, and we need to
understand the experiences of individuals who are, or have been suicidal,
from their perspectives, in order to make progress. Qualitative work should
be used in a way that is convergent with quantitative data, including using
mixed methods. A neglected area which could offer in-depth insights is to
meld, or nest, qualitative designs with experience sampling designs.

A final point is that it is very important to understand not only the views
of people experiencing suicidality with respect to psychological resilience
but also the views of mental health professionals working with those
individuals. This is because, in order to design psychological interventions
which are both efficacious and effective in developing and maintaining
resilience to suicidal experiences, we need to evaluate the overlap in views
and perceptions between mental health professionals and people experi-
encing suicidality, but we also need to investigate where there is divergence
and the origin of that diversity (Awenat et al., 2017). An important issue to
consider when examining convergent and divergent views is the extent to
which mental health professionals receive requisite support which builds
their resilience when working with people with severe mental health
problems (Hall et al., 2018; Johnson et al., 2018). This is particularly
important because many mental health professionals may also have/have
had suicidal experiences.
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CHAPTER 11

Textual analysis of suicide notes:
how a new approach could yield
fresh insights?
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Empirical study of suicide has been challenging, from a statistical point of
view, because of the relatively low frequency of suicide deaths. This
means that prospective studies require a very large cohort size which in
turn limits the breadth and depth of information that can be collected
from cohort members. Retrospective studies, such as psychological
autopsy studies, are limited to information pieced together or recon-
structed after the event which limits the breadth and scope of information
that is available to inform suicide prevention research. In particular, no
information can be collected from the deceased other than from what they
leave behind, such as in the form of a suicide note. As O’Connor and
Leenaars (2004) note, “A suicide note is the closest we get to the suicidal
mind, often written minutes before death.” Relatively few studies have
conducted thematic and semantic analysis of suicide notes. Of those that
have, none have taken a protective factors approach. The primary use of
suicide notes has been to understand the motivation for suicidal action,
and understanding the precipitating life circumstances and risk factors.
Numerous studies exist identifying risk factors within suicide notes, yet
there is not one study we are aware of that has sought to identify the
potential weakening of protective factors within the notes. Many people
experience suicidal impulses and difficult life circumstances (Nock et al.,
2008). From the perspective of suicide prevention, understanding any
positive factors that a person might be encouraged to cling to in order to
“choose life” or the absence of any such factors may be as important as
understanding the circumstances that lead to suicidal risk. This is an
important omission in the literature, as the bolstering of protective factors
in order to facilitate a ‘choose life’ perspective may be effective in
counteracting suicide risk factors.
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Researching suicide and its antecedents

The interpersonal theory of suicide (Van Orden et al., 2010; Joiner, 2005)
has been proposed by its authors with the intent of fostering scientific
inquiry by proposing testable hypotheses, and with the hope of stimulating
the collection of new types of information in suicide research. There are
many suicide registers or databases of completed suicides across the world
(Adjacic-Gross et al., 2008). A key feature common to almost all of these
registers is collection of information regarding the nature of the death,
particularly cause of death, type of incident, and mechanisms used. This is
reflected in the classification of suicide deaths in the International Clas-
sification of Diseases (World Health Organization, 2004), which primarily
focuses on the method used to end life. This classification of suicide deaths
has been useful in supporting research into methods of suicide, and this
research has identified that restriction of access to some means of suicide has
resulted in reductions in suicide rates (Gunnell, Middleton, & Frankel, 2000).
For instance, restricting the availability of barbiturate sedatives from the late
1960s onwards saw a substantial reduction in suicide rates, particularly among
females (Lester & Abe, 1989; Oliver & Hetzel, 1973). However it is not
feasible to restrict access to all possible means of suicide, and other approaches
to suicide prevention are also required (Hawton, 2007).

Epidemiological research has identified a number of risk factors for
suicide, including mental disorders (particularly depression, bipolar disorder,
and psychoses), substance abuse, and terminal physical illness (Franklin
et al., 2017). Psychological autopsy studies have also identified traumatic
events and exposure to risk factors that are associated with suicide such as
being a victim of child abuse or domestic violence, relationship breakup,
loss of someone close, job or financial loss (Franklin et al., 2017). Because of
the high prevalence of these risk factors compared to the number of
completed suicides, to date this knowledge has not been useful for devel-
oping a predictive model of suicide or identifying individuals for direct
suicide prevention interventions (Franklin et al., 2017).

To make progress toward developing an approach to predicting in-
dividual suicide risk that could be useful in clinical or prevention settings,
research into risk factors for suicide may need to identify either more
specific risk factors or groups of risk factors, or may need to look at other
aspects of the context or individual in order to understand suicide risk. For
instance, the interpersonal theory of suicide proposes thwarted belong-
ingness and perceived burdensomeness as core pathways to feelings of
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hopelessness and suicidal intent (Van Orden et al., 2010). Further, the
theory proposes acquired capability as a pathway from suicidal ideation to
action. For example, a difficult relationship breakup may give rise to the
sense of loneliness and self-hate that is postulated to be associated with
thwarted belongingness and perceived burdensomeness. However, the
overwhelming majority of people who go through a difficult breakup do
not take their life. Are there other ways that register-based or psycho-
logical autopsy data could be collected and used to better understand the
antecedents of risk among those who do take their lives after experiencing
such a loss?

Research using suicide notes

To try and understand the circumstances relating to a suicide death,
coroners, police investigators, and researchers undertaking psychological
autopsy studies have to piece together the events preceding the death, and
the deceased’s state of mind from the available information. This may
include interviews with people who knew the deceased, including family
members, friends and service providers who may have had contact with
the deceased. Where a suicide note is left, Shneidman (1996) has sug-
gested, “our best route to understanding suicide is not through the study
of the structure of the brain, nor the study of social statistics, nor the study
of mental diseases, but directly through the study of human emotions
described in plain English, in the words of the suicidal person.” However,
research on suicide notes has been limited because of the relatively small
number of collections of suicide notes in existence. More jurisdictions are
digitizing suicide notes and related materials as part of their data collec-
tions, suggesting that research on suicide notes should become more
feasible and widespread in coming years.

Suicide notes can take many forms ranging from very short commu-
nications confirming suicidal intent to extended collections of writings,
diaries and audio or video recordings. As there is no typical structure to a
suicide note and as their form and content can vary greatly, there is
considerable flexibility in how to analyze this textual information.

Suicide note research to date has largely focused on why individuals
choose to take their life, rather than what might have kept them from
doing so. Overlooking positive aspects limits an understanding of which
factors can be directly targeted during clinical interventions to minimize
suicide risk. One such factor is whether the person delayed the decision to
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end their life. Several studies provide evidence that positive affect is
common in suicide notes. Pestian et al. (2012) assessed nearly 1300 suicide
notes for emotional content. While the most frequently identified
emotion was hopelessness, a comparable amount of notes indicated either
love or hopefulness. The focus on negative factors may overlook how
positive factors influence the decision to suicide. For instance, an indi-
vidual may indicate a desire to escape from distress in their life through
suicide, yet may have delayed the process due to an unwillingness to
emotionally damage a loved one. Such a situation suggests they had
something to cling to which deterred suicidal behaviors, and should be
bolstered during clinical interventions. Future research should look to
examine differences in positive affect in suicide notes between those who
attempt suicide, and those who complete suicide.

Importance of interpersonal relationships

We undertook a narrative review of research using suicide notes to
examine the types of approaches that have been taken to analyzing suicide
notes and the types of information typically extracted from suicide notes
(Green, Johnson, & Adams, 2006). One of the most common approaches
taken has been to document or classify the reasons why the person has
made a decision to end their life. Other approaches, such as looking at
emotional content of notes and interpersonal features have been con-
ducted and are the focus of this review. Cohen and Fiedler (1974)
analyzed the emotional content and meaning of 195 suicide notes, and
found a significant proportion of notes included positive emotional
content. Almost half of the notes (43%) expressed positive affect and no
hostility and another 15% expressed both positive affect and hostility.
Almost 20% of all statements in the notes were considered to express love
or other positive affect.

Examples of positive affect in suicide notes can be seen in popular
culture. In an excerpt from a suicide note written by American NFL
footballer Aaron Hernandez to his fiancée, Shayanna Jenkins-Hernandez, in
2017, there are clear expressions of love and positive affect:

Shay, you have always been my soul-mate and I want you to live life and know
I’m always with you. I told you what was coming indirectly! I love you so much
and know you are an angel!
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Even earlier, Osgood and Walker (1959) analyzed 100 suicide notes.
While the primary focus of their study was on motivation for suicide, they
identified that over half of notes included positive statements about or
directed to the deceased’s spouse, and one in three included positive
statements about children of the deceased. This early research indicated that
suicide does not solely occur in the absence of positive interpersonal
relationships, and understanding suicide may not be only about under-
standing the triggers and reasons for suicide.

More recent research has more directly applied the interpersonal theory
of suicide to suicide notes. Sanger and McCarthy Veach (2008) specifically
set out to identify interpersonal themes in suicide notes. Due to difficulties
accessing notes, their analysis was restricted to a corpus of suicide notes
dating from the 1950s and 1960s. They identified that over half of the notes
included evidence of positive relationships including love, praise, and
gratitude for people close to the deceased. They also noted positive rela-
tionship themes more frequently than negative relationship themes.
Additionally, they looked for evidence of perceived burdensomeness, and
found that one in four suicide notes included either explicit or implicit
statements of burdensomeness, while about one in five include statements
attempting to minimize the impact their death will have on others, and
about one in three asked forgiveness for the act of suicide or more
generally.

Concern for others suggests that many individuals who complete suicide
do have positive relationships in their lives, or at least have relationships
with some positive aspects or that were positive at some time in their lives.
Exploring and supporting positive relationships may therefore be useful
when working with individuals who express suicidal intent (Sanger &
McCarthy Veach, 2008). Developing our understanding of the interper-
sonal aspects of suicide through note research may help identify specific
targets for suicide prevention. As Shneidman (1996) noted, people
contemplating suicide are often highly ambivalent about the decision. A
better understanding of the positive aspects of people’s relationships and
lives might be a useful adjunct to our understanding of the negative life
events and circumstances that increase suicide risk.

The work of Sanger and McCarthy Veach (2008) seems to be the
primary application of the interpersonal theory of suicide to a textual
analysis of suicide notes. This work was limited by difficulties the authors
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experienced accessing suicide notes, resulting in the use of a modest sized
sample of notes from over 50 years ago. There is potential benefit of using
this approach on a larger and more contemporary collection of suicide
notes.

From one of the largest collections of suicide notes used in research,
Leenaars (1988) identified eight clusters of concepts underpinning suicidal
motivations. Three of these clusters related to interpersonal factors: inter-
personal factors, where the deceased expressed motivations relating to dif-
ficulties either establishing or maintaining relationships; rejection-aggression,
where the deceased was responding to significant relationship loss and
redirecting their anger or aggression toward themselves; and identification-
egression, where the deceased describes being motivated by intense
attachment to a lost or rejecting person. Each of these clusters is poten-
tially related in the interpersonal theory of suicide. While this research did
identify interpersonal factors as being the primary motivation for suicide in
a proportion of cases, it did not specifically investigate the interplay
between interpersonal factors and other potential motivators. O’Connor
and Leenaars (2004) applied the same clusters to a comparison of suicide
notes from Northern Ireland and the United States, and found that
interpersonal components were more commonly identified in suicide
notes from Northern Ireland, suggesting that culture and context are
important factors.

Recent developments in methods for digitally analyzing unstructured
textual data, including linguistic analysis, are starting to be used on digitized
collections of suicide notes. Fernández-Cabana, Ceballos-Espinoza, Mateos,
Alves-Perez, and Garcia-Caballero (2015) used digital text classification
methods to analyze a collection of 80 suicide notes from Chile, searching
for risk factors as proposed in the interpersonal theory of suicide. They
identified one or both of thwarted belongingness and perceived bur-
densomeness in 60% of notes, with thwarted belongingness identified most
frequently (in 42% of notes).

Another area of research inquiry based on suicide notes has been
comparison of genuine and simulated suicide notes (Schneidman & Far-
berow, 1957), and comparison of notes from completed suicides and
attempted suicides (Handelman & Lester, 2007). Comparison to simulated
suicide notes has so far yielded few insights, as creating simulated suicide
notes is methodologically challenging. Research on attempted versus
completed suicide notes has yielded valuable insights into the consistently
found qualitative differences between the two. Overall, studies have
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consistently identified more positive affect within the notes of completed
suicides (Brevard & Lester, 1991; Handelman & Lester, 2007; Livermore,
1985). The notes of completed suicides are also more likely to be
addressed to someone, express apology and have a lower total isolation
score (summed from relevant interpersonal characteristics). For example,
an excerpt from the suicide note written by Jessica Edens in 2017 provides
an example of expression of apology and interpersonal connection:

For my parents and sister: I am so sorry for the pain I am causing all of you.
You’ve always been there for me and I love you all so much. I know that what I
have done is selfish, but I cannot live with this pain any longer.

An additional, noteworthy common feature of notes from completed
suicides is indication of the ‘cognitive deconstruction’ described in
Baumeister’s (1990) escape theory of suicide. These notes had significantly
less metaphysical references than those of suicide attempters (Handelman &
Lester, 2007). There is evidently merit in the study of notes of individuals
who have completed suicide, as they appear to be unique to suicide, and can
therefore provide us with insight into this specific state of mind.

The reasons for these counterintuitive findings are unclear, although
insights could be gleaned from the interpersonal theory of suicide. This
theory suggests that it is perceptions of interpersonal adversity, rather than
the objective presence of interpersonal relationships that are of particular
importance. Despite positive relationships in their lives, completers may still
perceive themselves to be a burden or feel they do not belong. As a pre-
requisite for feelings of perceived burdensomeness is some form of human
connection, burden may be lower among attempters due to an absence of
meaningful interpersonal relationships (Van Orden et al., 2010). Despite
significant interpersonal relationships evident among completers, they may
only be protective insofar as they are perceived positively (i.e., without
associated perceptions of burden and thwarted belonging).

Positive affect associated with the notes of suicide completers may also
indicate an acceptance of life circumstances, and the only remaining option
being suicide. This indicates a preparedness and willingness to die by suicide
potentially that may increase the likelihood of attempting and completing
suicide. The negative affect within the notes of those attempting suicide
may indicate a degree of aggression-specific impulsiveness surrounding an
attempt, with prior research noting this may be linked to interpersonal
conflict (Simon et al., 2001). Impulsive attempters are just as likely to leave
behind clues (i.e., notes, phone calls), but are less likely to consider
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alternative methods of suicide and expect to die with their attempt than
those who plan (Simon et al., 2001). Note research, in conjunction with
quantitative assessments, could look to further explore these notions.

Classification of suicide deaths

Our understanding of suicide may be improved by seeking to expand the
range of information we seek and classify regarding suicide. As an analogy,
improvements in outcomes for some physical diseases have resulted from
developing more detailed classifications and focusing on more specific
solutions. For instance, coding of causes of death was originally done with
a single cause assigned to each death. Understanding of the pathology that
leads to death was increased when multiple causes of death were
considered (Goldacre, Duncan, Cook-Mozaffari, & Griffith, 2003). It is
not uncommon for a death following a chronic illness to directly result
from pneumonia or heart failure while a cancer, say, may have been the
underlying cause. In the case of suicide deaths, the underlying cause of
death is coded as the mechanism or method of suicide. A focus on
identifying the pathology, mechanism or circumstance that leads to taking
the decision to take one’s life as an alternative approach may have added
value. Currently no standard classifications exist for classifying pathways to
suicide attempt. Similarly prevention efforts may be enhanced by statistical
reporting and research with greater focus on antecedents to suicidal
thoughts and actions rather than on methods of death. As an example,
cancer survival has been enhanced by subdividing into different classes and
developing improved treatments and preventions for individual classes of
cancer. Survival from acute lymphoblastic leukemia has dramatically
improved in recent decades, not as a result of a single breakthrough, but
rather improved subtyping of these cancers and more targeted in-
terventions for each subtype (Hunger et al., 2012). A single unifying
theory such as the interpersonal theory may be too ambitious an aim if
there are multiple pathological pathways to suicidal action. The ability to
refine and enhance existing theoretical models would be improved by
having systematic data collection of all the relevant components of these
theories. Being able to routinely extract and classify information relating
to positive factors and interpersonal factors as well as risk exposures may
facilitate such research.

Expanding our understanding and classification of pathways to suicidal
thoughts and actions could be helpful even when our current
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understanding of predictors are not sufficient to build useful predictive
models. For example, studies in developed countries consistently identify
that a high proportion (often around half) of suicides occur in people who
have received psychiatric treatment (Franklin et al., 2017). Clearly mental
illness is a significant risk factor for suicide. One potential area of focus for
suicide prevention would be on improving the quality of mental health
care to reduce the number of people who fall out of mental health care
while still unwell and at high risk of suicide. As is widely reported in the
literature, type or severity of mental illness is not in and of itself a strong
enough predictor of suicidal risk in order to identify which patients are at
high risk and thus in need of higher quality of care (Franklin et al., 2017).
Even among people with severe depression, psychotic disorders, and
alcohol/drug comorbidities, the majority do not complete suicide.
However, despite the fact that there are effective treatments available for
most mental disorders, the quality of mental health care delivered at the
population level remains low (Sawyer et al., 2018). Substantial proportions
of people with mental disorders do not seek or receive treatment, and out
of those who do seek treatment only a small minority receive a sustained
and appropriate level of care that could be considered minimally adequate
(Wang, Demler, & Kessler, 2002). Further complicating the delivery of
mental health care is the variety of different treatments available for most
disorders, most of which are effective for some rather than all patients.
Identifying the appropriate treatment for an individual with mental dis-
order may require trial and error, requiring persistence on the part of the
patient if the initial treatment does not yield positive results (Fernandes
et al., 2017). People with mental disorders may be more prone to
becoming discouraged or give up help seeking if their initial attempts to
seek help are unsuccessful. Because of its low predictive ability for suicide,
improving the quality of psychiatric care may not be indicated purely as a
suicide prevention measure. Improving the quality of psychiatric care is
justified from the perspective of reducing distress and suffering and the
economic and social burden of mental illness in society, and any
concomitant reduction in suicide rates may be a positive by-product.

The number of people who attempt suicide is substantially higher than
the number of completed suicides, and the number of people who express
suicidal ideation is an order of magnitude greater again, to the extent that
expressing suicidal ideation within a health care setting is not in and of
itself a strong enough predictor of suicide risk. As a result, in the emer-
gency department setting it is common for the number of people who
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present with suicidal ideation to exceed the resources of the hospital to
provide support for, resulting in emergency departments having protocols
for assessing suicide risk (Tragum et al., 2014; NSW Health, 2004). While
the proportion of people with mental disorders who complete suicide is
low, the presence of suicidal ideation in a person with mental illness is
indicative of a level of distress inconsistent with successful treatment and
recovery. Improving our mental health care models so that people
experiencing high levels of distress can get the help they need, and receive
a co-ordinated continuity of care through the recovery process even if this
requires multiple therapies is warranted to alleviate suffering associated
with mental illness even if the number of people treated is substantially
greater than the number of suicides prevented.

One path to reducing suicide rates is to reduce the prevalence of factors
associated with suicide such as the prevalence of mental illness. The science
of mental health prevention is much less advanced than mental health
treatment, and the prevalence of mental disorders has not declined sug-
gesting that what limited prevention efforts have been implemented to date
have had a minimal impact (Jorm, Patten, Brugha, & Mojtabai, 2017).
Again, while reducing the prevalence of mental illness would need to
prevent a substantial number of cases of mental illness for each suicide
prevented, it is still warranted to alleviate suffering and costs to individuals
and society associated with mental illness.

Limitations of suicide note research and directions for
future research

Many studies have noted the interpersonal nature of suicide notes. How-
ever, the act of leaving behind a suicide note is in itself an interpersonal
action, with the intent of communicating to other parties (Barrett et al.,
2016). Learnings from suicide notes will not necessarily apply to those
who do not leave notes. Research has consistently found significant
qualitative differences between the individual characteristics and the sui-
cides of those who leave notes, in comparison to those who do not.
Paraschikas, Michopoulos, Douzenis, Christodoulou, Koutsaftis, &
Lykouras (2012) conducted a two-year study in Greece to identify
whether significant differences existed between the individuals and the
suicides of those who left notes and those who did not. They found that
individuals who left notes all died by hanging or shooting (which is
consistent with Chynoweth’s (1977) Australian study, which suggested
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note-writers died predominantly by shooting), had no history of psychi-
atric illness, or recent psychiatric hospitalization. These differences appear
to vary as a function of culture (see Paraschakis et al., 2012, for discussion),
however the notion of significant differences between the two groups
remains constant. Note-leaving itself varies as a function of region and
culture, with notes left in 3%e42% of cases (Paraschakis et al., 2012).
While the rate of note-leaving fluctuates, in all studies the majority of
those who die by suicide do not leave a note. In conjunction with the
findings that suicide note-leavers differ significantly from those who do
not leave notes, this means that conclusions drawn from suicide notes may
not be able to be validly extrapolated to the whole population of in-
dividuals who have completed suicide. Suicide note research should be
supplemented by qualitative assessments of suicide attempters, comparing
factors involved in the decision between those who leave behind a note
and those who do not.

There is an important counterpoint to focusing on suicide notes in that
what a person contemplating suicide writes is going to reflect their state of
mind and cognitive state at the time. Mental illness, particularly depression,
is common in people who die by suicide. Impaired mental state associated
with acute depression may be an important factor in what gets commu-
nicated in a suicide note. Constriction of thought is commonly seen in
suicidal individuals, where individuals are unable to perceive solutions to
the problems facing them even though an independent observer may feel
otherwise, or do not perceive hope that potential options could be effective
(Lester, 2012). For instance, if suicide note text is analyzed from the
perspective of identifying the presence of protective factors or relationships,
it may be difficult to distinguish their absence from a suicide note due to a
depressed individual’s inability to perceive the positive things around them
from their genuine absence from their lives.

Hand coding themes in suicide notes can be very time consuming, and
there can be a degree of inconsistency with thematic and emotional
coding of content. A potential way to mitigate this issue is through the use
of machine learning algorithms, which show some promise in accurately
identifying those who are at risk of suicide and those who are not
(Braithwaite, Giraud-Carrier, West, Barnes, & Hanson, 2016). Pestian
et al. (2012) compared the accuracy of psychiatric trainees, mental health
professionals and machine learning algorithms in discriminating between
notes from suicide completers and elicited notes from healthy control
groups. Results suggested that machine learning on average performed
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better than humans. This approach has been replicated in a number of
other studies to identify the emotional content of suicide notes. Despite
the promising capabilities of machine learning, in its current state it is not
perfect and struggles in identification of rarer themes/emotions, although
advances in technology should reduce this issue over time. However,
machine learning and automation allows for a large quantity of notes to be
assessed, and inform high level analysis which can explore how factors may
interact.

Conclusion

Suicide notes provide rare insight into the minds of those who complete
suicide. Despite common misconceptions, those who complete suicide
often indicate positive emotions and relationships in their lives. Focusing
simply on negative factors may overlook important nuances of suicide,
particularly as having reasons to live has been identified as protective against
suicidal thoughts and behaviors in quantitative assessments (Bakhiyi, Calati,
Guillaume, & Courtet, 2016). However, the existence of positive factors in
those who complete suicide suggests they may not be sufficient in them-
selves to protect an individual from suicide. Despite the objective presence
of positive relationships, an individual may still be capable of perceiving that
they are a burden to others and feeling that they do not belong. This may
be a factor in completed suicides. How positive and negative factors
interrelate is a question for future suicide note research. Examining positive
and negative aspects of suicide notes could act to enhance understanding of
why people choose suicide, and also how suicide risk can be assessed. Given
that many who attempt suicide receive some sort of mental health care
prior, there is often some opportunity to address mental health issues prior
to suicide attempts. Based on current information available form suicide
note research, clinical interventions should focus on increasing coping skills
and distress tolerance, and simultaneously bolster interpersonal relationships.
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Introduction

Aboriginal and Torres Strait Islander peoples (hereon respectfully referred
to as Indigenous Australians) are custodians of one of the oldest harmo-
nious, culturally diverse and environmentally sustainable democratic soci-
eties. Their society was a highly ordered and unified democracy that spans a
land mass twice the size of Europe. Indigenous Australians possessed
complex, all-encompassing knowledge systems which have been appro-
priated and suppressed since the British Empire invaded in 1788. Since
then, generations of Aboriginal and Torres Strait Islander people have been
subjected to human rights abuses from genocide to assimilation. The
significant health gap between Indigenous and non-Indigenous Australians
is widely recognised to be symptomatic of these lengthy and ongoing
traumatic impacts which have also resulted in high Indigenous suicide rates.
As a 2018 Senate Inquiry into Australian Rural Mental Health concluded,
Indigenous suicide is related to ‘despair caused by the history of dispos-
session combined with the social and economic conditions in which
Aboriginal and Torres Strait islander peoples live’ (2018, p. 128). Indeed, a
profound and deep-seated loss of control over life and land is recognised as
the cause of pathogenic and fatal levels of despair for Indigenous peoples
across the world (Duran & Duran, 1995), a despair which has resulted
in high levels of Indigenous youth suicide (Lawson-Te Aho & Liu, 2010).
A central focus of Indigenous suicide prevention research has been about

Alternatives to Suicide
ISBN 978-0-12-814297-4
https://doi.org/10.1016/B978-0-12-814297-4.00012-1

© 2020 Elsevier Inc.
All rights reserved. 237

https://doi.org/10.1016/B978-0-12-814297-4.00012-1


restoring and reiterating the life-affirming knowledge systems which sup-
ported the flourishing of Indigenous peoples prior to colonisation and
which are recognised as the source of strengths-based, culturally safe
therapeutic practices today. While Indigenous suicide has unique social and
cultural determinants, Indigenous concepts of ‘flourishing’ are also cultur-
ally unique around the world.

As article 5 of The Turamarama Declaration (on Maori suicide) states:
‘we believe that the will to ‘live well’ is strong when the human mauri is
strong; ‘living well’ means being able to live as Maori, as indigenous
peoples, and as citizens of the world’ (Durie, 2017, p. 67). Indigenous
knowledge systems about ‘living well’ (or flourishing) can be understood as
forms of spiritual or ecocentric therapeutic governance which are founded
on a life-affirming and custodial kinship with the earth, and respectful and
loving human and more-than-human relationships. For the Cree people,
for example, miyupimaatisiiun (being alive well) ‘serves both to organize
social life and create a sense of collective identity’ (Adelson, 2000;
Kirmayer, Brass, & Tait, 2000, p. 612). There are also a number of Native
American Medicine Wheel teachings (Roundtree & Smith, 2016) which
describe systems of strengths-based ecocentric therapeutic governance.
Indigenous discourses of flourishing, wellbeing, or living well, can be
understood to be centered on a respectful and responsive relationship to the
life force which has also been described as Raw Law (Watson, 2016)d ‘the
law is filled with the spirit of creation’ (Watson, 1998, p. 1)d and describes
what might be termed an axiology of wellbeing, or an ethics of flourishing
as a whole way of life (Yap & Yu, 2016; Dudgeon & Bray, 2019).

In the international cross-disciplinary field of Indigenous suicide research
there is a broad consensus that Indigenous suicide is the ‘culmination of
“cultural wounds” inflicted on whole communities and whole ways of life’
(Chandler & Dunlop, 2018, p. 147) while the remedy for these cultural
wounds is collective, community-based ‘cultural medicine’, or cultural
healing and community driven empowerment solutions (Wexler & Gone,
2012). This is an evidence-based position. Longitudinal studies of self-
determining Indigenous communities with high levels of agency have pro-
vided clear evidence that restoring community control over the conditions of
everyday life results in few or no youth suicides (Radford et al., 1990;
Chandler & Lalonde, 1998; Barker, Goodman, & DeBeck, 2017; Chandler
& Dunlop, 2018, pp. 147e160; Prince, 2018). Further, Barker et al., 2017
explore the emerging evidence base for “culture as treatment” d to prevent
suicide, emphasizing the ‘significance of interconnectedness in healing,
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and revitalization of traditional values to reclaim community wellness’
(2017, e208). Within Australia, an Aboriginal and Torres Strait Islander
strengths-based suicide prevention practice founded on strengthening com-
munity self-determination and Social and Emotional Wellbeing (SEWB)
within individuals, families and communities has emerged as a key evidence-
based, and culturally safe, solution to overcoming the multiple complex
factors which contribute to despair and suicide (Dudgeon et al., 2016; Prince,
2018).

This chapter is divided into three broad sections. The first section
presents an overview of the global incidence of suicide among colonised
Indigenous peoples, the international literature on historical trauma, and
evidence-based solutions which have been produced by Indigenous ex-
perts, communities and their allies. The second section discusses Aboriginal
and Torres Strait Islander suicide, key research in the field, and provides a
detailed overview of the central issues within Australia. The third section
continues the focus on Aboriginal and Torres Strait Islander suicide,
explores an evidence-informed, strengths-based approach to prevention,
the role of self-determination and the importance of strengthening the
inter-relationships between the seven Indigenous knowledge domains
which compose SEWB. Importantly, understanding this complex Indige-
nous core concept (SEWB) is vital to any work in Indigenous health and
mental health. Finally, the chapter concludes by affirming the scientific and
experiential innovations coming from the field of Indigenous suicide
prevention.

Cultural continuity and self-determination: healing
collective trauma

“Across sectors and countries, Indigenous peoples have called for suicide
prevention strategies that are community-led, strengths-based, and trauma-
informed, and that redress intersecting forms of structural discrimination,
social inequity, and their downstream consequences. Global efforts to
reduce suicide rates among Indigenous peoples must include actions
focused on communities that experience the most profound disparities,
while also seeking to promote population mental health and improve
health equity (Pollock, Naiker, Loro, Mulay, & Colman, 2018, p. 16)”.

Cross-disciplinary research into Indigenous suicide prevention founded
on and guided by Indigenous knowledge systems is leading critical analysis
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in a number of fields including Indigenous psychology, psychiatry, suici-
dology, cross-cultural psychology, medical anthropology, population health
studies, and critical race studies. This research has decolonised Western
methodologies and paradigms and re-centred Indigenous epistemologies
producing a plethora of conceptual and methodological innovations
(Dudgeon, Bray, Walker, & Darlastone-Jones, 2019). Such approaches
include community-led suicide prevention initiatives.

Moving beyond dominant biomedical deficit-based interpretations of
suicide that focus on individual pathologies which ‘encourage individual
and group stigmatization’ (Wexler et al., 2015, p. 894), a strengths-based
Indigenous analysis of suicide has emerged which explores the complex
interactions between families and communities and the contemporary and
historical social and cultural determinants of health (Dudgeon et al., 2016).
Such approaches amplify the role of protective factors, are culturally safe,
asset-based, engage with community capabilities and capacity building (self-
determination), focus on resilience, critically address cultural and social
determinants, and are governed by Indigenous knowledge systems and
methodologies (Dudgeon et al., 2016; Fogarty, Lovell, Langenberg, &
Heron, 2018). Indigenous concepts of wellbeing tend to be holistic, eco-
centric, and relational and informed by complex, culturally specific
Indigenous therapeutic systems. Significantly, self-determination within
comprehensive primary health care services and the practice of holistic
Indigenous therapeutic systems are recognised as best practice solutions to
strengthening wellbeing (Oster et al., 2014; Dudgeon et al., 2016; King,
Smith & Gracey, 2009; Prince, 2018). The creation of ‘sustainable
communities’ and ‘conditions which enable people to take control of their
lives’ (Marmot, 2011, pp. 512e13) has been identified as central to the
flourishing of Indigenous peoples. Robust quantitative and qualitative
evidence gathered over decades has confirmed the knowledge of Indige-
nous Elders and their communities about the protective role of culture in the
restoration of collective empowerment and wellbeing (Colquhoun &
Dockery, 2012; Galliher, Jones, & Dahl, 2011; Jones & Galliher, 2007;
LaFromboise, Hoyt, Oliver, & Whitbeck, 2006; Pittenger, 1998; Whitesell,
Mitchell, Kaufman & Spicer, 2006; Whitesell, Mitchell, & Spicer, 2009).
Indeed, recent Indigenous advances in the field of neuroscience have found
that cultural healing practices enhance trauma recovery (Yellow Bird, 2013;
Sasakamoose, Bellegarde, Sutherland, Pete, & McKay-McNabb, 2017;
Sasakamoose, Scerbe, Wenaus, & Scandrett, 2016).
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Colonisation and trauma

“Our Country and people have suffered many traumas since colonisation,
the magnitude of which is beyond words. Looking through trauma is like
being trapped in the back of a mirror, there is no reflection of self. It is like
being trapped in darkness, unable to see where to go or what is there,
surrounded by ‘not knowing’, paralyzed by fear...” (Milroy, 2007).

The 1997 Bringing Them Home: Report of the National Inquiry into the
Separation of Aboriginal and Torres Strait Children from their Families is one of
the most extensive records of the traumatic impact of colonisation on
Indigenous peoples, and the evidence gathered demonstrated that
Aboriginal and Torres Strait Islander people have been subjected to
genocide as defined by international law (Wilkie, 1997). The Report
meticulously documents how generations of children were forcibly taken
from their families and subjected to abusive forms of assimilation in what
‘has been tantamount to a continuing cultural and spiritual genocide both as
an individual and a community experience’ (Wilkie, 1997, p.171). The
national investigation concluded that this genocidal process of assimilation
‘has been the single most significant factor in emotional and mental health
problems which in turn have impacted on physical health’ (ibid.). The
process of colonisation has traumatised generations of Indigenous people.
Some of this includes direct actions such as massacres; the forced removal of
children; exposure to individual, cultural and institutional racism; dispos-
session from Country; forced labor; and the outlawing and suppression of
culture. These are all cultural wounds inflicted on whole communities and
whole ways of life. Extensive research into the specific forms of trauma
endured by Indigenous peoples has drawn attention to intergenerational
impacts. For example, Hartman and Gone (2014) use the term ‘historical
trauma’ to describe the combination of four significant factors: colonial
injury; collective experience; cumulative effects and, cross-generational
impacts. There is now a substantial literature on historical trauma and the
role of Indigenous therapeutic healing (Yellow Horse Brave Heart, 1998;
Milroy, Dudgeon, & Walker, 2014; Atkinson, 2002; Atkinson Nelson,
Brooks, Atkinson and Ryan 2014; Pihama, Smith, C., Reynolds, Smith, L.
and Te Nana, 2014; Waitoki, Nikora, Harris, and Levy, 2014; Lawson-Te
Aho, 2014).

While forms of historical trauma can be transmitted through individuals,
families and communities over generations, it is important to recognise that
for many Indigenous people, ongoing colonisation is also a form of ongoing
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trauma leading to forms of complex and compounding trauma (Atkinson
et al., 2014). Structurally entrenched social disadvantage and margin-
alisation, higher imprisonment rates, health and income inequities,
discrimination across housing, education, employment, health services and
judicial systems, for example, expose already traumatised people to systemic
and chronic forms of traumatising racism. Increasingly, evidence over the last
few decades has found that exposure to individual, institutional and cultural
racism greatly impairs physical and psychological health (Paradies, 2016;
Williams, Lawrence, & Davis, 2019). Exposure to chronic and enduring
forms of racism can lead to cumulative trauma (Atkinson et al., 2014;
Kanter et al., 2017). In the light of this important research on the patho-
genic and traumatising impact of colonisation and racism, culturally safe
suicide prevention services are clearly essential to best practice to reduce
suicide. Moreover, and equally importantly, culturally safe communities, ones
which are able to practice cultural healing and self-determination d or
multi-sectorial Indigenous governance d have been found to reduce Indigenous
suicide (Chandler & Dunlop, 2018, pp. 147e160; Prince, 2018).

Self-continuity and cultural-continuity

There is considerable literature on the ways in which the strengthening of
‘self-continuity’ d ‘the sense that past, present, and future time-slices of
one’s identity are meaningfully connected’ (Becker et al., 2017, p. 2)
supports resilience, psychosocial stability and motivation (Sedikides,
Wildschut, Routledge, & Arndt, 2015). Threats to self-continuity are
linked to a range of destructive effects, ‘negative personal and societal
outcomes, including low self-esteem, dissociation, negative intergroup at-
titudes, and suicidality’ (Becker et al., 2017, p. 3, emphasis added). Indeed, a
lack of positive affective attachment to the past (nostalgia, pride, for
example) appears to foreclose the future: a ‘lack of past-to-present self-
continuity is associated with suicidality d implying an ultimate level of
disregard for one’s future self (Ball & Chandler, 1989; Sokol & Eisenheim,
2016) (Becker et al., 2017, p. 4). As Indigenous social scientists have
pointed out for some time, Indigenous concepts of ‘self’ move beyond
dominant western concepts of the individual d Indigenous self-continuity
is collective, relational, multidimensional, and connected to strong cultural
continuity to the past, present, and the future (Kirmayer et al., 2000). Yet, it
is this very fabric of Indigenous self-continuity which has been targeted and
eroded by colonialism.
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In a comprehensive overview of the relevant scientific literature in the
field it was found that Indigenous people in higher income countries have
substantially elevated suicide rates (Pollack, Naiker, Loro, Mulay & Colman
2018). However, given that the majority of Indigenous populations live in
middle- and low-income counties, where coronial records are unreliable
and limited, accurate global data about Indigenous suicide is not available.
Furthermore, it is important to recognise that ‘[s]uicide rate disparities
between Indigenous and non-Indigenous populations are substantial in
some settings but not universal’ (Pollack et al., 2018, p. 1). In Australia,
since 1990 there is evidence that strengthening cultural integrity of
Indigenous communities is linked to fewer mental health problems and
suicides while Indigenous people who had been ‘displaced from their
traditional living areas’ (i.e. their own Country) experienced a ‘higher
incidence of self-destructive behavior’ (Radford et al., 1990, p. 8; Prince,
2018), and greater levels of grief and loss (Zubrick et al., 2014). In Canada,
the literature on Indigenous suicide prevention, and Indigenous wellbeing
in general, has found that low to non-existence suicide rates are found in
communities that have evidence of both ‘cultural continuity’ and self-
governance (Chandler & Lalonde, 1998).

The concept of ‘cultural continuity’ was first used in a significant
international study by Chandler and Lalonde (1998) which showed that
suicide rates among Indigenous youth were unevenly distributed among
First Nation bands in two hundred communities across Canada. In many
First Nation bands, no Indigenous youth had died by suicide. A longitu-
dinal study of those same communities found similar evidence fifteen years
later. Such communities are:

Marked by multiple community-level efforts to achieve a high level of ownership
of their own cultural past, and an elevated success in controlling their own civic
futures. In particular, this means that Indigenous communities with low-to-ab-
sent rates of youth suicide tend to be characterised by such things as self-
government and active involvement in attempts to restore title to traditional
lands, to preserve Indigenous languages and culture, and to restore the historic
place of women in tribal governance. In more foreword-reaching ways, such
communities have also made special strides in regaining control of their own
educational practices and child-protection services as well as their former do-
minion over judicial and community safety matters, and have assumed critical
responsibility for ensuring the safety of their own health and welfare. Whenever
all of these of what we have called ‘cultural continuity’ are present, the aggre-
gated level of youth suicide drops to zero. Whenever such ambitions have been
frustrated, the youth suicide rate is heartbreakingly high.

(Chandler & Dunlop, 2018, p. 158)
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As the quote above explains, cultural continuity is not simply a matter of
restoring language or engaging in cultural practices, but also strengthening
community sovereignty and Indigenous control, or self-determination,
over everyday existence and, importantly, being able to create a future. This
means, in effect, as Wexler & Gone argue in their analysis of culturally
responsive Indigenous suicide prevention, engaging in decolonisation
(Wexler & Gone, 2012).

Similarly, Tiessen, Taylor, and Kirmayer (2009) in their study with two
Indigenous communities in Manitoba found that Aboriginal youth who
perceived higher levels of cultural control experienced greater feelings of
individual control which in turn was associated with greater psychological
well-being. Increasingly, culture is recognised as central to the wellbeing of
Indigenous people. A comprehensive review of recent literature (Bourke
et al., 2018) on the role of Indigenous culture for health and wellbeing
found evidence of positive connections in both quantitative and qualitative
studies of the relationship between land and caring for land, Indigenous
language use, self-determination, family and kinship, cultural knowledge,
beliefs and expression and the strengthening of health and wellbeing.
Within Australia in the last two decades, Indigenous suicide prevention
practice and research has also highlighted a holistic strengths-based SEWB
approach which addresses the cultural and social determinants of wellbeing
and restores healthy connections between the seven domains of Indigenous
wellbeingd Country, culture, spirituality, community, family and kinship,
mind and emotions, and body (Gee, Dudgeon, Schultz, Hart, & Kelley,
2014; Zubrick et al., 2014). The next section discusses Indigenous suicide in
Australia and some emerging challenges.

Aboriginal and Torres Strait Islander suicide

Suicide is an urgent population health issue in Australia, although it is
particularly high for Indigenous Australians (who comprise only 3% of the
population). The Australian Bureau of Statistics stated: ‘[i]n 2017, suicide
was the leading cause of death among people aged between 15 and 44
years. [.] In 2017, suicide remained the leading cause of death of children
between 5 and 17 years of age, with 98 deaths occurring in this age group.
This represents a 10.1% increase in deaths from 2016’ (ABS, 2017).

Indigenous cultures in Australia were governed by complex Laws which
covered all aspects of life and yet there were no cultural protocols or stories
about suicide and no known words for suicide within the numerous
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language groups. Instances of suicide began to be reported in the late 1980s.
Reports of Indigenous men found hung to death within prisons in Australia
sparked the 1991 Royal Commission into Aboriginal Deaths in Custody
(Hunter, Reser, Baird, & Reser, 1999). Since the late-1980s Indigenous
suicide rates have increased. Comprehensive and entrenched patterns of
socio-economic disadvantage, the continuation of punitive levels of ‘cul-
tural exclusion’ (Brody, 1966; Hunter & Milroy, 2006), and barriers to
culturally safe and sustainable social and emotional wellbeing services have
all contributed to high suicide levels. For example, the 2016 Steering
Committee for the Review of Government Service Provision found that
Indigenous Australians die by suicide twice as often as non-Indigenous
Australians, and younger Indigenous people, including children, are
significantly more likely to die by suicide (Dudgeon, Calma & Holland,
2017a) than other children. Moreover, it has been found that Indigenous
Australians are exposed to more stressful life events than non-Indigenous
Australians (ABS, 2013), and that increased exposure to such events is
strongly linked to higher levels of psychological distress and suicidal ideation
(Dudgeon, Watson & Holland, 2017b). In addition there are health service
gaps between the Indigenous and non-Indigenous population, and a lack of
culturally safe comprehensive primary health care and mental health services
remain an ongoing symptom of health inequity in colonial Australia
(De Leo, Sveticic, Milner, & Mackay, 2011).

Indigenous communities and their leaders have consistently called for
governments to address both the socio-economic conditions which result in
ill health and despair and to decolonise the mental health and primary
health care systems, by establishing culturally safe practices and recognising
Indigenous knowledge systems which support SEWB (People Culture
Environment, 2014). This is understood as a strengths-based cultural
determinants approach. The focus on suicide prevention is recognised as a
national priority area which has resulted in a raft of policies and community
innovations. A central innovation in the field has been the development of
therapeutic, strengths-based Indigenous knowledge systems which are
relational, holistic, and culturally appropriate and prioritise SEWB. Health
is a holistic concept that ‘encompasses everything important in a person’s
life, including land, environment, physical body, community, relationships,
and law’ (Burns, Maling, & Thomson, 2010, p. 1).
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Strengths-based Aboriginal and Torres Strait Islander
suicide prevention

One result of the Indigenous self-determination movement in Australia has
been the development of nine guiding principles of Aboriginal and Torres
Strait Islander Social and Emotional Wellbeing. In brief, the 1989 National
Aboriginal Health Strategy identified nine engagement principles which
were developed by the landmark Ways Forward (Swan & Raphael, 1995),
and also contained in the National Strategic Framework for Aboriginal and
Torres Strait Islander Peoples Mental Health and Social and Emotional
Wellbeing 2004e2009. These nine principles inform a central text in the
field, Working Together: Aboriginal and Torres Strait Islander Mental Health and
Wellbeing: Principles and Practice (Dudgeon, Milroy & Walker 2014). The
revised 2017e2023 national SEWB Framework also promotes these
principles which are underpinned by a recognition that self-determination
in the health sector is the solution to over-coming the complex burdens of
colonisation (Dudgeon, Bray, D’Costa & Walker, 2017c). These nine
guiding principles embody a holistic and whole-of-life view of health held
by Aboriginal and Torres Strait Islander people, and emphasise that SEWB
is a strengths-based understanding of health.

In 2013 based on extensive community consultation, the first National
Aboriginal and Torres Strait Islander Suicide Prevention Strategy (NAT-
SISPS) was launched with six action areas:
• Building strengths and capacity in Aboriginal and Torres Strait Islander

communities
• Building strengths and resilience in individual and families
• Targeted suicide prevention services
• Co-ordination of approaches to prevention
• Building the evidence base and disseminating information
• Standards and quality in suicide prevention (Dudgeon et al., 2016, p.

11).
Although the NATSISPS was subsumed into the Fifth Mental Health

Plan the legacy of a strength-based approach remains important as a way of
de-stigmatising, and reducing traumatic levels of racism. A strength-based
approach is important for moving beyond entrenched deficit discourses
about Indigenous people which too often result in misinformation and
misunderstandings of complex issues and disregard the solutions that exist
within communities. As the research by Chandler and LaLonde demon-
strated, strong Indigenous communities with high levels of wellbeing are
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more common than generally recognised by a dominant society with a
vested interest in negative stereotypes about the ‘lacking’ Indigenous Other.

Between 2014 and 2016, the Aboriginal and Torres Strait Islander Suicide
Prevention Project (ATSISPEP) was conducted to identify successful factors in
Indigenous suicide prevention. The overall focus of ATSISPEP was to refine
the evidence base for Indigenous suicide prevention in Australia from an
Indigenous stand-point, using Indigenous methodologies and knowledge
systems, and to develop a cultural framework for prevention services and
programs. The team conducted six community roundtables across Australia
with numerous Indigenous experts-by-experience and Indigenous experts in
a range of disciplines and services connected to suicide prevention (Milroy,
Dudgeon, Cox, Georgatos, Bray, 2017). Central to ATSISPEP is a recog-
nition of a strengths-based SEWB discourse which is widely recognised as a
culturally appropriate Indigenous health model (Dudgeon et al., 2017c). This
holistic model was refined by Gee (2014), after substantial community
consultations, and further developed by Dudgeon and Walker (2015) and
informs important state and federal health policies and strategies such as the
National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’
Mental Health and Social and Emotional Wellbeing 2017e2023. The Indigenous
concept of SEWB is not only a core concept within the field of Indigenous
suicide prevention but more broadly is a reiteration of one of the earth’s
oldest and most powerful knowledge systems which has provided a guide to
harmonious, healthy and environmentally sustainable living for tens of
thousands of years.

One important result of the extensive work conducted by ATSISPEP
over this time is Solutions That Work: What the Evidence and Our People Tell
Us Report (Dudgeon et al., 2016). This report stressed holistic solutions and
self-determination as key solutions, and in particular ‘partnerships with
community organisations and ACCHSs, employment of community
members/peer workforce, indicators for evaluation, cross agency collabo-
ration, data collections and dissemination of learnings’ as central (Dudgeon
et al., 2016., p. 16). Another vital outcome from ATSISPEP was a report
conducted with the support of the Healing Foundation, Stories from Com-
munity: How Suicide Rates Fell in Two Indigenous Communities (Prince, 2018).
This report, much like Chandler and Lalonde’s (1998) research into First
Nation bands in Canada with reduced youth suicide rates, discusses two
case studies detailing the success of the Tiwi Islands (Queensland) and
Yarrabah (Northern Territory) communities which have worked con-
stistently to reduce high levels of suicide by practicing self-determination
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and cultural-continuity. Moreover, within the case histories gathered, the
theme of memory emerged as a protective factor. As Prince (2018) observes
‘both Tiwi and Yarrabah created, through community empowerment, a
new narrative and have consciously sought to embed this narrative in the
community as a means to protecting those still challenged with suicide
ideation not to further contemplate, plan or act on such ideation’ (2018,
p.14). Creating a strengths-based positive narrative was also described as
making ‘good memories’ about the community and for the community so
that young people have (to refer to the term discussed earlier) a sense of
collective self-continuity (ibid.).

The following factors have been identified by community experts-by-
experience, and the ATSISPEP team, as important to on the ground,
whole-of-community and whole-of-government suicide prevention.

Key success factors for indigenous suicide prevention

Universal/indigenous community wide
• Primordial prevention (ie the prevention of risk factors themselves):

addressing community challenges, racism, poverty, social and cultural
determinants of health

• Cultural elements (i.e. strengthening SEWB by going on Country, con-
necting with Elders, learning about skin groups, understanding kinships
systems, building a strong cultural identity through sharing stories and
participating in cultural activities which strengthen loving relationship
between individuals, families and communities.

• Alcohol/drug use reduction
• Primary prevention
• Indigenous-specific Gatekeeper training (ie Training for individuals

who have significant roles and regular contact with people in their com-
munity (i.e. ‘gatekeepers’) to recognise and respond to people at poten-
tial risk of suicide, and to support those who are bereaved by suicide or
attempted suicide previously.

• Awareness-raising programs about suicide risk/use of DVDs with no
assumption of literacy

• Reducing access to lethal means of suicide
• Training of frontline staff/groups in detecting depression and suicide

risk
• E-heath services/services/crisis call lines and chat service
• Responsible suicide reporting by the media
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Selective - at risk groups
School age

• Peer-to-peer support and mental health literacy programs
• Aboriginal Cultures being taught in schools (i.e. Indigenous knowledge

systems, history, language, and law appropriate to place so that children
can strengthen their identity and sense of self-continuity)

Young people
• Peer-to-peer mentoring, and education and leadership on suicide

prevention
• Programs to engage/divert, including sport
• Connecting to culture, history, country, and Elders
• Providing education and hope for the future d preparing for

employment

Indicated - at risk individual
• Clinical elements including culturally safe screening, diagnosis and

treatment
• Access to counsellors/mental health support
• 24/7 availability of culturally safe counsellors and emergency services
• Awareness of critical risk periods and responsiveness at those times
• Crisis response teams after a suicide/prevention
• Continuing care/assertive outreach post Emergency Department

discharge after a suicide attempt
• Clear referral pathways
• Recognition and observance of time protocols (ie take time to establish

trust and relationship)
• High-quality and culturally appropriate treatments (ie culturally safe

healing, this may involve traditional healers, smoking ceremonies as
well as or in place of medication)

• Cultural competence of staff/mandatory training requirements
Common elements
• Community leadership/cultural framework
• Community empowerment, development, ownership-community-spe-

cific responses
• Involvement of Elders
• Cultural framework
Provider
• Partnerships with community organisations and ACCHS
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• Employment of community members/peer workforce
• Indicators for evaluation
• Cross-agency collaboration
• Data collections
• Dissemination of learning (Prince, 2018, p. 37) adapted from ATSIS-

PEP Report, Dudegon et al., 2016 p. 64.
In November 2018 the second National Aboriginal and Torres Strait

Islander Suicide Prevention and the second World Indigenous Suicide
Prevention Conferences were held back to back between the 20th to 23rd
November in Perth, Western Australia. Hosted by the Center of Best
Practice in Aboriginal and Torres Strait Islander Suicide Prevention
(CBPATSISP), Poche Center for Indigenous Health, University of West-
ern Australia, both Conferences were designed so that Indigenous people
owned and directed the discussions taking place. Over 500 delegates from
across Australia and the world gathered with policy makers and researchers
to share experiences and collaborate on solutions that work in Indigenous
suicide prevention. Conference Patron and keynote speaker, Professor
Tom Calma AO reminded delegates that the story of Indigenous suicide is a
global phenomenon with many other countries experiencing similar
Indigenous suicide rates to that in Australia e about twice the mainstream
population. As the research in this chapter confirms, and as Indigenous
peoples at both Conferences asserted, the process of recovery from colo-
nisation is a globally shared agenda. The gathering of International Indig-
enous Elders, leaders, youth and community members enabled discussions
about the issues, challenges and potential solutions predicated on the
notions of hope, healing and recovery.

Conclusion

This chapter presents a strong case for the need for both self-determination
and decolonisation as discourses, strategies and essential conditions to create
hope and sustainable futures for Indigenous peoples. Self-determination in
the field of Indigenous suicide prevention means control over the process of
prevention, diagnosis and healing. It also requires data sovereignty and
control over community level data on the determinants and environmental
factors influencing suicide. Such data is essential to: inform culturally
responsive suicide prevention activities; provide a new approach to evalu-
ation led by community rather than external agencies; and, understand and
progressively improve suicide prevention programs. An Indigenous suicide
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prevention practice recognises that restoring SEWB by building strong
relationships between the seven domains of wellbeing and addressing the
social and cultural determinants of wellbeing is the key to protecting people
from the enduring psychological, social, and economic assault of ongoing
colonisation. Conference participants made a resounding call for recogni-
tion of the history of colonisation and subsequent trauma, including the
ongoing disadvantage, marginalisation and lack of action by government on
Aboriginal and Torres Strait Islander issues, particularly suicide prevention.
They called for a national and community level recovery and healing
process for community, which recognises truth as the basis for moving
forward, and reiterated the need for suicide prevention policy, plans,
services and programs to be based on the principles of Aboriginal and
Torres Strait Islander community control, empowerment and
self-determination. This in turn means Aboriginal and Torres Strait Islander
suicide prevention needs to build the capacity and capability of Aboriginal
and Torres Strait Islander service providers, by: increasing the Indigenous
suicide prevention workforce, ensuring that the mainstream workforce is
culturally competent and services are culturally safe; and, embedding the
role of Elders and cultural healers in mainstream and community controlled
services. Elders are crucial to foster culture and family connections to ensure
that each generation knows who they are and that their identity is not lost,
and to: ‘instil a strong cultural identity within our younger generation so
that they come to realise that life is spirit and spirit is life’ (CBPATSIP
2019).
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CHAPTER 13

Refugees and suicide: when the
quest for a better life becomes
thwarted
Shraddha Kashyap, Amy Joscelyne
School of Psychology, University of New South Wales (UNSW), Sydney, NSW, Australia

Introduction

According to the office of the United Nations High Commissioner for
Refugees (UNHCR), a refugee is “. someone who is unable or unwilling
to return to their country of origin owing to a well-founded fear of being
persecuted for reasons of race, religion, nationality, membership of a
particular social group, or political opinion .” (UNHCR, 2010). Asylum
seekers are individuals who have fled their country of origin, and have
applied (or intend to apply) for asylum in another country, but whose
applications are still pending a decision (UNHCR, 2016). This chapter will
review how the experiences of forced migrants may influence suicide risk
and resilience, from the perspective of the Interpersonal Theory of Suicide.

The Interpersonal Theory of Suicide (IPTS) posits that the desire and the
capability to engage in suicidal behavior are separate constructs (Joiner et al.,
2009; Van Orden et al., 2010). It argues that suicidal thoughts can emerge
from individuals not feeling connected to other people in their lives
(thwarted belongingness) and feeling like a burden (perceived bur-
densomeness; Van Orden et al., 2010). Further, the IPTS posits that suicidal
ideation alone is not enough for people to act on those thoughts (Van
Orden et al., 2010). It suggests that the capability to engage in suicidal
behavior needs to be acquired through repeated exposure to painful and
fear-inducing experiences (Hamza, Stewart, & Willoughby, 2012; Van
Orden et al., 2010). While factors proposed by the IPTS have not been
measured widely among asylum seekers and refugees; we propose that this
theory provides a useful framework to explore what may corrode resilience
and contribute to suicide risk in this population.

We suggest that despite the will to live, which drives the process of
seeking asylum; individuals living in sustained displacement and facing
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uncertain futures can develop a sense of hopelessness and thwarted
belongingness. Furthermore, barriers to attaining basic needs such as housing,
food security, and employment during sustained displacement may be
associated with perceived burdensomeness. Preliminary evidence for this
theory with refugee populations is provided by one study where results
suggested there were significant associations between thwarted belonging-
ness, perceived burdensomeness, and suicidal ideation among Bhutanese
refugees resettled in the USA (Ao et al., 2012). Moreover, this theory seems
particularly relevant to the refugee experience given that repeated exposure
to fear inducing and painful events (e.g. trauma) is a defining feature of the
refugee experience. In other words, forced migrants are faced with the kinds
of experiences that may result in an acquired capability to engage in suicidal
behavior (Ellis et al., 2015).

In this section we will briefly discuss the reported prevalence rates and
correlates of psychological disorders among forced migrants; including pre-
and post-migration stressors; as a basis for exploring how these factors may
influence suicide risk and resilience. Indeed, higher rates of psychological
distress were found among forced migrants compared to voluntary migrants
and the general population (Beiser & Hou, 2017; Browne et al., 2017;
Fazel, Wheeler, & Danesh, 2005).

Prevalence of psychopathology
Reported prevalence rates of mental health disorders within the population
of forced migrants are highly variable. For example, one meta-analysis found
rates of posttraumatic stress disorder (PTSD) ranging from 0 to 99%, with a
weighted prevalence rate of 30.6%; and depression ranging from 3 to 85.5%,
with a weighted prevalence of 30.8% (Steel et al., 2009). More recently, a
review among refugees using clinical diagnostic assessments reported a 15.4%
prevalence rate of PTSD, and 17.3% of depression (Steel et al., 2009; WHO,
2013). Another review of mental health disorders among forced migrants up
to five years post-displacement, found that rates of PTSD ranged from 4.4 to
86%, depression ranged from 2.3 to 80%, and anxiety ranged from 20.3% to
88% (Bogic, Njoku, & Priebe, 2015). Authors argued that higher quality
studies tended to report lower prevalence rates (Bogic et al., 2015). These
findings suggest that not all forced migrants experience sustained, clinically
significant psychological disorders. Therefore, when trying to understand
resilience to stress and suicide risk, we need to consider what factors may lead
to these variable reports of psychological wellbeing.

258 Alternatives to Suicide



The variability in rates of psychological disorders could be due to
interactions between exposure to stress and individual factors which protect
against psychopathology. These may include positive perceived social sup-
port, hope, faith/religiosity (Kroo & Nagy, 2011; Orton, Griffiths, Green, &
Waterman, 2012; Shakespeare-Finch, Schweitzer, King, & Brough, 2014;
Tippens, 2017), optimism, connectedness to culture (Pieloch, McCullough,
& Marks, 2016) and a sense of belongingness (Nuttman-Shwartz, Dekel, &
Tuval-Mashiach, 2011). These associations between resilience and belong-
ingness, hope, optimism, and perceived social support are consistent with the
interpersonal antecedents of suicidal desire causally implicated by the IPTS.
For example, the lack of hopelessness, thwarted belongingness and perceived
burdensomeness demonstrated by individuals stating that they feel hopeful,
connected to others and as if they belong could be protecting them from
suicide risk and psychopathology (Ellis et al., 2015). By the same token, some
of the variability in rates of psychological disorders could be attributed to
individuals without permanent/secure immigration status often reporting
higher rates of mental health disorders (Crumlish & Bracken, 2011; Iversen &
Morken, 2004; Nickerson, Steel, Bryant, Brooks, & Silove, 2011), related to
different kinds of post-migration stressors, associated with more insecurity
(Crumlish & Bracken, 2011; McColl, McKenzie, & Bhui, 2008). This
insecurity could then be related to higher thwarted belongingness, and this
might be more corrosive to resilience.

Finally, the variability in prevalence rates of psychopathology could be
associated with methodological differences between studies and culturally
heterogeneous samples; together with measuring both clinical and non-
clinical populations, and whether or not individuals were exposed to
certain stressors, such as torture (Bogic et al., 2015; Johnson & Thompson,
2008).

Factors associated with psychological distress
Psychological distress is a consistent correlate of suicide risk in non-refugee
populations (May & Klonsky, 2016) and has often been associated with
suicide risk in forced migrant populations (e.g. Cohen, 2008; Goosen et al.,
2011; Rahman & Hafeez, 2003). Therefore, we will briefly outline factors
associated with significant psychological distress among forced migrants.

Fig. 13.1 shows examples of pre- and post-migration stressors faced by
forced migrants. Emerging evidence suggests that post-migration stressors
may impact on the ongoing mental health of asylum seekers and refugees
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over and above pre-migration stress (Chen et al., 2017; Li, Liddell, &
Nickerson, 2016; Morgan, Melluish, & Welham, 2017). Consequently,
since most asylum seekers and refugees worldwide have not been
permanently resettled, those without permanent immigration status may
be more likely to suffer from distress related to this insecure situation, and
associated problems (McColl et al., 2008; Steel et al., 2006). For example,
the temporary and uncertain nature of insecure immigration status has
been associated with significant hopelessness (Procter, Kenny, Eaton, &
Grech, 2018), and in turn, hopelessness has been consistently implicated
with increased suicide risk (Ribeiro, Huang, Fox, & Franklin, 2018; Van
Orden et al., 2010). In this way, it could be that the drive to live and seek
a better life is corroded by hopelessness.

Further, one study found that permanently resettled Bhutanese refugees
in the USA experienced thwarted belongingness and perceived bur-
densomeness (Ellis et al., 2015). Refugees leave their broader communities
and social networks behind, often resulting in social isolation. Isolation
combined with obstacles to finding meaningful employment such as

PRE-MIGRATION STRESSORS*

• Exposure to war, imprisonment, genocide, 
homelessness, physical and sexual violence, 
lack of access to food and healthcare, and 
separa�on from family

• Exposure to more trauma is associated with 
increasingly worse mental health outcomes

POST-MIGRATION STRESSORS**

• Socioeconomic stress, such as 
denial of or restricted employment 
rights

• Social isola�on, due to factors such 
as perceived discrimina�on and 
low social par�cipa�on

• Immigra�on procedure stress, 
including delayed asylum 
applica�on processing, and 
prolonged deten�on 

• Poor access to health care and 
services; worry about family back 
home, and being unable to return 
home in an emergency

Figure 13.1 Pre- and Post-migration stressors. Note: *(Johnson & Thompson, 2008;
Lerner, Bonanno, Keatley, Joscelyne, & Keller, 2016; McColl et al., 2008; Porter &
Haslam, 2005; Schweitzer, Brough, Vromans, & Asic-Kobe, 2011; Steel et al., 2009);
(Johnson & Thompson, 2008; Mollica et al., 1998; Neuner et al., 2004); **(Bogic et al.,
2012; Bogic et al., 2015; Chen, Hall, Ling, & Renzaho, 2017; McColl et al., 2008; Mölsä,
Kuittinen, Tiilikainen, Honkasalo, & Punamäki, 2017; Nickerson et al., 2017; Porter &
Haslam, 2005; Schick et al., 2016; Silove, Steel, McGorry, & Mohan, 1998; Steel et al.,
2011).
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language barriers, discrimination, or not being able to transfer qualifications
to host communities; may lead to both thwarted belongingness and
perceiving themselves to be a burden to their family and communities (Ellis
et al., 2015). Indeed, results of this study suggest that both individual
and resettlement factors were associated with thwarted belongingness and
perceived burdensomeness (Ellis et al., 2015). For example, for both men
and women; poor health, together with perceived lack of access to health
and mental health services were associated with thwarted belongingness and
perceived burdensomeness (Ellis et al., 2015). While socioeconomic stress
was associated with perceived burdensomeness among both men and
women; for men, unemployment was more strongly associated with
perceived burdensomeness; while for women, being illiterate in English or
Nepali and the lack of choice over their future was associated with feeling
like a burden as well as thwarted belongingness (Ellis et al., 2015). Therefore,
among forced migrants with both permanent and non-permanent status, pre
and post migration stressors can lead to exacerbations in perceived bur-
densomeness and thwarted belongingness.

Studies also suggest that forced migrants who have been permanently
resettled report more positive wellbeing than those living in sustained
displacement. For example, one study found that while asylum seekers and
refugees reported similar levels of pre-migration trauma exposure; asylum
seekers were more likely than refugees to endorse distress related to the
immigration status determination process (e.g. interviews by immigration
officials, fear of being sent home); health, welfare and asylum problems
(e.g. poor access to health care and services); and family problems (e.g.
worry about family back home, and being unable to return home in an
emergency; Silove et al., 1998). Moreover, after controlling for age,
gender, pre-migration trauma and length of residency; ongoing temporary
protection and past detention were independent contributors to poorer
mental health in a sample of refugees and asylum seekers, with both
temporary and permanent protection in Australia (Steel et al., 2006).
Results of another study comparing resettled Syrian refugees in the
Netherlands, to those living in camps for internally displaced peoples
(IDP) in Syria, suggested that individuals living in IDP camps reported
significantly poorer wellbeing (Al Ibraheem, Kira, Aljakoub, & Al
Ibraheem, 2017). The temporary nature of their situation could be asso-
ciated with reduced optimism about the future, and any associated
hopelessness may in part erode the resilience associated with looking for a
new life.
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However, resettled refugees reported higher depression than those in
IDP camps (Al Ibraheem et al., 2017). Indeed, one study with 64 forced
migrants in Sweden, found no significant difference in levels of psycho-
pathology or rates of suicidal behaviors between resettled refugees, and
asylum-seekers (Ferrada-Noli & Sundbom, 1996). The authors suggested
that PTSD severity could be a larger contributor to suicidality than
immigration status (Ferrada-Noli & Sundbom, 1996). Still, given the small
sample size and the heterogeneous cultural backgrounds of participants in
the latter study (Ferrada-Noli & Sundbom, 1996), the generalisability and
validity of these findings may be limited. Finally, while it is possible that
asylum seekers might exaggerate reported levels of distress, it is plausible
that these heightened symptoms reflect the ongoing instability and obstacles
they face (Silove et al., 1998; Steel et al., 2006).

Moreover, a longitudinal study found that individuals on temporary
protection visas reported higher rates of depression, anxiety, and traumatic
stress; together with lower social integration and lower English language
skills, compared to those with permanent protection (Steel et al., 2011). It
could be that poorer social integration and language skills are related to
lower access to services which provide help with these issues, which in
turn may be associated with a non-permanent visa status (Steel et al.,
2011). Therefore, results of the above studies point to factors related to
insecure futures, and factors which could arguably be related to thwarted
belongingness, and perceived burdensomeness. For example, fear of being
sent home (Silove et al., 1998), temporary protection (Steel et al., 2006),
living in temporary IDP camps (Al Ibraheem et al., 2017) and poor social
integration (Steel et al., 2011) may be associated with a sense of thwarted
belongingness and hopelessness related to a future life worth living. The
lack of security could also be related to a sense of perceived bur-
densomeness where factors such as poor language skills (Steel et al., 2011)
could hinder finding employment and the opportunity to build a new life
independently. Therefore, when trying to understand suicide risk and
resilience among asylum seekers and refugees, it is important to recognize
the different challenges faced by individuals living in different circum-
stances, and that those who have not been permanently resettled could be
at higher risks of experiencing difficulties than those who have (Al
Ibraheem et al., 2017; Steel et al., 2006). Interactions between post-
migration stressors, which may be associated with hopelessness, thwarted
belongingness and perceived burdensomeness; could then have a negative
impact on resilience, and the prospect of a future life worth living.
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Measuring these factors among forced migrants would improve our
understanding of what influences resilience and suicide risk.

The asylum/refugee status determination process and
psychological distress
As described above, psychological distress among asylum seekers and
refugees is associated with both pre- and post-migration stressors. Here,
we will briefly outline the empirical evidence which identified stressors
specifically related to seeking asylum among forced migrants in the post-
migration environment, and suggest how exposure to these stressors could
lead to experiencing hopelessness, thwarted belongingness and perceived
burdensomeness, which, according to the IPTS would increase suicide risk
among forced migrants. These include the process of seeking asylum, and
prolonged detention.

First, the process of applying for asylum, and associated issues have
been identified as a significant source of stress for asylum seekers (Crumlish
& Bracken, 2011). The uncertainty associated with the process of seeking
asylum, together with exposure to common post-migration stressors such
as social isolation (e.g. perceived discrimination, boredom, loneliness) may
lead to thwarted belongingness and socioeconomic stress (e.g. unem-
ployment), and the inability to stand on their own feet, could lead to
perceived burdensomeness. Psychological distress associated with these
factors may then be associated with increased suicide risk via reduced
resilience and increased hopelessness about the future. Indeed, a review of
the empirical literature studying asylum seekers in Western countries over
20 years, suggests there is a high risk of psychopathology among asylum-
seekers (Ryan, Kelly, & Kelly, 2009). The review proposes that their
mental health can deteriorate while waiting for a decision, and then
improve following a positive outcome (Ryan et al., 2009). For example,
among Iraqi asylum seekers in the Netherlands, it was found that a longer
asylum procedure was associated with higher incidences of psychopa-
thology (Laban, Gernaat, Komproe, Schreuders, & de Jong, 2004; Laban,
Komproe, Gernaat, & de Jong, 2008). Further, among all the post-
migration stressors measured; unemployment, stress related to family
issues (e.g. missing and worrying about family back home), and the asylum
procedure itself (e.g. uncertain visa status, fear of being sent away) had the
strongest associations with psychopathology (Laban, Gernaat, Komproe,
van der Tweel, & De Jong, 2005). These factors, identified by asylum
seekers as stressful, are consistent with the IPTS. That is, not being able to
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work and provide for themselves and family could be conceived as
perceived burdensomeness (e.g. as was found in Ellis et al., 2015), and fear
of being sent away could be viewed as a sense of not belonging to the host
community.

Indeed, among 40 asylum seekers in Australia; greater exposure to pre-
migration trauma, delays in processing, difficulties with immigration
procedures, obstacles to employment, perceived discrimination, boredom
and loneliness (i.e. factors which may impede a sense of belonging, and
hinder independent living) were significantly associated with psychopa-
thology (Silove, Sinnerbrink, Field, Manicavasagar, & Steel, 1997).
However, the cross-sectional nature of studies with small and culturally
heterogeneous samples, are limitations to existing studies (Ryan et al.,
2009). Therefore, prospective research framed by factors put forward by
the IPTS may help confirm these findings, and inform evidence-based
interventions to address stressors associated with seeking asylum and
help boost resilience.

Finally, a negative impact of prolonged detention on the psychological
wellbeing of forced migrants has been reported (Filges, Montgomery, &
Kastrup, 2018; Robjant, Hassan, & Katona, 2009). According to recent
reviews of the literature, there is evidence for an independent adverse
effect of prolonged detention on the mental health of asylum seekers
(Filges et al., 2018; Robjant et al., 2009). Indeed, one review analyzed
studies which compared detained asylum seekers to those living in the
community and found worse mental health outcomes among those who
were detained (Filges et al., 2018). Viewing these findings from the lens of
the IPTS would suggest that prolonged detention might be associated
with thwarted belongingness as detained individuals are not permitted to
live (or belong) in the wider community. Living in institutional detention
for extended periods of time also prevents forced migrants from living
independently, which may lead to a sense of perceived burdensomeness.
Finally, prolonged detention, where the length of detention is unknown,
is likely associated with significant hopelessness about the future (Procter
et al., 2018), and according to the IPTS, these factors would be associated
with increased suicide risk, by eroding the possibility of a future life that is
worth living. However, small sample sizes, difficulties in isolating the
effects of detention from the stressors faced by asylum seekers before,
during and after detention; and that all studies reviewed were based on
samples from only three high income countries (Australia, USA, and UK;
Robjant et al., 2009) are limitations. Nevertheless, the existing research is
consistent in finding poor wellbeing among detained asylum seekers
(Robjant et al., 2009).
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Summary
While the pre- and post-migration stressors faced by asylum-seekers and
refugees are well documented, research relating to the prevalence and
correlates of psychological disorders in this population is more variable.
Variable prevalence rates could be due to the interaction between exposure
to stressors and resilience among forced migrants, and/or methodological
differences between studies. Emerging research also suggests that forced
migrants without permanent immigration status are at higher risks of
experiencing poorer wellbeing compared to those who are permanently
resettled. It is possible that challenges related to temporary or insecure status
are associated with increased levels of hopelessness, thwarted belongingness
and perceived burdensomeness. These in turn could corrode the resilience
which allowed individuals to brave perils to leave their homes and seek
asylum, and challenge the idea of a future life worth living, thereby
increasing suicide risk. However, not all studies find differences in
psychological distress between those with and without secure immigration
status. This could be because even permanently resettled refugees experi-
ence thwarted belongingness and perceived burdensomeness (Ellis et al.,
2015), which was associated with suicidal ideation (Ao et al., 2012). Finally,
factors described by the IPTS need to be empirically measured more widely
among forced migrants before strong conclusions can be drawn, but the
case for viewing results of existing studies through the lens of the IPTS is
compelling, and this theory can be used as a framework to inform inter-
vention and future research.

Within the context of pre- and post-migration stressors faced by forced
migrants, and the sometimes-mixed findings around reported mental health
consequences of dealing with these stressors; the rest of this chapter aims to
review and discuss what the current peer-reviewed, empirical literature tells
us about suicide risk in particular, among asylum seekers and refugees. We
will then outline suggestions by researchers and clinicians who work in this
field regarding what can be done to improve our understanding of the
situation, and provide recommendations for future research and clinical
work, to improve the quality of life for forced migrants worldwide.

Prevalence of suicidal behavior

In this section, we will outline the current literature regarding prevalence
rates of suicidal ideation, self-injury, and suicide attempts/deaths by suicide
among forced migrants. The prevalence of suicidality (including suicidal
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ideation and behaviors) was previously reported to range between 3% and
34% (Vijayakumar & Jotheeswaran, 2010, pp. 195e210). Here, we will
discuss suicidal ideation, and suicidal behaviors (self-injury and suicide
attempts/deaths) separately, due to the ideation-to-action framework
outlined by the IPTS (Van Orden et al., 2010). That is, as described in the
introduction, the IPTS views suicidal ideation and behaviors as separate
constructs, where acting on suicidal thoughts requires individuals to have
acquired the capability to hurt themselves (Van Orden et al., 2010). This
capability can be acquired through exposure to painful or provocative
events (Van Orden et al., 2010), and habituation to physical pain via
behaviors such as non-suicidal self-injury (Hamza et al., 2012). For these
reasons, non-suicidal self-injury will be discussed as well as suicide attempts,
when possible, to try to paint a clearer picture of suicide risk, and potential
correlates among asylum seekers and refugees.

Suicidal ideation
This section will divide recent studies that measured suicidal ideation
among permanently resettled refugees only; non-permanently resettled
asylum seekers and refugees only; and studies which either do not specify
immigration status, or compare rates of suicidal ideation between perma-
nently and non-permanently resettled samples living in host communities.
Studies are divided in this manner due to the differences in stressors faced by
these populations, where those with insecure status often report worse
psychological wellbeing (Crumlish & Bracken, 2011; McColl, 2008; Steel
et al., 2011). Indeed, it is likely that permanent resettlement can address key
risk factors implicated in theories of suicide (e.g. hopelessness, belonging-
ness, the ability to contribute and live independently and not feel like a
burden), and so resilience among those permanently resettled may not be
challenged to the same degree as those who are still displaced.

Permanently resettled populations
Based on four samples (see Table 13.1), the prevalence of reported suicidal
ideation among permanently resettled refugees appears to range between
3% and 34.4%. Three of four studies reported between 3% and 11% of
individuals experiencing suicidal ideation, which is generally lower than
rates seen among non-permanently resettled populations (see Table 13.1).
We would expect rates to be lower among permanently resettled pop-
ulations due to the likelihood of lower levels of thwarted belongingness (as
they have a permanent home), perceived burdensomeness (as they are more
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Table 13.1 Prevalence of suicidal ideation.

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal ideation

Ao et al.
(2016)

423 Bhutanese
refugees resettled in
the USA between
2009 and 2012

19-item
measure: Based
on the
suicidality
module of the
world
Mental health
composite
international
diagnostic
interview, the
scale for suicidal
ideation, and the
disability injury
survey

3%

Bhui et al.
(2003)

180 Somali refugees
resettled in the UK

Beck depression
inventory

34.40%

Jankovic et al.
(2013)

854 refugees from
former yugoslavia
resettled in Western
Europe

MINI
international
neuropsychiatric
interview

10.20%

Jensen,
Skardalsmo,
& Fjermestad
(2014)

75 unaccompanied
refugee minors, with
12 backgrounds,
resettled in Norway

Hopkins
symptom
checklist-37 A
for adolescents

11%

Non-permanently resettled populations

Refugee camps

Rahman &
Hafeez (2003)

297 Afghan mothers
residing in a refugee
camp in Pakistan

Self-reporting
questionnaire
(SRQ-20)

32%

Al-Modallal
(2012)

300 women attending
health care centers in
refugee camps in
Jordan

Yes/No
questions: had
suicidal
thoughts, and/or
had attempted a
suicidal action.

13.6%

Continued
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Table 13.1 Prevalence of suicidal ideation.dcont'd

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal ideation

Falb,
McCormick,
Hemenway,
Anfinson, &
Silverman
(2013)

873 women (majority
Karen) residing across
three refugee camps
along the Thai-Burma
border

Yes/no
outcome,
derived from a
single item: “In
the past four
weeks, has the
thought of
ending your life
been on your
mind?”

7.4%
(However,
among women
who reported
experiencing
both intimate
partner
violence, and
conflict related
victimisation;
50% reported
experiencing
suicidal
ideation)

Akinyemi,
Atilola, &
Soyannwo
(2015)

444, both male and
female refugees of
mostly Liberian
background, living in
camps in Nigeria

MINI
international
neuropsychiatric
interview

27.3%

Vijayakumar
et al. (2017)

1303 Tamil speaking
sri Lankans residing in
refugee camps in
southern India

21-item Beck’s
scale for suicidal
ideation

1.2%

Immigration detention

Keller et al.
(2003)

70 detained asylum-
seekers in the USA

Hopkins
symptom
Checklist-25

26%

Zachary Steel
et al. (2004)

Retrospective, self-
report study among
10 families detained in
Australia (14 adults
and 20 children)

Structured
psychiatric
interviews

93% of adults
and 55% of
children
described
experiencing
suicidal ideation
while in
detention
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likely to have the opportunity to live independently) and hopelessness (due
to higher chances of a future life worth living), given their secure status.
Variability in prevalence within permanently resettled refugees, could then
be due to differences in the environments between samples, where perhaps
different levels of post-migration stressors are faced, as well as differences in
individual resilience factors. The highly variable cultural backgrounds,
sample sizes, and differences in ages between participants in these studies
may also account for the differences in prevalence rates. Furthermore, in
one study, individuals who reported only thoughts about suicide, without
methods/plans or previous attempts were not included as “suicidal” and
excluded from the percentage of people described as endorsing suicidality
(Jankovic et al., 2013). Therefore, variation in how suicidal ideation was

Table 13.1 Prevalence of suicidal ideation.dcont'd

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal ideation

Mares &
Jureidini
(2004)

16 adults and 20
children in
immigration detention
in Australia, who
were referred for
psychological
assessment and
treatment

Comprehensive
clinical
assessment,
multiple
interviews

10 children
aged 6e17
years met
criteria for
major
depression and
suicidal ideation

Permanent and non-permanently resettled populations living in host communities

Ferrada-Noli
& Sundbom
(1996)

32 asylum-seekers and
32 individuals with
refugee status matched
on age and gender,
residing in Sweden

Modified
checklist
produced by the
national Board
of health and
welfare

42%

Sarkardi et al.
(2017)

46 unaccompanied
refugee minors in
Sweden

Montgomery
eÅsberg
depression rating
scale self-report

48%

Lerner,
Bonanno,
Keatley,
Joscelyne, &
Keller (2015)

267 asylum-seekers
and refugee survivors
of torture residing in
New York city

Clinical intake
interviews

29.20%
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defined may account for differences in prevalence rates. Finally, hetero-
geneity in the kinds of instruments used to measure suicidal ideation in
these studies, including clinical interviews (Bhui et al., 2003; Jankovic et al.,
2013), and structured questionnaires (Jensen et al., 2014) may also explain
these differences.

Non-permanently resettled populations
Refugee camps
Reported rates of suicidal ideation among refugees residing in camps are
also variable between samples (1.2%e32%). Indeed, only 16 individuals
(1.2%) reported experiencing suicidal ideation in a refugee camp in
Southern India, while a larger number (80) individuals (6.1%), in that same
population reported past suicide attempts (Vijayakumar et al., 2017). The
authors suggested that the low levels of reported suicidal ideation among
the Tamil Sri Lankans (1.2%) in these camps could be due to cultural stigma
around discussing mental health problems, and suicide; as well as potential
worry about maintaining confidentiality in a refugee camp, and/or worry
that reporting suicidality may adversely impact on resettlement opportu-
nities (Vijayakumar et al., 2017). Viewing these findings from the lens of
the IPTS would suggest that the very desire to obtain permanent status, or
to belong somewhere, may result in underreporting of suicidal desire. That
is, it appears that a non-permanent status, or insecure future not only has
the potential to directly impact on the exacerbation factors thought to be
causally related to suicide risk, but may even lead to not reporting suicidal
ideation for fear that it may hinder chances of obtaining a secure future life
worth living.

Immigration detention
Reported rates of suicidal ideation among detained asylum-seekers, in two
high income countries, (Australia and USA) range between 26% and over
90% (see Table 13.1). These prevalence rates are higher than for perma-
nently resettled and non-detained samples, and are concurrent with the
IPTS. For example, as discussed earlier, prolonged detention is associated
with significant psychological distress and potentially associated with
hopelessness, thwarted belongingness and perceived burdensomeness.

Other
Finally, two studies which compared rates of suicidal ideation between
asylum seekers and refugees in Sweden (Ferrada-Noli & Sundbom, 1996),
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and asylum seekers and permanent residents in Switzerland (Premand et al.,
2018); report non-significant differences between those with permanent
and non-permanent immigration status. However, not having applied for
refugee status was associated with higher odds of reporting suicidal ideation
among torture survivors in the USA (Lerner et al., 2015). Again, it could be
that a higher risk of suicidal ideation is associated with non-permanent visa
status, but the three studies described above suggest that the literature is not
conclusive.

In summary, reported rates of suicidal ideation generally appear to be
highest among detained forced migrants, followed by non-permanently
resettled and permanently resettled forced migrants. These differences in
suicidal desire lend support to the notion that an insecure future, coupled
with the inability to build independent lives worth living, plus restricted
movements (among detained forced migrants) may be associated with
higher levels of suicidal ideation, potentially via hopelessness, thwarted
belongingness and perceived burdensomeness. Belongingness and bur-
densomeness need to be measured more widely among forced migrants to
test this hypothesis, but the link between living conditions, psychological
distress and suicidal ideation is compelling. Furthermore, preliminary evi-
dence for an association between thwarted belongingness, perceived bur-
densomeness and suicidal ideation in a refugee sample does exist, as shown
in a study that found such an association among Bhutanese refugees living
in the USA (Ao et al., 2012).

It is also important to acknowledge that rates of suicidal ideation varied
within the permanently, non-permanently and detained samples. Different
definitions and approaches to data collection between studies could affect
these findings. Future research would benefit from more uniform measures
of suicidal ideation among asylum seekers and refugees, which have been
validated across as many cultural groups as possible.

The next section will report prevalence rates of suicidal behaviors
(including suicide attempts and self-injury).

Suicidal behaviors (self-injury, suicide attempts, and deaths
by suicide)
This section will also be divided according to the kind of population
measured in each study (i.e. permanently resettled only, non-permanently
resettled only; and studies which use mixed samples or compare samples).
Eleven of the studies describe reported suicidal behavior which occurred
post-displacement, and during the resettlement period (for both permanently
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and non-permanently resettled samples). The remaining (nine) studies
(Al-Modallal, 2012; Allodi & Cowgill, 1982; Ferrada-Noli, Asberg,
Ormstad, et al., 1998; Ferrada-Noli & Sundbom, 1996; Flaskerud & Anh,
1988; Kira et al., 2017; Madianos et al., 2011; Ssenyonga et al., 2013;
Tousignant et al., 1999) report prevalence of suicidal behavior at time of
assessment, and it is unclear whether this includes pre-migration suicide
attempts. Therefore, these studies may confound pre- and post-displacement
suicide risk. Nevertheless, they still provide some indication of the level of
suicidality in each sample in their post-migration environment.

Permanently resettled populations
Studies of permanently resettled refugees report rates of suicidal behavior
ranging from 2.78% to 13.7% (see Table 13.2). However, one study
conducted with Vietnamese refugees living in the USA, which reported a
7% prevalence rate (Flaskerud & Anh, 1988), did not measure suicidal
thoughts separately to behavior, and so the 7% may include both suicidal
ideation and behavior (see Table 13.2).

Non-permanently resettled populations
Refugee camps
According to three studies, the prevalence of suicidal behavior among
individuals residing in refugee camps appears to range between 0.5% and
29.2% (see Table 13.2). This large variability could be due to several factors,
including cultural heterogeneity, sample size, distribution of genders (e.g.
one study measured women only; Al-Modallal, 2012); and the likelihood
that camps in India, Jordan and Uganda would likely be different envi-
ronments and have access to different resources. Nevertheless, compared to
permanently resettled refugees, these rates have a higher upper limit (see
Table 13.2). This is consistent with the IPTS, as individuals living in refugee
camps have a less certain future compared to those with permanent status,
living in host communities. Furthermore, individuals in refugee camps
could be at ongoing risk of being exposed to more painful or fear inducing
events (e.g. violence within refugee camps; Crisp, 2000), potentially leading
to higher acquired capability to engage in suicidal behavior.

Immigration detention
Among detained asylum seekers in the UK, the rate of suicide deaths
increased from 1997 to 2005 (see Table 13.2), and authors suggest this
could be due to increasing numbers of people in detention. Moreover, the
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Table 13.2 Prevalence of suicidal behaviors.

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal behaviors

Ao et al.
(2012)

579 Bhutanese
refugees resettled in
the USA between
2008 and 2011

Psychological
autopsies

16 (2.8%)
confirmed deaths
by suicide after
arriving in the
USA

Flaskerud &
Anh (1988)

81 Vietnamese
refugees living in the
USA

Clinical records 7% of participants
reported suicidal
thoughts, wishes
or attempts at
time of assessment
(not measured
separately)

Allodi &
Cowgill
(1982)

41 Latin American
refugees (torture
survivors) living in
Canada

Clinician
interview

4 participants
(9.8%) attempted
suicide following
torture

Tousignant
et al. (1999)

203 adolescents from
refugee families, 35
different
backgrounds

Diagnostic
interview
schedule for
children
Version 2.25
(DISC-2.25)

12 month
prevalence rate,
3% of participants
reported suicide
attempts

Kira,
Shuwiekh,
Rice, Al
Ibraheem, &
Aljakoub
(2017)

196 syrian refugees
living in Egypt

The post-
cumulative
trauma-related
disorders
measure

13.7% suicidal
plans or attempts

Non-permanently resettled populations

Refugee camps

Vijayakumar
et al. (2017)

1303 Tamil speaking
sri Lankans residing
in refugee camps in
southern India

Self-report
“ever attempted
suicide”

Reported past
suicide attempts
was 6.1%, 7
deaths by suicide
during study
period (0.5%);
5 at baseline; 2
post-intervention

Continued
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Table 13.2 Prevalence of suicidal behaviors.dcont'd

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal behaviors

Al-Modallal
(2012)

300 women
attending health care
centers in refugee
camps in Jordan

Yes/No
questions: had
suicidal
thoughts, and/
or had
attempted a
suicidal action.

7.3% suicide
attempts

Ssenyonga,
Owens, &
Olema (2013)

89 congolese
refugees residing in
the nakivale refugee
camp in Uganda

MINI
psychiatric
interview

29.2%; moderate
to high risk of
suicidal behavior

Immigration detention

Cohen
(2008)

1806 asylum-seekers
detained in
immigration removal
centers (IRC) in the
UK

Clinical records 231 (12.79%)
reported incidents
of self-harm;
deaths by
suicide:
Prevalence rates
were found to
increase from
1997-8 (42 per
100,000) to 2003
e5 (211 per
100,000)

CCJDP
(2002);
Dudley
(2003)

Australian
immigration
detention centers
(IDCs), between 1
March 2001 and 30
October 2001

IDC records 264 incidents of
self-harm;
estimated
prevalence rates
of self-harm for
men were 12,343
per 100,000; and
for women,
estimated rates
were 10,227 per
100,000
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Table 13.2 Prevalence of suicidal behaviors.dcont'd

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal behaviors

(Hedrick,
2017)

Australian
immigration
detention centers
(IDCs), between
October 2009 and
May 2011

IDC records 959 reported self-
harm incidents
while in
detention; based
on estimated
4269 detainees,
reported
prevalence rate
was 22%, or 224
per 1000: Male
to female self-
harm ratio of 12:1

Keller et al.
(2003)

70 detained asylum-
seekers in the USA

Hopkins
symptom
Checklist-25

2 out of 70
(2.9%) detained
asylums seekers
reported
attempting suicide
while in
detention

Steel et al.
(2004)

Retrospective, self-
report study among
10 families detained
in Australia (14
adults and 20
children)

Structured
psychiatric
interviews

36% of adults and
5% of children
retrospectively
reported engaging
in self-harm while
in detention

Mares &
Jureidini
(2004)

16 adults and 20
children in
immigration
detention in
Australia, who were
referred for
psychological
assessment and
treatment

Comprehensive
clinical
assessment,
multiple inter
views

8 children (40%)
reported engaging
in self-harm while
detained

Permanent and non-permanently resettled populations living in host communities

Cohen
(2008)

Asylum-seekers
living in detention
and the community
in the UK

Clinical records 38 known deaths
by suicide after
arriving in the
UK

Continued
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Table 13.2 Prevalence of suicidal behaviors.dcont'd

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal behaviors

Goosen et al.
(2011)

Participants included
those in all the
asylum-seeker
reception centers in
The Netherlands
between 2002 and
2007

Asylum
reception center
clinical records.

35 deaths by
suicide and 290
cases of suicidal
behavior after
arriving in The
Netherlands;
suicide deaths,
male asylum
seekers: 25.6/
100,000 per
year; female
asylum seekers:
4/1000,000 per
year; other
suicidal behaviors:
199.2/100,000
per year (males)
and 188.2/
100,000 per year
(females)

Van
Oostrum,
Goosen,
Uitenbroek,
Koppenaal, &
Stronks
(2011)

Study explored
mortality rates
among asylum-
seekers and the
Dutch population
between 2002 and
2005

Community
health services
(CHS) for
asylum seekers
clinical records.

Of 193 deaths
among male
asylum seekers
during this
period, 22
(11.4%) were
known suicides;
and of the 138
deaths among
female asylum
seekers, 3 (2%)
were known
suicides

Ferrada-Noli,
Asberg,
Ormstad,
Lundin, &
Sundbom
(1998)

149 forced migrants
(23 with refugee
status), in Sweden

Modified
checklist
produced by
the national
Board of health
and welfare

16.7% of
participants
reported having
made at least one
suicide attempt
while in Sweden
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average suicide rate among detained asylum seekers between 1997 and
2005 was reported as 122 per 100,000, compared to a UK national rate of 9
per 100,000 during this same time; suggesting a higher suicide rate among
asylum seekers than the general population (Cohen, 2008). This higher rate
of suicide compared to the host community lends further support to the
IPTS, where for detained asylum seekers; not living within or belonging to
the host community (thwarted belongingness), together with not being
able to live independently (perceived burdensomeness), combined with
exposure to refugee trauma (acquired capability) may be associated with an
increased risk of suicide compared to the host population. However, these
rates are based on small numbers (12 known deaths by suicide) in this time
frame, and so, these data should be interpreted with care (Cohen, 2008).

In Australian Immigration Detention Centers (IDCs), the prevalence of
self-harm and suicide were reported to be 41 times (males) and 26 times
(females) the rates among non-refugee/asylum seeker community pop-
ulations (Dudley, 2003). These numbers suggest large differences in rates of
self-harm and suicidal behaviors between detained asylum seekers and the
host population. Furthermore, updated information suggests a male to fe-
male self-harm ratio of 12:1 (Hedrick, 2017), and this difference in risk
between males and females was also found among asylum seekers living in
the community in the UK (Cohen, 2008) and the Netherlands (Goosen,
Kunst, Stronks, van Oostrum, & Uitenbroek, 2011; Van Oostrum et al.,
2011). These gender differences are discussed further in the next section.

Table 13.2 Prevalence of suicidal behaviors.dcont'd

Permanently resettled populations

Paper Sample Measures
Prevalence of
suicidal behaviors

Ferrada-Noli
& Sundbom
(1996)

32 asylum-seekers
were compared to
32 refugees living in
Sweden

Modified
checklist
produced by
the national
Board of health
and welfare

46% previous
suicide attempt

Madianos,
Sarhan, &
Koukia
(2011)

Palestinians living in
the west Bank,
following exposure
to violence, 31.2%
of sample were
refugees

Clinical
interviews

76 (8.3%)
reported having
attempted suicide
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However, these numbers are based on estimates of the number of asylum
seekers in detention in 2001 (Dudley, 2003), and a reported lack of sys-
tematic collection of data about self-injury in IDCs (Dudley, 2003;
Hedrick, 2017) means that we may not have an accurate idea of the
prevalence. Nonetheless, studies do consistently suggest that there are
higher rates of self-harm and suicidal behaviors among detained asylum
seekers compared to host populations (which would be consistent with the
IPTS), and among male compared to female asylum seekers.

Permanently and non-permanently resettled populations living in
host communities
Cohen (2008) reported that between 2000 and 2005, there were a total of
38 known deaths by suicide among asylum seekers including those in
detention and living in the community in the UK Of the 38 individuals
who died by suicide, 35 were male, and 3 were female (Cohen, 2008). Two
studies which examined data about self-injury and suicide among asylum
seekers living in the Netherlands also found higher rates of suicidal behavior
among males than females (see Table 13.2). First, based on data about
suicide deaths and hospital treated suicidal behaviors (non-suicidal self-
injury, and suicide attempts) from all the asylum reception centers in the
Netherlands, males were found to engage in more suicidal behavior than
females, with a ratio of 10:1 (Goosen et al., 2011). Second, a study that
looked at mortality rates among asylum-seekers and the Dutch population
between 2002 and 2005, reports 22 deaths by suicide among male asylum
seekers and 3 among female asylum seekers (Van Oostrum et al., 2011).

Therefore, one consistent finding is that male asylum seekers engaged in
more suicidal behaviors than females (Cohen, 2008; Goosen et al., 2011;
Hedrick, 2017; Van Oostrum et al., 2011). These findings add to the
broader literature wherein suicide rates are typically higher among males
compared to females, possibly due to the higher lethality of methods
employed during a suicide attempt (Freeman et al., 2017). Interpreting
these results from the perspective of the IPTS would suggest that males
experienced higher levels of thwarted belongingness, perceived bur-
densomeness and had higher acquired capability to engage in suicidal
behavior. It could also be that there is more stigma around discussing
emotional problems among male forced migrants (e.g. De Anstiss & Ziaian,
2010) and this may lead to fewer males seeking help for mental health
problems, thereby eroding resilience and increasing suicide risk. Future
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research would need to measure these factors among forced migrants to
better understand why these gender differences exist.

Notably, researchers advise caution about interpreting prevalence rates
due to the possibility that not all suicide deaths are known to be suicides,
and due to the small number of incidents (Cohen, 2008; Goosen et al.,
2011). Furthermore, it is also unclear whether the rate of suicidal behaviors
among asylum seekers and refugees in general is higher than host pop-
ulations. Some studies report higher incidences of suicidality (including
ideation and behaviors) among asylum seekers/refugees (e.g., Cohen, 2008;
Dudley, 2003; Jankovic et al., 2013; Staehr & Munk-Andersen, 2006;
Westman et al., 2003), and some find no differences (e.g., Falb et al., 2013;
Madianos et al., 2011; Norredam et al., 2012; Tousignant et al., 1999). This
discrepancy could be due to methodological and practical constraints
inherent to conducting research among forced migrants (described in detail
at the end of this section). There may also be specific factors associated with
suicide risk which lead to differing results. One of these factors could be
exposure to pre-migration trauma. Pre-migration correlates of suicide risk
among asylum seekers and refugees will therefore be described below.

Pre-migration stressors and suicide risk
Emerging research reports links between particular types of pre-migrations
stressors and increased suicide risk. For example, among Somali refugees
living in the USA, suicidal ideation was related to pre-migration food
shortage, feeling close to death, and being seriously injured (Bhui et al.,
2003). In addition, one study found significant associations between the
manner in which individuals were tortured, and their methods of attempting
suicide (Ferrada-Noli, Asberg, & Ormstad, 1998). More specifically, it was
reported that those tortured via blunt-force were more likely to jump from a
height or in front of trains; water torture was associated with drowning, and
sharp force torture was associated with self-cutting or stabbing (Ferrada-Noli,
Asberg, & Ormstad, 1998). The results of both of these studies could be
associated with the acquired capability construct, proposed by the IPTS as a
causal factor for increased suicidality (Ellis et al., 2015). That is, the IPTS
argues that exposure to painful, or fear inducing events may increase the risk
of engaging in suicidal behavior among those experiencing suicidal ideation
(Van Orden et al., 2010). Habituation to physical pain has also been
implicated in increased acquired capability for suicidal behavior (Hamza
et al., 2012). Therefore, the associations between feeling close to death,
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being seriously injured, and suicidality, and that the method of torture was
related to the method of self-injury lends support to this idea. Furthermore,
among a group of refugees from former Yugoslavia, exposure to war related
imprisonment and traumatic war experiences were associated with higher
suicidality (Jankovic et al., 2013). Another study found that exposure to
sexual violence was significantly associated with increased odds of reporting
suicidal ideation among torture survivors in the USA, before they received
any psychosocial intervention (Lerner et al., 2015). This finding is consistent
with meta-analyses in non-refugee populations, which report sexual abuse as
a reliable correlate of suicide risk (Beghi, Rosenbaum, Cerri, & Cornaggia,
2013; May & Klonsky, 2016).

Therefore, there appears to be a consistent pattern of pre-migration
adverse events which are associated with increased suicidality. Relation-
ships between exposure to fear inducing and painful events such as traumatic
war experiences (Jankovic et al., 2013), sexual violence (Lerner et al., 2015),
feeling close to death (Bhui et al., 2003), specific methods of injury which
may be related to methods of self-injury (Ferrada-Noli, Asberg, & Ormstad,
1998); and increased suicidality can also be viewed via the IPTS. That is, the
IPTS would categorise these pre-migration traumatic events as increasing the
acquired capability for individuals to engage in suicidal behavior, when
coupled with thwarted belongingness and perceived burdensomeness, which
may also exist among forced migrants in the post-migration environment
(Ellis et al., 2015). It may then be a combination of these factors which
corrode resilience in this population.

Limitations
Overall, a lack of systematic data collection about suicidal thoughts and
behaviors among forced migrants (Cohen, 2008; Hedrick, 2017), small
numbers of known suicidal behaviors; small samples (Mares & Jureidini,
2004) and cultural differences pertaining to mental health (e.g. stigma;
Vijayakumar et al., 2017) limit our understanding of suicidality among
forced migrants. Indeed, reported difficulties in accessing clinical infor-
mation among asylum seekers and refugees (Cohen, 2008; Robjant et al.,
2009; Vijayakumar, 2016; Vijayakumar et al., 2017); and the possibility
that deaths by suicide among asylum-seekers and refugees are not always
known to be suicides (Cohen, 2008), make it difficult to determine
accurate prevalence rates of suicidal behavior in this population. For
example, it was reported that in the UK, if an asylum seeker in the

280 Alternatives to Suicide



community dies by suicide, information about their asylum/refugee status
is not systematically recorded by coroners (Cohen, 2008). These practical
and methodological issues may also explain the highly variable prevalence
rates reported.

Summary
Notwithstanding limitations, in this section, we provided examples of
studies that reported numbers of asylum seekers and refugees, in various
circumstances, who reported suicidal ideation, and/or engaged in suicidal
behavior. Differences in the prevalence of rates of suicidality could be due
to methodological differences between studies, or the association between
exposure to pre-migration adverse events and suicidality. The IPTS would
argue that exposure to those painful and fear inducing events could lead to
an increased acquired capability for engaging in suicidal behavior. We
suggest that when viewing the evidence through the lens of the IPTS, this
potential acquired capability, together with thwarted belongingness and
perceived burdensomeness potentially experienced in the post-migration
environments (to different extents, depending on the level of security,
hope, and ability to live independently); would work together to erode the
drive to live shown by individuals who leave their home to seek asylum.

Correlates of suicide risk among asylum-seekers and
refugees

Research among non-refugee populations suggests that links between
demographic and psychosocial factors such as age, gender and education,
with increased suicide risk were not strong (May & Klonsky, 2016).
Conversely, psychological distress was more consistently associated with
suicide risk (Beghi et al., 2013; May & Klonsky, 2016). Since these findings
apply to non-refugee/asylum seeker populations, can we apply these
conclusions to forced migrants (Vijayakumar, 2016)? There is a smaller
body of research examining relationships between psychological distress,
psychosocial factors and suicide risk among forced migrants compared to
other populations (Vijayakumar, 2016). However, the available research
does suggest that psychological distress and suicide risk are related among
forced migrants. For example, 82% of asylum seekers who died by suicide
in detention in the UK (Cohen, 2008), and 80% of asylum seekers who
engaged in suicidal behavior in the Netherlands (Goosen et al., 2011), had a
history of mental health problems.
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Since we have already outlined factors associated with psychological
distress which likely corrode resilience (i.e. pre- and post-migration
stressors, and stressors associated with the refugee/asylum determination
process); in this section we will provide examples of relevant empirical
studies that identified relationships between environmental and psychoso-
cial factors, and suicide risk specifically among forced migrants. These will
also be reviewed from the perspective of the IPTS.

Substance abuse and suicide risk
Two studies found associations between substance abuse and suicide risk;
one among Somali refugees in the USA (Bhui et al., 2003) and the other
among asylum seekers in the Netherlands (Goosen et al., 2011). However,
substance abuse was not a factor among asylum seekers with high suicide
risk in the UK (Cohen, 2008), and a review found that there is not enough
evidence to suggest that there is a relationship between forced displacement
and substance abuse (Weaver & Roberts, 2010). Therefore, while it should
be studied further, we cannot yet draw conclusions about the relationship
between substance abuse and suicide risk among forced migrants.

Sexuality, gender identity and suicide risk
Emerging research suggests that LGBTQ identifying forced migrants may
be at elevated risks of suicidality. For example, among survivors of torture
seeking treatment in a clinic for asylum seekers and refugees in the USA,
the 57% of clients who were persecuted due their LGBTQ identity
reported significantly higher rates of suicidal ideation than non LGBTQ
survivors of torture, matched by country of origin and sex (Hopkinson
et al., 2017). Indeed, LGBTQ clients were found to report higher
incidences of sexual violence, earlier ages of first trauma, and more perse-
cution by family members than their matched counterparts (Hopkinson
et al., 2017). Another study used 26 qualitative interviews among
individuals who obtained refugee status in Canada or the USA on the basis
of their LGBTQ identity (Alessi, Kahn, & Chatterji, 2016). Thematic
analysis revealed associations between reported abuse, psychological distress
and increased suicidality in this sample (Alessi et al., 2016).

The increased risk of suicidality among LGBTQ identifying refugees
and asylum seekers is consistent with non-refugee populations (King et al.,
2008). However, since LGBTQ asylum-seekers and refugees report
increased or earlier onset of abuse by members of their own family and
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community, they often migrate alone (Hopkinson et al., 2017; Portman &
Weyl, 2013). Clinicians in this field therefore argue that LGBTQ forced
migrants may be more socially isolated than their non-LGBTQ counter-
parts as they could be segregated from their own (country of origin)
community, and be less likely to disclose their sexual/gender identity to
host services, due to past experiences of persecution (Shidlo & Ahola,
2013). This would likely increase the chances of experiencing thwarted
belongingness, which may then be aggravated by the hesitation to disclose
and openly embrace their identity, leading to them missing out on
developing belongingness in their post-migration environment. Therefore,
the significant social isolation, and potential thwarted belongingness may
require tailored interventions for this population (Portman & Weyl, 2013;
Shidlo & Ahola, 2013). Social isolation has also been linked with increased
risk of suicidality among asylum seekers and refugees in general and will be
discussed below.

Social factors and suicide risk
Studies suggest that factors such as social isolation, religiosity, unemploy-
ment, and relationship problems are associated with suicide risk among
forced migrants.

Social isolation
Among Bhutanese refugees living in the USA, perceived low social sup-
port, a perceived lack of care, lack of resettlement services, separation from
family, an “erosion” of social networks, and low integration, were associ-
ated with an elevated suicide risk (Ao et al., 2016; Chase & Sapkota, 2017;
Hagaman et al., 2016). Social isolation was also associated with higher
suicide risk among asylum seekers in the UK (Cohen, 2008). Furthermore,
relationship problems were a commonly reported stressor related to self-
injury among asylum-seekers in the Netherlands (Goosen et al., 2011),
and family conflict was associated with higher rates of suicidal ideation
among Bhutanese refugees in the USA (Ao et al., 2016). These findings are
consistent with the idea that thwarted belongingness would be associated
with increased suicidality, indeed, among the Bhutanese refugee popula-
tion, measures of thwarted belongingness and perceived burdensomeness
were significantly associated with higher suicidal ideation (Ao et al., 2012).

Religiosity
While religiosity has sometimes been associated with resilience among
forced migrants (Kroo & Nagy, 2011), the association between religion and
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suicide risk is less clear (Lawrence, Oquendo, & Stanley, 2016). One review
suggests that religion is associated with lower suicide risk (Gearing &
Lizardi, 2009). Another systematic review suggests that religiosity may
protect against suicide attempts but not suicidal ideation (Lawrence et al.,
2016). However, the extent to which religious affiliation protects against
suicide attempts, may depend on the cultural specific implications of being
affiliated with that religion (Gearing & Lizardi, 2009; Lawrence et al.,
2016). For example, members of minority religions may be more socially
isolated (Lawrence et al., 2016), and social isolation was found to be
associated with higher suicide risk (see above). Further, these results may
also be influenced by the religious or cultural taboo surrounding discussing
suicide (Vijayakumar, John, Pirkis, & Whiteford, 2005). Therefore, when
considering religion in the context of suicide risk among culturally diverse
populations such as forced migrants, it is important to be aware of what an
individual’s religious and cultural beliefs are regarding suicide, and any
stigma around discussing this.

Unemployment
Suicidal ideation among Bhutanese refugees was associated with not being
able to provide for their family (Ao et al., 2016), and suicide deaths were
associated with disappointment with current employment (Hagaman et al.,
2016). Another study using this Bhutanese sample also found that among
men in particular, unemployment was associated with perceived bur-
densomeness (Ao et al., 2012). Furthermore, unemployment back home
was related to higher suicidal ideation among Somali refugees in the USA
(Bhui et al., 2003). All of these findings lend support to the idea that not
being able to provide for family, or to live independently (i.e. perceived
burdensomeness) may corrode resilience, and are associated with higher
suicide risk.

The refugee determination process and suicide risk
Time since arrival
Studies report varying time frames for a “high risk” period for suicidal
behaviors among asylum-seekers and refugees after arriving in host
countries.

Refugees. The median time from arrival in the USA to death was
4.2 months for Bhutanese refugees who died by suicide (Hagaman et al.,
2016). In one study, all suicide attempts in a sample of Indochinese ref-
ugees occurred within one year of resettlement in the USA (Alley, 1982).
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This could reflect an initial culture shock, or thwarted belongingness
among newly arrived asylum seekers. However, Somali refugees who had
been living in the USA for over 7 years were more likely to report suicidal
ideation, and authors suggest that persistent difficulties with resettlement
such as long term unemployment and financial strain may account for this
finding (Bhui et al., 2003). Therefore, the relationship between time in
host country and suicide risk could be non-linear, where both the initial
social isolation and long-term difficulties are associated with thwarted
belongingness and perceived burdensomeness. Again, these factors need to
be measured among forced migrants in a prospective manner to check for
any changes in suicide risk over time since arrival.

Asylum-seekers. Like with refugees, a large number of suicide attempts
among asylum seekers in Denmark (44%) occurred soon after their arrival
(within 6 months; Staehr & Munk-Andersen, 2006). Furthermore, among
88 asylum seekers who were treated for suicide attempts in Sweden; 24.1%
made the registered suicide attempt early in the process, before hearing
about their final decision (Sundvall, Tidemalm, Titelman, Runeson, &
Baarnhielm, 2015). Conversely, Cohen (2008) found no relationship be-
tween the stage of the asylum process and suicide risk among asylum-
seekers in the UK Differences between these studies could be due to the
lack of information in coroners’ reports related to which stage in the asylum
process any individual was, or indeed whether an individual was an asylum
seeker (Cohen, 2008). Therefore, similar to refugee samples, there appears
to be a pattern of higher suicide risk during the early stages of seeking
asylum. This may be related to hopelessness about their future; plus
thwarted belongingness, and perceived burdensomeness in their new
environment. Measuring the IPTS variables among asylum seeker pop-
ulations may increase our understanding and help inform interventions to
enhance resilience and reduce suicide risk.

Applying for asylum
Rejection of asylum applications. Rejection of asylum applications has been
linked with suicidality. For example, among asylum seekers presenting to
acute psychiatric emergency care in Denmark, during a three month
period, 60% reported suicide ideation/behaviors and those at the highest
risk often had rejected asylum applications (Reko, Bech, Wohlert,
Noerregaard, & Csillag, 2015). Further, in Sweden, among asylum seekers
treated for suicidal behavior, 39.1% of individuals attempted suicide
following the recent rejection of an asylum claim (Sundvall et al., 2015).
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In addition, in a sample of 70 immigrants (including voluntary and forced
migrants) admitted to hospital for suicide attempts in Switzerland, 6
(8.57%) individuals reported a rejected asylum-application as their reason
for attempting suicide (Yilmaz & Riecher-Rossler, 2012). These links
between rejected asylum applications and increased suicide risk can be
viewed as a direct/real experience of thwarted belongingness (and not just
perceived, which according to the IPTS would be sufficient to increase
the risk of suicidal desire; Van Orden et al., 2010). However, we do not
know how many people in this Swiss sample were asylum seekers, and the
first two studies described in this section (Reko et al., 2015; Sundvall et al.,
2015) only included individuals who presented to acute care. Therefore,
we do not know how many asylum seekers with rejected claims did not
attempt suicide or require acute care, or how many asylum seekers who
may have attempted suicide were not treated by these services.

Detention and long waiting times. It was reported that the rate of self-harm
and suicidal behaviors among asylum seekers in detention was higher than
the UK national average (Cohen, 2008), and it was estimated that male
asylum seekers residing in detention in Australia engaged in suicidal
behavior at 1.8 times the rate of male prisoners (Dudley, 2003). Further,
one study among asylum seekers in Denmark suggested that long waiting
times together with rejection of applications may increase suicide risk
(Staehr & Munk-Andersen, 2006). From the perspective of the IPTS, the
difference between prison inmates and detained asylum seekers is that
prison inmates would know the duration of their incarceration. Therefore,
asylum seekers may lose hope the longer they are in detention without a
favourable outcome, and this hopelessness could erode resilience and drive
suicidal desire (Van Orden et al., 2010).

Summary
In this section we described correlates of suicide risk among forced migrants.
These included substance abuse, sexuality and gender identity, social factors
(social isolation, religiosity and unemployment), and the refugee/asylum
determination process (time since arrival, rejected asylum applications,
detention, and long waiting times). We suggest that all of these factors could
be interpreted through the IPTS, where problems with social connectedness
caused by several factors could be related to thwarted belongingness;
unemployment could be related to perceived burdensomeness (Ellis et al.,
2015), and the process of applying for asylum itself may be associated with
both. For example, a rejected asylum application can be seen as an objective
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rejection of belongingness, and living in detention would prevent individuals
from living independently and may lead to them perceiving themselves as a
burden. Finally, the process of seeking asylum is uncertain, and this, together
with longer waiting times could be associated with significant hopelessness
(Procter et al., 2018). Therefore, all of these post-migration stressors, when
combined with the potential acquired capability to engage in self-injury
gained via exposure to pre-migration trauma, may explain the reduced
drive to live among forced migrants facing uncertain futures.

Conclusions and future directions

People with refugee backgrounds face significant stressors in both their
pre- and post-migration environments. Pre-migration stressors include
exposure to war, genocide, sexual violence and torture (Johnson &
Thompson, 2008; McColl et al., 2008; Steel et al., 2009). Post-migration
stressors include social isolation, financial stress, perceived discrimination,
and prolonged detention (Bogic et al., 2012; Filges et al., 2018; McColl
et al., 2008; Nickerson et al., 2017; Porter & Haslam, 2005) These stressors
have been well documented and are associated with mental health
disorders such as PTSD and depression (Li et al., 2016; Porter & Haslam,
2005; Steel et al., 2009) and may be associated with a corrosion of resil-
ience (Sundram & Ventevogel, 2017). However, the prevalence of clin-
ically significant psychopathology among forced migrants is less clear.
Recent estimates based on diagnostic criteria suggest the rate of PTSD to
be 15.4%, and depression to be 17.3% (WHO, 2013). Therefore, not all
forced migrants suffer from sustained, psychological disorders following
exposure to trauma. Psychological interventions to reduce suicide risk may
then need to be tailored toward individuals at the highest risk of expe-
riencing psychopathology, encompassing diverse cultural groups, living in
different circumstances. One way of tailoring interventions to reduce
suicide risk and enhance resilience could be via the IPTS (Van Orden
et al., 2010). The variability in prevalence of psychological distress and
suicidality between populations could be partly explained by factors such
as thwarted belongingness, perceived burdensomeness and acquired
capability to engage in suicidal behavior. Preliminary evidence for the
validity of these variables among Bhutanese refugees (Ao et al., 2012; Ellis
et al., 2015) suggests that this is a compelling avenue of research to pursue.

However, barriers to conducting research among forced migrants have
been identified. Researchers report difficulties in accessing clinical
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information for representative samples of forced migrants living in different
environments (Cohen, 2008; Vijayakumar et al., 2017). This lack of access
to information, together with using measures which may not be validated
for diverse cultural groups, small sample sizes, a lack of longitudinal
research, and a lack of comparable research in low-middle income countries
which host the most asylum seekers and refugees; limit the conclusions we
can draw (McColl et al., 2008; Robjant et al., 2009; Ryan et al., 2009;
Vijayakumar, 2016). Given the immense number of displaced peoples
worldwide facing pre-, post-migration stressors, and uncertain futures
(UNHCR, 2017); there is an urgent need for more knowledge about what
might corrode resilience and increase suicide risk among forced migrants.
This is especially the case for low-middle income countries, which host the
majority of forced migrant (85%; UNHCR, 2017) and among children and
adolescents who make up 51% of displaced peoples (Vijayakumar, 2016).

This research can be guided by the IPTS, where if high levels of
thwarted belongingness, perceived burdensomeness, and acquired capability
are found, then these factors can inform treatment targets to enhance or
abate the corrosion of resilience. For example, to the best of our knowl-
edge, empirical studies measuring psychological outcomes among forced
migrants who sought asylum in Australia, and currently reside in offshore
detention have not yet been conducted. Studying how resilience can be
corroded is especially relevant among individuals in this population, as
media reports suggest that suicidality is a significant issue (Doherty & Vasefi,
2018). Apart from suicidality, reports of “resignation syndrome” among
child asylum seekers and refugees living with uncertain immigration status
have been made in Sweden (Sallin et al., 2016) and in Australian offshore
detention centers (Newman, 2018). This syndrome involves children
withdrawing from fundamental aspects of living by not eating, drinking, or
being responsive; potentially in response to exposure to trauma as well as
hopelessness in the context of a lengthy, strenuous and uncertain process
(Newman, 2018; Sallin et al., 2016). From the perspective of the IPTS, this
withdrawal could be seen as a form of giving up on life where the prospect
of a future life worth living becomes hopeless from the child’s perspective.
The IPTS therefore provides a theoretical framework for empirical research
that could attempt to elucidate the causal factors that contribute to suicide
risk among refugees and asylum seekers, laying the foundation for the
development of interventions that target these factors.

By the same token, knowing more about factors affecting the wellbeing
of forced migrants living in immigration detention in various host countries,
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may help to reduce suicide risk. Do they experience high levels of thwarted
belongingness, perceived burdensomeness and do they have an acquired
capability to engage in suicidal behavior? If this is the case, then in-
terventions to reduce these factors can be implemented. Still, significant
obstacles to providing psychological interventions for detained asylum-
seekers have been identified (Brooker, Albert, Young, & Steel, 2016).
These may include ongoing deterioration related to confinement and
insecure visa status, substance use, self-harm and alleged sexual violence
(Brooker et al., 2016). These issues, together with a lack of a robust evi-
dence base to guide treatment in such situations present a challenge to
clinicians. However, strategies such as encouraging engagement, acquiring
coping skills, connecting with the self and others, and identifying future
support have been identified as potentially helpful in managing distress
(Brooker et al., 2016). These strategies are consistent with reducing
thwarted belongingness, perceived burdensomeness and increasing hope for
the future. Furthermore, among individuals facing long waiting times for
asylum decisions, including the “legacy caseload” in Australia; it has been
reported that there were 11 known suicides since June 2014 (Procter et al.,
2018). Clinicians and researchers posit that a sense of “lethal hopelessness”
may be associated with increased suicide risk in this population (Procter
et al., 2018). This is also consistent with the IPTS. Empirical studies which
explore the concept of lethal hopelessness, and its association with well-
being and suicide risk using the IPTS as a theoretical framework may help
clinicians design evidence-based interventions to provide support in these
circumstances.

Broader recommendations to mitigate stress and improve wellbeing
among asylum-seekers and refugees living in different contexts have also
been made, and these recommendations appear to be consistent with
reducing the causal factors of suicide risk implicated by the IPTS. These
include providing early emotional support at the time of arrival and relo-
cation; early education about language and culture of host community (this
may improve integration and a sense of belongingness); early provisions for
economic activity (this may reduce perceived burdensomeness); and allowing
connections between forced migrants with NGOs, family, and any potential
sources of support (Vijayakumar, 2016). In addition, asylum-seekers and
refugees should have equitable access to appropriate specialised health and
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mental health care (McColl et al., 2008; Sundvall et al., 2015). Since poor
access to health services was associated with thwarted belongings and
perceived burdensomeness among Bhutanese refugees (Ellis et al., 2015), this
is also consistent with the IPTS. Encouraging engagement with services by
targeting issues which may act as barriers to seeking help (e.g. stigma around
mental illness; Vijayakumar et al., 2017) may also help improve wellbeing.
Indeed, service provision itself may be improved when trained interpreters
are used, and asylum seekers and refugees are well informed (Cohen, 2008;
Eytan et al., 2002). Emerging evidence also suggests that involving com-
munity members in interventions may be beneficial (Ao et al., 2016), which
may again counter thwarted belongingness. Finally, service providers should
increase their awareness of any issues related to specific populations, such as
LGBTQ identifying asylum-seekers and refugees (Portman & Weyl, 2013).

Overall, we do not yet have a robust, evidence-based clinical model to
inform interventions to reduce suicide risk and enhance resilience, specif-
ically for asylum seeker and refugees from diverse backgrounds, living in
various circumstances (McColl et al., 2008). The consensus thus far is that
provision of interventions should be trauma-informed and culturally sen-
sitive; and that they should consider the complexity of the influences of
pre- and post-migration stress on wellbeing (Turner & Herlihy, 2009;
Vijayakumar, 2016). A framework for research into suicide risk based
around the IPTS would be consistent with the available research pointing
to factors associated with a corrosion of resilience and suicide risk. That is,
giving up on life or failing to re-engage with life when facing significant
adversity as a refugee or asylum seeker could be aggravated by the uncer-
tainty of a life in “limbo”. In a situation where there is no life worth living
that forced migrants can return to, together with decreasing hope that they
can move toward a life which they perceive as worth living in the future;
the corrosion of resilience may be more likely to occur than among non-
refugee populations. This, together with a possible acquired capability to act
on suicidal thoughts gained via exposure to pre-migration trauma may
contribute to the elevated suicide risk among forced migrants.

Despite often overcoming significant adversity to seek refuge, the
process of beginning a new life can be challenging. As clinicians and
researchers, our role is to gain a good understanding of factors which are
involved, and design evidence-based interventions to alleviate stress and
help boost resilience, when required.
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CHAPTER 14

Epigenetics of suicidal behaviors
Laura M. Fiori, Gustavo Turecki
McGill Group for Suicide Studies, Douglas Mental Health University Institute, McGill University,
Montreal, QC, Canada

Introduction

Suicidal behaviors fall along a continuum, ranging from ideation, to death
by suicide. Worldwide, nearly one million people die by suicide each year
(Saxena, Krug, Chestnov, World Health Organization, & Department of
Mental Health and Substance Abuse, 2014), with significantly higher
numbers attempting suicide or experiencing suicidal ideation. Although
the majority of people displaying suicidal behaviors have a history of
psychiatric disorders, their transmission appears to be independent of
suicide (Turecki & Brent, 2016), indicating that suicidal behavior is a
distinct phenotype. Numerous twin (Voracek & Loibl, 2007), adoption
(Wender et al., 1986), and family (Brent, Bridge, Johnson, & Connolly,
1996; McGirr et al., 2009) studies have demonstrated that suicidal be-
haviors possess a genetic component, with heritability estimated between
30% and 50% (Fu et al., 2002; McGuffin, Marusic, & Farmer, 2001;
Statham et al., 1998; Turecki & Brent, 2016), with the remainder of the
risk due to environmental factors. Over the years, it has become
increasingly recognized that the effects of the environment on both
behavioral development and psychopathology are mediated through
epigenetic regulation of gene function (McGowan et al., 2009; Turecki,
2014; Weaver et al., 2004).

Epigenetics refer to processes that alter gene expression without
changing the underlying DNA sequence. Numerous studies have inves-
tigated epigenetic differences in the context of psychiatric disorders,
including mood disorders, anxiety disorders, schizophrenia, eating
disorders, and substance use disorders (for recent reviews, see (Hoffmann,
Sportelli, Ziller, & Spengler, 2017; Hubel, Marzi, Breen, & Bulik, 2019;
Palmisano & Pandey, 2017)). Additionally, specific epigenetic alterations
associated with the experience of early life adversity (ELA), defined as
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childhood abuse and parental neglect, have been identified (for examples
see (Jawahar, Murgatroyd, Harrison, & Baune, 2015; Lutz, Almeida, Fiori,
& Turecki, 2015; Turecki & Meaney, 2016). These findings are notable,
as ELA is also associated with increased rates of anxiety, depression,
substance use disorders, and suicidal behaviors (Gilbert et al., 2009;
McCauley et al., 1997; McLaughlin et al., 2010). Given the complex
interplay between environmental experiences, psychopathology, and
suicidal behaviors, it can be difficult, and likely impossible, to completely
disentangle their effects. Nonetheless, a number of interesting findings
relating epigenetic processes to suicidal behaviors have emerged.

In this chapter, we will first discuss basic concepts relating to two major
epigenetic modifications, DNA methylation, and post-translational histone
modifications. Secondly, we will summarize studies which have specifically
investigated these epigenetic mechanisms in relation to suicidal behaviors, at
both the candidate gene and epigenome-wide levels. Finally, we will
discuss the implications of the findings to-date, as well as future directions
for research in this field.

Fundamentals of epigenetics

DNA methylation
DNA methylation is the most well-characterized epigenetic modification,
and involves the addition of a methyl group to the 5’ position of cytosine
nucleotides: most commonly at cytosine-guanine dinucleotides (CpG) in
mammals (Maunakea et al., 2010). Additionally, both non-CpG methyl-
ation, and additional modifications, such as hydroxymethylation (5hmC),
are observed, but have only recently begun to be investigated within a
psychiatric context (Gross et al., 2017; Jang, Shin, Lee, & Do, 2017).
Interestingly, these modifications appear to be particularly important in
brain functioning (Lister et al., 2013).

DNA methylation patterns are created and maintained by DNA
methyltransferases (DNMT). DNMT1, DNMT3a, and DNMT3b are all
involved in maintenance functions, while DNMT3a and DNMT3b also
play roles in de novo DNA methylation (Jin, Li, & Robertson, 2011).
Canonically, DNA methylation is a repressive mark inversely related to
gene expression (Klose & Bird, 2006). Methylation of CpG sites that fall
within gene promoters can directly block transcription factor binding, or
indirectly block transcription by recruiting proteins with methylated-DNA
binding domains to modify chromatin structure (Baylin & Jones, 2011;
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Curradi, Izzo, Badaracco, & Landsberger, 2002). Unlike gene promoter
regions, gene body methylation has been associated with increased gene
expression, and the use of alternative promoters (Jjingo, Conley, Yi,
Lunyak, & Jordan, 2012; Maunakea et al., 2010; Zemach, McDaniel, Silva,
& Zilberman, 2010). Interestingly, methylation and hydroxymethylation
appear to have distinct effects (Lister et al., 2013; Wen et al., 2014). This is
important to consider when attempting to predict functional consequences
of altered methylation, as the majority of currently used molecular tech-
niques are unable to distinguish between these marks.

DNA methylation has been investigated using either affinity-based or
sequencing-based technologies. Affinity-based technologies involve the
hybridization of DNA against pre-selected genomic sequences, and allow
the relative levels of methylated and unmethylated cytosines at each site to
be determined. The most commonly-used arrays are those produced by
Illumina, with the most current build, the Infinium MethylationEPIC
Beadchip, allowing the interrogation of >850 000 sites. Alternatively,
custom-designed arrays against specific functional or genomic regions have
also been used. Next-generation sequencing methods are also available,
with the most information being derived from whole-genome bisulfite
sequencing (WGBS), followed by less costly alternatives including reduced
representation bisulfite sequencing (RRBS) and methyl-CpG binding
domain sequencing (MBD-seq). Numerous techniques are also available for
more focused investigations, including cloning or direct sequencing of
specific genomic targets, pyrosequencing, high-resolution melt assays, and
the EpiTYPER system (Sequenom).

Histone modifications
Genetic information is consolidated by histones and associated proteins into
chromatin structures, where genomic DNA is condensed into numerous
layers of higher organization. At the core of a chromatin unit is the
nucleosome: an octamer of histone proteins wrapped tightly by DNA, with
their N-terminal tails protruding outward from the core. Modification of
histone tails, particularly at lysine (K) residues, alters chromatin structure
and subsequently regulates downstream transcriptional processes through
effects on DNA compaction and protein recruitment to the site of tran-
scription (Kornberg & Lorch, 1999). Histone tails can be covalently
modified by acetylation, methylation, phosphorylation, SUMOylation, and
ubiquitinylation (Berger, 2007). The effect of these modifications on gene
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expression depends upon the histone protein (H2A, H2B, H3, H4), specific
amino acid residue, the nature of the modification, and combination of
modifications on the tail (Bannister & Kouzarides, 2011).

As histone modifications occur at the protein-level, the majority of
methods employ chromatin immunoprecipitation (ChIP) techniques.
Typically, DNA is first fragmented into nucleosomes, which are then
incubated with an antibody that recognizes a specific histone modification.
Complexes are purified, and the profile of the modification is determined
by comparing pre- and post-immunoprecipitated samples. At the largest
scale, ChIP-seq involves sequencing all DNA in both samples, then aligning
reads back to the genome to identify regions (peaks) displaying an
enrichment of that modification. At the more targeted level, differences in
levels of a modification at a specific genomic region can be assessed using
quantitative real-time polymerase chain reaction (qRT-PCR). As the
specific effects of histone modifications on gene expression are related to
combinations of various modifications (histone code), datasets assessing each
modification separately can be combined to reveal overall chromatin states.

Epigenetic studies of suicidal behaviors

The majority of the studies investigating epigenetic modifications in rela-
tion to suicidal behaviors have been candidate gene studies, evaluating
genes and biological pathways which have previously been associated with
suicidal behaviors through other avenues. A summary of significant findings
from targeted studies is shown in Table 14.1. In addition to candidate gene
studies, larger scale studies, including epigenome-wide association studies
(EWAS), have identified interesting new targets whose roles in suicide had
not been previously suspected. These studies are shown in Table 14.2.

HPA axis
The hypothalamic-pituitary-adrenal (HPA) axis plays an essential role in
regulating behavioral and physiological responses to stress, and dysregulated
functioning of this pathway has been repeatedly demonstrated in psychiatric
disorders (for examples, see (Belvederi Murri et al., 2014; O’Connor,
Ferguson, Green, O’Carroll, & O’Connor, 2016; Zorn et al., 2017). The
reactivity of this stress system has been consistently shown to be modified
by the early life environment through epigenetic mechanisms, leading to
behavioral changes across the lifespan (Francis, Diorio, Liu, & Meaney,
1999; Liu et al., 1997; Meaney & Szyf, 2005). Much of the work in
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Table 14.1 Significant findings from targeted epigenetic studies in suicide.

Signficant
Gene(s) Significant findings Phenotype Tissue Reference

NR3C1 Hypermethylation
in abused suicides

Abuse and
non-abuse,
Suicide versus
HC

Brain McGowan
et al.,
(2009)

NR3C1 Hypermethylation
(exon 1B and 1C),
hypomethylation
(exon 1H)

Abuse and
non-abuse,
Suicide versus
HC

Brain Labonte
et al.,
(2012a)

NR3C1 Hypermethylation
of exon 1C in
patients with
suicidality

Bulimia with
suicidality versus
bulimia without
suicidality versus
HC

Blood Steiger
et al.,
(2013)

NR3C1,
BDNF,
FKBP5,
CRHBP

Hypermethylation
in suicide ideation

Suicide ideation
versus non-
ideation, MDD

Blood Roy et al.,
(2017)

CRH Hypomethylation
in high-risk
attempters

High-risk
suicide attempt
versus low-risk
attempt

Blood Jokinen
et al.,
(2018)

SKA2 Methylation
predicted suicide
attempts

Suicide attempts,
suicide ideation

Saliva,
blood

Kaminsky
et al.,
(2015)

SKA2 Methylation
predicted suicide
attempts and
ideation

Suicide ideation
and attempts

Blood Sadeh
et al.,
(2016)

BDNF Hypermethylation
in suicides

Suicide versus
HC

Brain Keller
et al.,
(2010)

BDNF Hypermethylation
in attempters and
ideators

Suicide attempts,
suicide ideation

Blood Kang et al.,
(2013)

BDNF Hypermethylation
in suicidal ideation

Suicide ideation,
late life

Blood Kim et al.,
(2014)

BDNF Hypermethylation
associated with
suicidal ideation
and depressive
symptoms

Suicide ideation,
breast cancer

Blood Kim et al.,
(2015)

Continued
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Table 14.1 Significant findings from targeted epigenetic studies in
suicide.dcont'd

Signficant
Gene(s) Significant findings Phenotype Tissue Reference

BDNF Hypermethylation
associated with
suicidal ideation

Suicide ideation,
acute coronary
syndrome

Blood Kang et al.,
(2018)

TrkB Hypermethylation
in suicides

Suicide versus
HC

Brain Ernst et al.,
(2009b)

TrkB Increased
H3K27me3 in
suicides

Suicide versus
HC

Brain Ernst et al.,
(2009a)

TrkB Hypermethylation
in suicides

Suicide versus
HC

Brain Maussion
et al.
(2014)

AMD1,
ARG2,
OAZ1,
OAZ2

Overall and site-
specific differences
in promoter
methylation

Suicide versus
HC

Brain Gross et al.
(2013)

OAZ1 Increased
H3K4me3

Suicide versus
HC

Brain Fiori et al.
(2012)

HTR2A Hypermethylation
in suicide
attempters with
schizophrenia

Schizophrenia
and bipolar
disorder,
Suicide attempt
versus
non-attempt

Brain,
blood

De Luca
et al.,
(2009)

TPH2 Hypermethylation
in suicide
attempters

MDD, suicide
attempt versus
non-attempt

Blood Zhang
et al.
(2015)

GABAA Hypermethlation
in suicide

Suicide versus
HC

Brain Poulter
et al.
(2008)

rRNA Hypermethylation
of rRNA
promoters and 50

regulatory regions

Abused suicide
versus HC

Brain McGowan
et al.
(2008)

CACNA1C Significant
differences in two
CpG sites in
suicide attempters

Suicide attempt
versus
non-attempt

Blood Kim et al.
(2017)

ELOVL5 Hypomethylation
in downstream
region,
hypermethylation
in upstream region

MDD, suicide
attempt versus
non-attempt

Blood Haghighi
et al.
(2015)
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Table 14.1 Significant findings from targeted epigenetic studies in
suicide.dcont'd

Signficant
Gene(s) Significant findings Phenotype Tissue Reference

Galanin,
GALR3

Brain region- and
gender-specific
alterations in
methylation

MDD-suicide
versus HC

Brain Barde et al.
(2016)

Cx30,
Cx43

Increased
H3K9me3 in
suicides

Suicide versus
HC

Brain Nagy,
Torres-
Platas,
Mechawar,
& Turecki
(2017)

KOR Hypomethylation
in abused suicides
compared to non-
abused suicides or
controls

Abuse and
non-abuse
Suicide versus
HC

Brain Lutz et al.
(2018)

Table 14.2 EWAS which identified significant epigenetic differences related to
suicidal behaviors.

Highlighted genes Phenotype Tissue Reference

ALS2, DGKZ, HIST2H2AB,
NR1D1, TAF5L

Abuse and
non-abuse
Suicide versus
HC

Brain Labonte et al.
(2012b)

NR2E1, CHRNB2, GRM7,
DBH

Suicide versus
HC

Brain Labonte et al.
(2013)

ATP8A1, KCNAB2,
LOC153328, SKA2

Suicide,
suicidal
behaviors

Brain,
blood

Guintivano
et al. (2014)

EYA2, MEGF11, LMNA,
GLUD1, ERBB3, SLC18A2

MDD-suicide
versus HC

Brain Haghighi
et al. (2014)

BEGAIN, GRIK2 Suicide versus
HC

Brain Nagy et al.
(2015)

LINGO3, POU3F1, ITGB1 Abuse and
non-abuse
Suicide versus
HC

Brain Lutz et al.
(2017)

PSORS1C3, TAPBP, ATP5G2 MDD-suicide
versus HC

Brain Murphy et al.
(2017)
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psychiatry has focused specifically on its relationship with ELA, with
particular focus on the glucocorticoid receptor (GR, NR3C1). Two
studies specifically investigated the effects of ELA in suicide by comparing
promoter methylation of NR3C1 in suicides with and without experience
of childhood abuse. These studies examined NR3C1 expression in the
hippocampus, and identified methylation differences which correlated
with expression of several NR3C1 isoforms (exons 1B, 1C, and 1H), and
were specific to abuse rather than suicide (Labonte et al., 2012a;
McGowan et al., 2009). However, another study, in patients with bulimia
nervosa, examined methylation of exons 1B, 1C, 1F, and 1H, and found
that elevated methylation in exon 1C was significantly associated with
suicidal behavior, but not childhood abuse (Steiger, Labonte, Groleau,
Turecki, & Israel, 2013). These findings indicate that, at least under certain
conditions, NR3C1 methylation is related to suicidal behaviors inde-
pendently of abuse.

Two additional studies examined larger sets of stress and HPA-related
genes, including NR3C1, to assess their relationship to suicidal behaviors,
independently of abuse. Roy and colleagues examined the expression and
methylation of five stress-related genes in the blood of patients with major
depressive disorder (MDD) and healthy controls, and found four (brain-
derived neurotrophic factor (BDNF), FK506 binding protein 5 (FKBP5),
corticotropin releasing hormone binding protein (CRHBP), and NR3C1)
that displayed hypermethylation in patients with suicidal ideation relative to
patients without ideation, and healthy controls (Roy, Shelton, & Dwivedi,
2017). Additionally, hypermethylation was associated with decreased
expression of BDNF, FKBP5, and NR3C1. They found no significant
differences in methylation or expression of corticotropin releasing hormone
receptor 1 (CRHR1). More recently, a study investigated methylation of
corticotropin releasing hormone (CRH), CRHBP, CRHR1, CRHR2,
FKBP5, and NR3C1 in the blood of suicide attempters (Jokinen et al.,
2018). They identified signficant hypomethylation of CRH in patients with
higher severity suicide attempts, and furthermore, one of these sites was
hypermethylated in a cohort of adolescents at high risk of psychiatric
disorders.

Several studies have identified epigenetic alterations in spindle and
kinetochore associated complex subunit 2 (SKA2) in suicidal behaviors.
This gene has been implicated in glucocorticoid receptor signaling (Rice
et al., 2008), and was first highlighted in an EWAS study in the prefrontal
cortex of individuals who died by suicide (Guintivano et al., 2014).
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This study identified increased methylation at a specific cytosine residue in
the 30 untranslated region (30 UTR) of SKA2, which was negatively
correlated with gene expression in the brain and blood. Additionally,
methylation at this site was significantly elevated in the blood of
individuals displaying suicidal ideation, was associated with waking
cortisol levels, and interacted with anxiety to influence suicide attempts
and ideation. A follow-up study by the same group found that SKA2
methylation in saliva and blood interacted with trauma exposure to pre-
dict lifetime suicide attempts, and to mediate cortisol suppression in the
dexamethasone suppression test (Kaminsky et al., 2015). Another group
found that SKA2 methylation was associated with internalizing symptoms,
and predicted rates of suicidal behaviors (Sadeh et al., 2016). Finally, a
methylation biosignature including methylation at discoidin domain
receptor tyrosine kinase 1 (DDR1), rho guanine nucleotide exchange
factor 10 (ARHGEF10), and protein tyrosine phosphatase, non-receptor
type 6 (SHP1), was found to interact with SKA2 methylation to predict
suicidal ideation (Clive et al., 2016).

Brain-derived neurotrophic factor (BDNF) signaling
Similar to the HPA axis, the properties of the nerve growth factor BDNF
and its receptor, neurotrophic receptor tyrosine kinase (NTRK2, TrkB),
have repeatedly been shown to be involved in psychiatric disorders,
particularly depression, and suicidal behaviors (for some reviews, see
(Dwivedi, 2010; Hing, Sathyaputri, & Potash, 2018). The first study
investigating BDNF in the brains of people who died by suicide focused on
the promoter/exon IV region (Keller et al., 2010). They found it to be
hypermethylated compared to non-suicide controls, and that methylation
was inversely correlated with expression. A number of studies have also
investigated BDNF methylation in the blood, in relation to suicide attempts
and ideation. As mentioned in Section 3.1, BDNF was hypermethylated in
the blood of patients with suicidal ideation relative to patients without
ideation and healthy controls (Roy et al., 2017). Another study found
hypermethylation of the BDNF promoter in patients with MDD who had
previously attempted suicide, or who experienced suicidal ideation (Kang
et al., 2013). Finally, several studies looking specifically at suicidal ideation
found hypermethylation of BDNF in the elderly (Kim et al., 2014), and in
patients with breast cancer (Kim et al., 2015), or acute coronary syndrome
(Kang et al., 2018).
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Several epigenetic studies have investigated TrkB in suicide, focusing on
the TrkB.T1 isoform, which is specifically expressed in astrocytes. The first
study found that methylation at specific sites in the promoter was elevated
in the prefrontal cortex of suicides, and associated with decreased expression
of this transcript (Ernst et al., 2009b). Additionally, hypermethylation was
identified at several sites in the 30 UTR of TrkB.T1, which correlated with
expression in the prefrontal cortex (Maussion et al., 2014). These results
appear to be brain-region specific, as no differences were found in the
cerebellum (Ernst et al., 2009b) or Wernicke’s area (Keller et al., 2011).
Finally, a third study found increased histone 3 lysine 27 trimethylation
(H3K27me3), which is associated with heterochromatin, in the promoter
region of TrkB in the prefrontal cortex and it was inversely correlated with
gene expression (Ernst, Chen, & Turecki, 2009a). These findings were also
specific to the prefrontal cortex, as no differences were found in the
cerebellum.

Polyamine system
Dysregulation of the polyamine system has been observed in a number of
psychiatric disorders, including mood disorders, anxiety, and schizo-
phrenia (Fiori & Turecki, 2008). The polyamine stress response (PSA) is
activated after exposure to stressful stimuli, resulting in elevated levels of
putrescine and agmatine in the brain and periphery (Fiori & Turecki,
2008; Limon, Mamdani, Hjelm, Vawter, & Sequeira, 2016; Turecki,
2014). The involvement of the polyamine system in suicidal behavior
was first demonstrated by gene expression studies which found widespread
downregulation of the catabolic enzyme spermidine/spermine N1-
acetyltransferase (SAT1) in the brains of suicides (Sequeira et al., 2006).
Since this time, a number of studies have investigated how epigenetic
mechanisms may be involved in the altered expression of polyamine-
related genes. Two studies investigated the promoter region of SAT1,
and found no significant differences in methylation or levels of
H3K27me3 in the brain (Fiori & Turecki, 2011; Guipponi et al., 2009).
However, methylation and genetic variation at the 3’ UTR in SKA2 was
found to interact with methylation at a GR-binding site in the SAT1
promoter to associate with suicidal ideation, suggesting that epigenetic
regulation of SAT1 may be stress-related (Guintivano et al., 2014).

In addition to SAT1, no significant differences were found in levels of
methylation or H3K27me3 in the promoter regions of the catabolic
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enzymes spermine synthase (SMS) or spermine oxidase (SMOX) in the
brain (Fiori & Turecki, 2010). However, epigenetic studies of anabolic
enzymes identified methylation differences in the promoter regions of
ornithine decarboxylase antizymes 1 (OAZ1) and 2 (OAZ2), arginase II
(ARG2) and S-adenosylmethionine decarboxylase (AMD1), with methyl-
ation of ARG2 and AMD1 being significantly correlated with gene
expression (Gross, Fiori, Labonte, Lopez, & Turecki, 2013). The levels of
histone 3 lysine 4 trimethylation (H3K4me3), which is typically associated
with active gene expression, were investigated in the same genes, and
increased levels were found in the promoter region of OAZ1, which was
positively correlated with expression (Fiori, Gross, & Turecki, 2012). No
differences between suicides and controls were found for this modification
in the promoters of AMD1, OAZ2, or ARG2.

Serotonin system
Serotonergic neurotransmission is the target of the majority of antide-
pressant therapies, and has been extensively investigated in psychiatry.
Although a number of studies have examined epigenetic regulation of the
serotonin transporter (SLC6A4) in relation to childhood adversity and
depression (for examples, see (Booij et al., 2015; van der Knaap et al.,
2015)), methylation of this gene has yet to be examined in relation to
suicidality. A few epigenetic studies have looked at the serotonin 2A
receptor (HTR2A), as a polymorphic site in exon 1 of this gene has been
associated with suicidal behaviors (Wang et al., 2015). The first study
examined methylation at a polymorphic site in exon 1 of HTR2A, and
found no differences in brains of suicides (De Luca, Viggiano, Dhoot,
Kennedy, & Wong, 2009). However, they observed significantly increased
levels of methylation at this site in the blood of patients with schizophrenia
who had attempted suicide relative to non-attempters, but no differences
between attempters and non-attempters with bipolar disorder. In addition,
they found no signficant differences in exon 1 methylation in white blood
cells or saliva from suicide attempters with schizophrenia, or in the brains of
people who died by suicide (Bani-Fatemi et al., 2016, 2017). One
additional serotonin-related study examined methylation of tryptophan
hydroxylase 2 (TPH2) in the blood of patients with MDD, and found
significantly elevated methylation in patients who had previously attempted
suicide, compared to non-attempters (Zhang et al., 2015).
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Additional targeted studies
In addition to the studies described above, epigenetic alterations have been
identified in genes outside of the “classical” suicide-related pathways. These
studies are also shown in Table 14.1, and represent potential new avenues
for suicide-related research. While in some cases, these findings appear to be
related to ELA, rather than suicide (Lutz et al., 2018; McGowan et al.,
2008), larger studies in additional clinical populations will be needed to
fully characterize their relationship with suicidal behaviors.

Epigenome-wide association studies (EWAS)
While the majority of epigenetic studies have been restricted to targeted
analyses, investigators have also utilized broader, epigenome-wide,
approaches to identify epigenetic changes in genes which had not been
previously implicated in suicide. Epigenome-wide studies which identified
sites or regions which were significantly associated with suicidal behaviors
are shown in Table 14.2. With the exception of the study described above
by Guintvano and colleagues (Guintivano et al., 2014), the genes described
in this section have yet to be replicated in additional cohorts.

The first EWAS investigating suicide used a custom-designed promoter
tiling array to assess methylation differences in the hippocampi of abused
suicide completers compared to non-suicide controls (Labonte et al.,
2012b). This study identified 362 promoters which displayed significantly
different levels of methylation, and a gene ontology analysis indicated an
enrichment of genes related to neuronal plasticity. Among these genes, alsin
(ALS2) was selected for further study. Methylation differences were found
to be specific to neuronal cells, which showed hypermethylation at a
specific CpG site in abused suicides compared to non-abused suicides and
non-suicide controls. In vitro studies indicated that this site was in a reg-
ulatory region of the promoter, and that methylation decreased gene
expression. Furthermore, analysis of gene expression in the hippocampus
found that both abused and non-abused suicides had decreased expression
of isoform 2 of this gene, suggesting that hypermethylation in the promoter
may be responsible for the downregulation of this isoform in suicide.

A follow-up study was performed in a larger group of suicides and non-
suicide controls, and identified 366 promoter regions which showed dif-
ferential methylation in the hippocampus (Labonte et al., 2013). These
findings were significant after controlling for a history of childhood
adversity, indicating that this differential methylation was specifically related
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to suicide rather than ELA. A gene ontology analysis indicated an enrich-
ment of genes related to cognitive processes and neuronal communication.
The most significant methylation differences in this cluster were nuclear
receptor subfamily 2 group E member 1 (NR2E1), cholinergic receptor
nicotinic beta 2 subunit (CHRNB2), glutamate metabotropic receptor 7,
(GRM7), and dopamine beta-hydroxylase (DBH). These genes were
hypermethylated in suicides, and methylation of NR2E1 and GRM7 was
inversely correlated with expression in the brain.

Finally, a third study was performed to investigate suicide and ELA, this
time in the anterior cingulate cortex (ACC) (Lutz et al., 2017). In this study,
RRBS was performed in the ACC of suicides with a history of childhood
abuse and non-psychiatric controls. Numerous epigenetic changes were
found in genes related to oligodendrocytes, as well as an impairment in
transcription of myelin-related genes, and reduction in myelination in
depressed suicides with a history of childhood abuse. The three most
differentially methylated regions were in leucine rich repeat and Ig domain
containing 3 (LINGO3), POU class 3 homeobox 1 (POU3F1), and
integrin subunit beta 1 (ITGB1), each of which are related to myelin and
oligodendrocytes. Methylation differences in LINGO3 and POU3F1 were
found to be specific to an oligodendrocyte fraction of cells, with no changes
in neuronal cells. Further, suicides without a history of childhood abuse had
similar methylation levels to non-suicides in these cells, indicating that these
effects are specific to ELA, rather than suicide.

Two EWAS have been performed to investigate suicide in the context
of MDD. The first study investigated the orbital prefrontal cortex (Brod-
mann area (BA) 47) of suicides with MDD and non-psychiatric controls
using the Illumina Infinium HumanMethylation27 BeadChip, which
assesses methylation at 27 578 CpG sites across the genome (Haghighi et al.,
2014). They identified a significant effect of age on methylation, and
interestingly, found a significantly higher number of CpG sites influenced
by age in the depressed suicide group compared to the non-suicide controls
(136 vs. 17). A gene ontology analysis of these age-related genes found an
enrichment for genes associated with behavior, cell cycle, cell death and
survival, and cellular and embryonic development.

The second study examined two brain regions: the orbitofrontal cortex,
and the subgenual anterior cingulate cortex (BA11 and BA25, respectively)
(Murphy et al., 2017). This study used the Infinium Human-
Methylation450K BeadChip Array, which interrogates over 485 000 sites in
the genome, and compared depressed suicides with non-psychiatric
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controls. They identified three regions that were differentially methylated
in both brain areas, mapping to the genes psoriasis susceptibility 1 candidate
3 (PSORS1C3), TAP binding protein (TAPBP), and ATP synthase
membrane subunit c locus 2 (ATP5G2). Hypomethylation of PSORS1C3
was also observed in sorted neuronal cells from the prefrontal cortex of an
independent sample of suicides. Additionally, for each sample, they
generated polygenic risk scores (PRS) for MDD and suicide, and used
weighted gene co-expression network analysis (WGCNA) to identify
networks of co-methylated modules associated with the depressed suicides
and the two PRS. In BA25, they found two modules which associated with
a PRS score for suicide attempt, and gene ontology analyses showed an
enrichment of processes relevant to MDD and suicide, including nervous
system development and mitochondrial function.

A number of studies have suggested an important role of astrocytic
dysfunction in suicide and mood disorders (Rajkowska & Stockmeier,
2013; Torres-Platas et al., 2011). To investigate how epigenetic differences
may be involved in this effect in suicide, irrespective of psychiatric diag-
nosis, a sub-population of suicide completers was identified who displayed
decreased levels of astrocytic markers in the prefrontal cortex, and per-
formed methylation binding domain (MBD) enrichment followed by
sequencing, to compare genome-wide methylation in these subjects with
non-suicide controls (Nagy et al., 2015). This study found 115 differentially
methylated regions between these two groups, with the majority being
hypomethylated in suicides. Differential methylation was validated in the
two most significant genes, glutamate ionotropic receptor kainate type
subunit 2 (GRIK2), and brain enriched guanylate kinase associated
(BEGAIN), which showed hypo- and hyper-methylation in suicides,
respectively. Further, the study found that while methylation differences in
GRIK2 were maintained in both neuronal and non-neuronal cells,
hypermethylation of BEGAIN was only found in non-neuronal cells.
Methylation of both genes was found to be inversely correlated with
expression in the brain. Finally, in vitro studies showed that this region of
BEGAIN has a regulatory function, which is impacted by methylation.

Three additional EWAS have been performed which did not identify
significant epigenetic differences related to suicidal behaviors. The first
study examined methylation in the prefrontal cortex of 6 suicides and 6
non-psychiatric controls using the Illumina 450K array (Schneider, El Hajj,
Muller, Navarro, & Haaf, 2015). Overall, they found no significantly
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differentially methylated sites or regions. However, the sample size of this
study was small, and was likely underpowered to detect the relatively small
methylation differences typically observed in psychiatry.

The second study investigated 5hmC in the prefrontal cortex of
depressed suicides and non-psychiatric controls (Gross et al., 2017). As
mentioned earlier, most molecular techniques are unable to distinguish
between methylation and hydroxymethylation, which can have opposing
effects on gene transcription. This study was the first to fully characterize
5hmC in depressed suicides, and used a restriction enzyme (AbaS1)-based
approach, followed by sequencing, to assess differences across the genome.
Although no sites reached genome-wide significance, 550 sites showed
suggestive differential hydroxymethylation. The elevated levels of 5hmC in
two genes, myosin XVI (MYO16) and insulin-degrading enzyme (IDE)
were validated by oxidative bisulfite sequencing (oxBS). Interestingly,
while the expression of MYO16 was significantly increased, which was
consistent with the canonical role of gene-body 5hmC, the levels of IDE
were significantly decreased, indicating that, like methylation, the effects of
5hmC on transcription are not always straightforward.

Finally, while all the EWAS studies described above focused on
methylation in the brain, a recent study investigated white blood cells
from suicide attempters and non-attempters diagnosed with schizophrenia
(Bani-Fatemi et al., 2018). This study used the Illumina 450K array, and
found hypomethylation in coiled-coil domain containing 53 (CCDC53)
in suicide attempters, although this did not reach genome-wide
significance.

Conclusions and future perspectives

As seen in the previous sections, numerous genes and biological pathways
have been shown to display epigenetic differences in relation to suicidal
behaviors. Furthermore, in many cases, these differences have been linked
to specific functional effects on gene expression, indicating clear functional
roles of these suicide-associated regions.

To date, many of the results herein have been replicated across only a
few studies. However, consistent findings regarding alterations to SKA2,
and NR3C1 strongly suggest that epigenetic studies remain a promising
avenue to pursue. Clearly, additional studies in larger, and better-
characterized, cohorts are necessary. This is particularly important in

Epigenetics of suicidal behaviors 315



epigenetic studies, as these effects are susceptible to subtle environment
differences, and results can be easily confounded by clinical and socio-
demographic factors such as gender, age, ELA, and psychiatric diagnosis.
This is quite apparent in the case of NR3C1, whose relationship with
suicidal behaviors appears to be largely, but not exclusively, mediated by
ELA. While it is notable that the genes displaying significant differences in
targeted studies have failed to emerge in EWAS, this is likely due to a lack
of statistical power in these high-throughput studies. Nonetheless, the
findings regarding SKA2, which was initially identified in an EWAS,
indicate the utility of combining both epigenome-wide and targeted
approaches in this field. This study also highlighted the potential for
epigenetic findings in the brain to be translated into the blood, where they
can serve as biomarkers for suicidal behaviors. This information could be
especially useful in populations at risk for suicide, including people
diagnosed with mood disorders or schizophrenia, or who have experi-
enced childhood abuse. As such, additional studies combining different
tissues are needed in order to determine the relationship between
epigenetic differences in the brain and the blood. Moreover, it remains
unclear which region of the brain represents the most meaningful site to
investigate for suicide-related epigenetic changes, and more studies which
examine multiple brain regions are needed.

The stability of suicide-related epigenetic differences over time has yet
to be addressed, which it is especially relevant in the case of ELA. As many
of the significant findings described in this chapter were observed in adults,
who had experienced abuse decades earlier, many of these alterations do
appear to persist over time. Nonetheless, it has not been conclusively
demonstrated that these suicide-related epigenetic signatures in adulthood
are identical to those that were present in childhood. Determining how
these signatures develop and evolve over time would be invaluable, as it
may allow for early identification of individuals at later risk for suicidality.

What is particularly promising are studies which have demonstrated
that epigenetic-related processes can be modified by antidepressant
treatments. Indeed, a number of studies have demonstrated differential
methylation and histone modifications in the promoter regions of BDNF
following antidepressant treatment (D’Addario et al., 2013; Lopez et al.,
2013; Tadic et al., 2014). While histone modifications have been less well
studied than methylation, levels of histone modification enzymes have also
been found to be altered by antidepressant treatment (Iga et al., 2007).
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Further, treatment with HDAC inhibitors has been shown to elicit
antidepressant-like effects in animals (Covington et al., 2009; Hobara,
Uchida, Otsuki, Yamagata, & Watanabe, 2010; Tsankova et al., 2006). As
such, while studies of ELA have definitively demonstrated the adverse
effects of early childhood experiences, it appears that these environmental
influences on the epigenome have the potential to be reversed, thus
representing potential new targets for treatment of suicidal behaviors.

In conclusion, the studies described in this chapter have demonstrated
numerous epigenetic changes in relation to suicidal behaviors, which have
been observed in both the brain and peripheral samples. As the epigenome
is an integral system for mediating the effects of the environment on gene
function, understanding its involvement in suicidal behaviors represents an
important step toward elucidating the molecular mechanisms underlying
their development, as well as for identifying novel targets for diagnosis and
treatment.
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